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Guesteditorial

1 am delighted to have been invited to write the Guest Editorial for this issue
of the BAP Journal in recognition of the start of the Association’s 50th year.
As the current Chair | feel privileged to be able to reflect on these 50 years
and to think about the immediate future for the Association andits place in
the wider context.

The BAPwasinitially named the Association of Psychotherapists and was
formed to provide mutual supportfor the clinical work and professional devel-
opmentofa small group of psychotherapy practitioners. They included mem-
bers in both the Freudian and Jungian traditions. Although some had trained
abroad, others had had their personal analyses and supervision with members

_of the British Psychoanalytic Society or the Society of Analytical Psychology,
the only other British training bodies to exist at that time. They initially set
up a small library, started a clinic for referrals and ran the Association from
their homes. Indeed, the Association’s headquarters in Mapesbury Road was
obtained only 10 years ago, bringing someof these activities in house.

Gradually a training programmewasestablished and by 1963 it had devel-
oped into the form still held today in that there are two distinct trainings,
Freudian and Jungian. Although the BAP was unigue at this time as thefirst
of what has since become a large number of psychotherapy trainings, the
Association still holds the additional unique position of offering these sepa-
rate trainings in the same organization.

In 1982 a third training was developed for psychotherapy with children
and adolescents, a training that was recognized by the Association of Child
Psychotherapists in 1986. Since then further trainings have been added: a
modified training for child therapists wishing to additionally become adult
therapists, an MSc programmein collaboration with Birkbeck College to pre-
pare students for a professional training, as well as postgraduate courses for
members within the Association.

Alongside this the Association continues to offer a clinical service that
also provides low-cost therapy for those who cannotafford a full fee, an estab-
lished high-quality library and a varied scientific life. It is now developing a
more research-based culture in both clinical and theoretical aspects of the
work. These activities provide a forum whereby the membership as a whole
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can exchangeideas, and a milieu for greater exchange between the theoretical
traditions. Since 1989 the BAPhasalso offered short courses for those in
related fields interested in analytic ideas that they might develop in their own
work.

In 1989 members of the Jungian Section became members of the
International Association of Analytical Psychology, which enabled them to
call themselves Jungian Analysts. The Freudian Section has also changedits
name to the Psychoanalytical Section to reflect the broader base within the
Freudian tradition. Initially belonging to the Independenttradition, this sec-
tion now includes members whodescribe themselves as Kleinian or Freudian.

The Association became the British Association in 1972 and established
itself as a limited company with a formal constitution in 1977. During its
entire history the BAP has relied on the voluntary time and goodwill of its
members to keep the Association and its many activities going. We are also
grateful to members from other Associations and particularly the contribu-
tions from members of the British Psychoanalytic Society and the Society of
Analytical Psychology who have shared their expertise, especially in terms of
training.

The BAPhas hadits share of difficulties over the years, as well as many
areas it can reflect on with pride. Its trainings are of a high standard andits
members take their learning into a variety of settings in addition to thepri-
vate clinical consulting rooms. The National Health Service, social services,
academic institutions and the voluntary sector all benefit from this work.
Teaching, writing, speaking at conferences and so on also demonstrate the
postgraduate activity of members.

Whenreflecting on ourhistory it is interesting to note that early struggles
about direction created splits in the organization, leading to other organiza-
tions being formed. Although painful, perhaps this has been a necessary
process for the establishment of psychotherapy in general and psychoanalytic
psychotherapy in particular. If the BAP werestill the only psychoanalytic psy-
chotherapy organization existing, then this narrow framework could have led
to our becoming obscure. This would not have been in thetradition of our
forefathers who were keen to spread their psychoanalytic understanding. |
note when teaching Freud’s ideas on sexuality that students are often critical,
sometimes appropriately so. It is often hard for them to imagine whatit was
like for Freud to put forward such ideas to a world reluctant to hear them.
Whenseen in context students will re-evaluate their criticism in a more con-
structive form. Today the ideas of our forebears have become commonplace,
forming part of everyday language. Perhaps, like our forebears, we have need-
ed splits in order to provide space for our thinking. Out of conflict can come
creativity.

However, recent difficulties have shown howthefield of psychotherapy
has moved on. The emphasis has not been so much aboutthe insularity in
psychotherapy organizations but about how Associations might now organize
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themselves into groups or ‘families’. Furthermore,it has been about how these
groups might then wish to develop in terms of accountability to the public,
who havea right to know what standard of training and therefore practice we
offer. Practitioners need to be able to develop their thinking, whetherit is in
regard to theory, technique, ethics andso on.If this is to have any widely felt
implications, then it has to be with as many other likeminded practitioners as
possible. So the BAPhas had to think about not only how it might developits
own activity but how this fits into the wider picture of psychoanalytic psy-
chotherapy. This naturally creates greater scope for conflict and the last few
years of strife around theissue of registration have been extremely painful
although necessary.

As I write this editorial three areas for consideration come to mind. The
first one comes from outside of the BAP and challenges us, the second comes
from our relationship with the outside world and the last comes from inside
the BAP.

In his recent publication Kernberg (2000) has taken

a

critical view of cur-
rent methods of training and lists a number of recommendations, some of
which would quite radically change psychoanalytic training. He also asserts
that university education should have more of an influence on this develop-
ment. I do not intend to discuss his paper in depth but wish to take from it
some thoughts relevant to current BAP developments.

It is my contention that the universities are already influencing the way in
which wetrain our trainees. This is perhaps not too surprising since many
members of the BAP and our training committees hold or have held universi-
ty posts and bring this experience to their work in the BAP. It is often said
that we infantilize students, ignoring their past experience or status. Kernberg
challenges us to address the difficult dividing line between helping trainees
come to terms with the fact that, however much experience they have in a
related field, to make the most of their training they need to come with an
open mind ready to take in new ideas. At the same time we must recognize
that they will have varying degrees of expertise and their seniority in life will
enable them to question the way things are done. The BAPis currently
rethinkingits tutorial systems, mentoring, assessment feedback and so on and
although we do not necessarily agree with all conclusions reached by
Kernberg, he presents us with a challenge that has much wider repercussions.
For example, we are currently restructuring our Association, placing research
in a prominentposition: research that is not just confined to thinking about
training butall aspects of clinical practice and theoretical ideas. We are devel-
oping a Continuing Professional Redevelopment Scheme which serves to
ensure standards and also enables eachofus to reflect on our work and identi-
fy areas for development not only for us as individuals but for the profession as
a whole.

Thesecond area is that of registration, which the British Confederation of
Psychotherapists (BCP) is developing on our behalf, assisted by some of our

vii
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members. This is about our public face and the need to move from our past
hope that the public in general and our patients in particular will know that
we train to a high standard. Continuing Professional Development pro-
grammes and research are important factors when considering the levels of
training, standards and terminology. What is also new is that we are making
these changes in dialogue with other associations in the BCP, which provides
us with our professional‘family grouping’.

The last area is the BAP Journalitself, now in its 41st year. The Journal in
its new format invites contributions from those who are not members of the
BAPalongside those who are. This reflects our wish for greater dialogue,
whichI believe can only benefit the profession as a whole.

So,in reflecting on our history and where weare today, it would seem clear
that we have moved from a necessarily insular position to one of dialogue with
a wider audience. Someof this change has come about because of the internal
conflicts, some as a result of external influences that we hope to internalize in
a creative way. If psychoanalytic and Jungian analytic psychotherapy is to
survive, we have to take seriously our BAP Memorandum which begins with a
statement that we are established to: ‘promote, provide and increase for the
benefit of the public the knowledge andskills which comprise psychotherapy
as a profession in all or any of its aspects and thereby to relieve mental
distress’. The art we have to acquire is how to do this while minimizing any
mental distress for ourselves. I hope that the continuing development of the
BAP Journal will enrich us in providing a lively arena for thinking and learn-
ing withoutconflict.

Lou Corner, Chair, BAP Council
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What does psychosis have to say
about racism?

JOSCELYN RICHARDS
ABSTRACT
This article defines racism as the belief that human beings can beclassified into races
whichare either inherently superior or inferior. As there are no objective grounds for
this belief the author considers that racism is generated by an internal attitude that
reflects a psychotic relationship to reality. After describing major characteristics of a
psychotic mind the author introduces Sinason’s concept of internal cohabitation or
co-residency of two minds or selves in the one body, which is a developmentof Bion’s
concept of the coexistence of psychotic and non-psychotic personalities. The concept
provides a framework for exploring the emergence in the consulting room of disturb-
ing racist material and for developing an analytic understandingof racist issues in the
transference and countertransference, particularly because it acknowledges the coex-
istence in both patient and therapist of racist (psychotic) and non-racist (non-
psychotic) attitudes and capacities.
Key words cohabitant, internal cohabitation, psychosis, racism, Sinason.

Definition of racism
For the purposeofthis article racism refers to the belief that human beings can
be classified into races that are either inherently superior or inferior to others.

The concept of race
It is possible to classify the peoples of the world into different races according
to physical characteristics but the attempt to find fundamentalbiological
 Joscelyn Richards is a chartered clinical psychologist and a Full Memberofthe British Association
of Psychotherapists. She was thefirst chairmanof the British Confederation of Psychotherapists
from 1993 until 2000. Sheis also a memberof the Council of the Association for Psychoanalytic
Psychotherapy in the NHS.She has a small private practice but much of her workis in the public
sector, where she jointly runs the Willesden Centre for Psychological Treatment.
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differences has always failed, although a considerable effort was made in the
19th century by the European colonial powers to make a scientific case for the
superiority of the white Caucasian (see Helen Morgan’s paper, 1998, for a
comprehensive review of the relevantliterature on racism). It is now recog-
nized that people of different races are more alike than they are different. As
Rustin says (1991: 58), ‘Racial differences go no further, in their essence, than
superficial variations in bodily appearance and shape — modaltallness of dif-
ferent groups, colourof skin, facial shape,hair etc.It is hard to find any signif-
icance in these differences except those which are quite arbitrarily assigned to
them.’ Healso refers in the same paragraph to Van den Berghe’s point ‘that
even visible physical features have been lacking in important cases of racism
as a ground for distinction — the Nazis compelled Jews to wear the Star of
David because their appearance was not recognisably different’.

However, the belief that some races are superior and others inferior end-
lessly recurs. As there are no objective groundsfor this belief it is my view
that it is delusional and generated by an internal attitude that is essentially
psychotic and the basis of all racism. The processes in society whereby racism
becomes ‘normalized’ and, as a consequence, often dominates cultures and
institutions are too complex to address in this clinical paper, which focuses on
exploring and understanding racism in the consulting room (for a paper that
explores the links between psychosis and politics, see Gibson and Sinason,
2000).

Racism as an expression of a psychotic mind
For some time I have thought of racism as an expression of a psychotic
mentality and I would like to describe what I think are the mainfeatures of a
psychotic mind (or, from a Kleinian perspective, a mind functioning in the
paranoid/schizoid position):
e hatred ofreality, thinking and dependence; there is an assumption that

dependenceis dangerous and a sign of weakness and that needs can never
be met;

e the conviction thatall relationships are exploitative, hierarchical and
based on power only and that creative intercourse (literally and
metaphorically) cannotexist;
extreme narcissistic sensitivity to real and imagined hurts;
the belief that like-for-like retaliationis fair;

* concrete, absolutist (all-or-nothing) and rigid thinking; or, put another
way, tramlined thinking where there is no room for doubt or no room for
uncertainty;

e the replacement of symbolic functioning by the use of symbolic
equations. Segal (1981: 49-65) has written extensively on the conceptof
symbolic equation, in which the psychotic mind cannot truly symbolize
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but sees two things that have some aspects in commonasbeingliterally
the same;

* an incapacity to acknowledge mistakes and thereby learn from experi-
ence.

The consequence of the psychotic mode of functioning in the sphere of
humanrelationships is that human beings are perceived as belonging to
unchangeable and unbridgeable categories which are organized according to
hierarchical principles so that people are seen as belonging permanently to an
inferior or a superior grouping — there is always someone above and someone
below. People are not seen as individuals with a range of complex and chang-
ing personal needs and qualities. To be on the receiving end of a racist atti-
tudeis to feel dehumanized. To witness it in the consulting room is to feel in
the presence of attitudes that feel ugly and frightening and yet need to be
processed and understood rather than judged and condemned.

It is the psychotic mind that I think underpins racism.It also underpinsall
other ‘isms’ such as ageism and sexism that put people into superior and inferi-
or categories. This sort of categorization is a transformation of the fact ofdif-
ferences between people, which we need to know and recognize, into a moral
superiority claimed falsely to arise from these differences. The urge of this
mind to put people into inferior categories, and thus deny them equality
before the law (metaphorically or actually), can be so powerful that it can lead
to tragic and terrifying consequences at all levels in society—nationally and
internationally.

Major contributors to psychoanalytic theory have recognized the existence
of a psychotic aspect in all human beings, even though the extentandinflu-
ence vary. In my view,all patients and all psychotherapists have a psychotic
aspect that has the potentialto be racist.
Skin colour
Because the psychotic mind is very concrete in its mode of operating, notice-
able physical differences, such as skin colour, are often used as a feature on
which to hang racial superiority. Physical differences tend to become high-
lighted as if they signified a mental difference — however, as Morgan says
(1998: 48), ‘a black patient may come from a culture more similar to my own
than a white patient’. Or, as one of my black patients said recently, she did not
share her tutor’s worry that, as the only black student in a seminar group, she
would feel left out, because ‘being black is only one aspect of my identity’ —
she assumed she would have other things in commonwith thestudents.

Even though skin colour is as arbitrary as any other physical feature, it is
concretely responded to by the psychotic mindasif it represented real mental
and moral differences that are unbridgeable and inherently superiororinferior.

Whenthe skin colour of patients and therapists is different, the different
skin colour of the therapist can come to represent the psychotic belief of the
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impossibility of ever being understood. When therapists and patients have the
same skin colour, other features, such as gender, class or age, get used by the
psychotic mentality to represent the conviction of never being understood.

Psychotic and non-psychotic minds

Thus, in summary, it seems to me that racism is one expression of the psychotic
relationship to reality which is essentially paranoid and characterized by
absolutist, hierarchical and concrete modes of transforming reality and human
relationships.

On the other hand, the non-psychotic mind is not racist but appreciates
and does not misconstrue difference as being grounds for superiority. The
non-psychotic mind, which can also be thought of as the mind capable of
depressive position functioning in Kleinian terms, develops fully only in a
facilitating environment. This mind, once developed, can learn from experi-
ence, can think, can symbolize and can make associations and connections,
enjoys the mutuality of relationships and has the capacity and desire to make
useful differentiations and to recognize and negotiate internal and external
realities. Categories are recognized butare seen as a useful toolfor identifying
differences and making sense of information and notfor classifying human
beings permanently into inferior and superior groups. The sane mind in both
black and white people has the potential to know that racism is deeply mis-
taken, unjust and inhumane.

Perhaps Shakespeare expressed poetically the sane view ofracial differ-
ences when Shylock says in The Merchant of Venice (Act IH, scene 1),

Hatch not a Jew eyes? Hath not a Jew hands, organs, dimensions, senses, affections, pas-
sions, fed with the same food, hurt with the same weapons, subject to the same diseases,
healed by the same means, warmed and cooled by the same winter and summer,as a
Christian is? If you prick us do we not bleed? If you tickle us, do we not laugh? If you
poisonus, do wenotdie?...

Theconceptof internal cohabitation
Before I present some clinical examples J would like to elaborate on the idea
that all human beings can be characterized by the coexistence in the same
body of a psychotic and a non-psychotic mind. Jenkins (1999: 27) has written
that ‘across the spectrum of diagnostic categories, patients allude in various
ways to states of mind and emotion in which their autonomyis taken over to
the detriment of their own goals and ambitions’. In a paper entitled ‘Who is
the mad voice inside?’ Sinason (1993) refers to experiences in both the
consulting room and everyday life where both the observer and the subject
recognize that the subject has acted out of character when he does something
violent or crazy, leading a friend to say, for example, that ‘he wasn’t in his
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right mind’. Similarly, I] can remember a black patient saying that it was the
‘illness speaking’ when a white patient expressed abusiveracist beliefs during a
ward group in a psychiatric hospital.

It is a matter of ongoing debate as to whether this inner experience of
take-overs is due to a split in the ego as a result of early internal and/or exter-
nal pressures or is due to the coexistence from birth of two different and
autonomous minds that apprehendreality differently. I have enlarged in previ-
ous papers (Richards, 1993, 1999 ) the reasons whyI beganto find the more
usual concepts of splitting, disavowal and internalization of perverse object
relations unsatisfactory in explaining certain phenomenathat | had become
increasingly aware of in my analytic work with patients. I found that those
concepts did not sufficiently explain why a number ofpatients showed gen-
uine motivation for insight and change and then behavedas if these had
never been desired and seemed to attack the therapeutic relationship. As I
have written previously (1999: 28-9):

With several patients | had the dislocating experience that the person I was with last
session or even two minutes or seconds ago had gone and beenreplaced by anotherper-
son with the same face, body and clothes but whose whole demeanour, facial expres-
sion, tone of voice and language were different. One momentthere was a capacity and
interest in appraising our interactions and a perception of me as a benign partner whilst
the next there was resentmentof the whole therapeutic enterprise, a wish to obstructit
at every turn and behavioursuggesting attitudes of suspicion, antagonism, superiority or
indifference towards meas the therapist.... The switch would often occur after helpful
developments had taken place — as if change desired by the patient was also perceived
as threatening... Patients themselves often expressed awareness of alternating experi-
ences they could not control... [for example, a male patient] was late for a session and
said, ‘I don't know what happened — I got up at the right time and the next thing I
knewit waspast the time to leave — someone musthavealtered the clock.’

In order to see if I could understand these phenomena better I began to
take an interest in Sinason’s concept of internal cohabitation or co-residency
of two selves or egos in the one body from birth and began to work with him
and othercolleagues in developing and exploring the clinical application of
this concept. The concept involves a dual-track analysis of two coexisting
selves in which neither mind is considered to be subsidiary to nor split off
from the other, although one mindis able to think and the other is not. The
concept is a development of Bion’s concepts of the psychotic and non-psy-
chotic personalities, which he considered coexisted in every human being
(Bion, 1957). According to the concept of internal cohabitation, a person
whocan think about their problems always has an internal‘other’ cohabiting
with them whohasa psychotic way of relating to reality. The concept is also
similar to Rosenfeld’s concept of ‘the narcissistic omnipotentself’ who adopts
bully tactics when thatself feels threatened by the libidinal self’s relationship
with the therapist (Rosenfeld, 1987: 86-8).
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Clinical examples
I want to present clinical examples in which the conceptof internal cohabita-
tion provides a framework for exploring, during the course of a therapy, the
psychotic underpinning of the perception ofthe therapist as racist, racist atti-
tudes in the patient and the patient’s distress at being taken over by them.
Most of the time I use clinical material in which I differentiate the patient’s
mind from that of the other cohabitant of the body by denoting the patient as
you and the internal cohabitant as the other person, the other one, the internal
adviser or someoneelse wholives in your head with you. However, because I was
seeing one of the patients at a time when | wasstill learning how to apply the
concept, I will present some material whereinitially 1 did not make any dis-
tinction and called both ‘you’. Although I think of the other one as the psy-
chotic personality, 1 do not use that term with patients as it can be heard as
denigratory labelling.

1 will start with two vignettes and then present two longercases.
1. A black therapist whom | was supervising in the National Health

Service was seeing a white female patient, Ms A, in once-weekly psychothera-
py. Ms A wasin herlate 20s.

In one session Ms said, denoting a positive transference, that she had
bought a packerof jelly babies during the week and had noticed that she was
particularly selecting the black onesto eat and said with an affectionate laugh,
‘it was like I was trying to put you inside me and keep youthere’.

Shestarted the next session by saying that she had passed another patient
of his on the stairs — and had then added,‘your black patient’. She was then
silent and looked sad. After a while the therapist commented that she had
seemedcertain it was his patient and this had seemed to make her sad and he
wondered what she was thinking. Ms A said she had been envying this other
patient because she was black and added, ‘I thought you must prefer her
because sheis black like you’.

Muchoftherest of the session was spent in exploring this assumption and
identifying it as belonging to the other mind and that one’s belief that the dif-
ferent skin colour of patient and therapist meant that there was a divide
between them that was unbridgeable. The session also looked at how this
belief negated and cut across the patient’s actual experience of having a thera-
pist who shefelt did understand her and was helping herforthefirst time in
herlife to understand the reasons for difficulties in relationships.

2. A womanin her 40s was muggedby a black man,causing severe physi-
cal injury to her right arm. She was referred to me at a GP surgery where |
have a clinic because she could not recover emotionally from the assault. She
felt particularly upset because she had become phobic ofall black men. She
both feared and hated them, which upset her because she had a black col-
league with whom she used to get on well. Before the mugging she had not
thought of herself as racist and although sheinitially felt her reactions were
understandable, she thought that after 18 months her reactions were



Whatdoes psychosis have to say about racism?

irrational. She was clear that a reaction she did not agree with was dominat-
ing her and that there was an internalpressure to respond only to skin colour.
This was the beginning of exploring the concrete, tram-lined and paranoid
thinking of the other mind.

3. Ms H: I want to present some aspects of my work with an Asian
woman, Ms H, who had grown upin the West Indies and was in her 30s when
referred. In the assessment it was noted that she was very governed by a belief
in her‘rights and liberties’ and by a grievance as to how she had been treated
in all her relationships. She had been the only child in a large family to be
sent at an early age to be looked after alternately by both sets of grandparents.
There was an enormoussenseof deprivation.

In thesessions she frequently told me, in a way that usually made mefeel
harangued, aboutthe terrible, unjust, sneering and insulting way people in the
street treated her — to the point that she would feel provoked to shout at them
and sometimes hit them. Sometimes they hit her back, which always shocked
her. She was very upset and indignant about these experiences. I got the
impression that these people were usually white, although one day she told me
with even greater indignation that two black girls had looked down on her.
She would know people had ‘snobbed’ her because of a look, a cough, the
sucking of their teeth or a gesture — for example, touching their nose or wav-
ing their hand (I thought‘snobbed’ wasan effective condensation of snobbery
and being snubbed). These movements or noises immediately signalled to her
that people thoughtshe was ‘a second-class black creature’ withoutanyrights.
She would shout and assert in sessions how wrong this was — ‘how very, very
wrong and very serious’ and accuse people of depriving her of her rights. She
often used the pronoun ‘you’ while accusing someoneof a criminal act against
her — for example, ‘you shouldn’t treat people that way — it’s very serious’. Thus
it soundedasif she was using the term ‘you’ in the same way that the term ‘one’
is used as a generic statement — ‘one shouldn’t treat people that way’ — andalso
as if she was telling me off for seriously mistreating her because of my racist
views. | also noticed that at the end of a session, after shouting, she would
often say ‘thank you’ in quite a different tone of voice as if genuinely thanking
meforlistening.

However, for a while I could not make use of the observation that there
was a change in tone of voice from accusation to gratitude as 1 was taken up
with the gradualrealization that I was one of these white people,in fact, per-
haps the one, who was perceived to be depriving her of her rights and
‘snobbing’ her. It took a while for me to realize that this was probably so and I
think the main reason was because the image of these racists was so extreme
that I could notrecognize myself — ‘she couldn’t possibly be talking about me’
was my thought. This is not good analytic thinking, I know, but thatis how it
was.
When I realized that 1 was very probably the person perceived to be

‘snobbing’ her, I said ‘you think I’m snobbing you’ and linked this belief with
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the gap between the sessions which had made herfeel that | had completely
forgotten her because she was not white like me. She responded by looking
astonished andsaid in a calm,kindly, matter-of-fact tone, ‘I don’t mean you —
you're not like that’, and added, ‘I’m nottalking about you - 1 know you do
yourbest for me and wantto help me’.
We had a few sessions like this where I was sure I was accurately recogniz-

ing that in the negative transference I was a figure who thought herself to be
racially superior to the patient and thought the patient deserved only second-
class treatment. Nevertheless, the patient never agreed with my transference
interpretations. Instead, she always madeit clear that she did not see me that
way. However, some secondslater there would seem to be a confirmation of
my interpretation in that there would be further announcements in an
aggrieved voice aboutvery terrible behaviour being meted out. I kept trying to
understand this duality. In my conceptual thinking, ] had only recently begun
to see whether the concept of internal cohabitation could help make more
sense of these two very different perceptions of and reactions to me and the
two very different ways of talking to me. I began to conceptualize that there
was a patient who did not experience me as racist while there was someone
else who lived in her head with her who was convinced that I was racist and
saw her as an inferior ‘black creature’ who deserved norights and that she was,
understandably, outraged about this. I began to contemplate the possibility
that whenI said ‘you think I’m snobbing you’, the patient (the sane one) nat-
urally assumed I wasreferring to her and not to someoneelse in her head and
was thus surprised that I would think this of her because she was quite clear
that I was not racist — I might be a bit slow and stupid (!) but was not racist.
Thus, I began to speak to the patient about someone else who lived in her
head with her and was separate from her.

Working this way was particularly helpful during a session when the
patient reported going on a skiing holiday and having unexpectedly to share a
room with a black Afro-Caribbean girl. She experienced thisgirl as ‘intrusive’
and assumedthat the organizers had put them together because they thought
they were the same. She reported feeling insulted by this assumption and had
asked for a room on her own. There wasa lot of aggrieved talk about it being
wrong to impose on people — ‘who are you to impose’. After some period of
reflection I said to her,

I think youare telling me about the other one wholives in your head with you whofelt
certain that she had been seen as the same astheblackgirl and had felt insulted by this.
1 think you are confidence chat | am pleased to see you again after your holiday but I
think the other one hasa different view from you and assumesthat| feel insulted to be
in the same room asher because I’m white andthis belief understandably makesherfeel
that this is an unfair imposition of very wrong views and shefeels she has to protest.

Thehostility disappeared from the patient’s eyes and voice and she laughed
and said ‘I did really wantto be friends with her — she seemed quite a nice girl
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really and I didn’t want to be awful to herbut...’ (and the tone changed back
again) andthere wasa reassertion of the view that people take away herrights
and impose unfair injustices on her.

Thus, the patient understood me and indicated that she was notracist and
did not see me as racist, but the other self quickly intervened and reiterated
her usual views. We were then able to explore how quickly left out the other
one felt when Ms H and I could communicate and howthis led to a reasser-
tion of that one’s belief in having been relegated to an inferior position and
the unfairness ofthis.

Muchofthe psychotherapeutic work from then on focused on examining
the occasions when thepatient's perception of me as a benign figure who was
concerned to understand and help her changed to someone whoseonly inter-
est was to make herrealize, signalled through the operation of certain gestures
or sounds, that I was a superior white person who thought that, as a black per-
son, she was beneath me. The exploration was never easy because the cohabi-
tant always suspected that I was trying to change her so that she would not
protest but put up with racial injustice.

Nevertheless, the recognition that she was not the same asthis internal
other mind helped Ms H to engage in the therapeutic process instead of
remaining in an aggrieved position throughouta session. Thus, we could work
out, for example, that some very disturbed behaviour in a hostel during a
break — shouting andfighting the other residents — occurred because the other
person in herhead felt so deprived and abandoned by my going away. She was
so sure | had dropped her because she was black and worth nothing thata girl,
sucking her teeth, was immediately perceived to be cruelly commenting on
her deprived status from birth. When I interpreted this she was able to talk
appropriately about her early sad experiences with her mother, who seemed to
prefer her youngersister.

Onanotheroccasionshestarted a session by saying,
1 get disturbed by people sneezing and coughing. There is a part that thinks people are
sneering at me and that this has to do with inferiority and superiority butit’s unfair of
meto shout at someone for coughing whenthey really had a cough and were not sneer-
ing at me — they must be amazed.
She then added, ‘I don’t like shouting — I feel guilty and ashamed’.

Although she called the internal cohabitant a part of her, she was actually
recognizing that there was an internal other that was different from herself
and took her over when convinced that someone had been sneering ather.

Of course, 1 could not know to what extent the patient's reporting of racist
insults outside of the consulting room represented an accurate perception or a
misunderstanding. Both could have been true. Even though it was emotionally
and intellectually difficult, it seemed to me that the best help | could give the
patient was to help herdifferentiate her views from those of the otherinternal
person in the consulting room, which also involved monitoring and



10 Richards

containing the intrusion of any racist views from the psychotic other in my
head.

4. Ms L: I now wantto present some of my work with another patient who
came to England from Eastern Europe when she was 24. She said she had
come to England to study and, because she felt lonely and disoriented away
from home, had married a Scotsman rather precipitately whom she subse-
quently divorced when he turned out to be an alcoholic. Ms L became very
depressed after this and found it hard to continue her studies and was referred
for psychotherapy. She was then 27. She felt very cut off from her family, part-
ly because the upheavals in that part of the world made communicationdiffi-
cult and partly because she could not bear her parents to know what a ‘total
failure’ she was. There was a recurring belief that she had no future, was
doomedto fail at everything she attempted and that no onecould betrusted.
Shesaid she had onlyfelt like this since coming to England.

She was clearly a very troubled young womanandelicited my concern. In
the assessment sessions there was evidence ofracist ideas which,at first, I did
not wantto register as they made me feel uncomfortable. I could hear that she
was in the grip of a belief that, as a foreigner, she was near the bottom of a
hierarchy and that black and Asian people living in this country were also
seen as foreigners who were even further below in the hierarchy. She men-
tioned that she was working with Indians in a supermarket and said: ‘I’m not
racist ... it’s just that I don’t belong there, I should be studying.’ Later she said
that her GP was an Indian and couldn’t understand her. She also referred dis-
paragingly to refugees being like ‘peasants’ and there were references to black
and Asian people working in the local council whom shesaid ‘don’t speak
well and they wear Indian clothes’. She said she would prefer to work with
‘British people’. She becametearful and said ‘there are manybarriers here,it
makes me want to give up. I feel so stupid, so down, | haven’t got a brain any
more. There is no place for me in this country. I know British people don’t
like foreigners.’

I was aware of strong internal reactions which included internal advice
that I should correct and criticize her racist ideas or explain that I was not
British but Australian! When I had processed these reactions | said that it
seemed as though she did not think of herself as a racist but kept finding there
were racist ideas in her head that she feared | might share and, thus, that 1
would think of her as a foreigner and say she had noplacein this country and
would not offerto-help_her as | would only want togive help to a British per-
son, even though she was very troubled and neededhelp. | suggested that this
belief frightened her and made her want to claim that she was very different
from the black and Asian people whoalso lived here. She looked surprised
and then cried andsaid ‘I do think you wouldn’t wantto help me’. A bit later
she thought perhaps her Indian GP had beenhelpful.

She was so dominated by paranoid and nihilistic thoughts that after the
second assessmentI referred her for an emergency appointmentto a psychia-
trist and gave her another appointmentto see me. She acceptedthereferral to



What does psychosis have to say about racism?

a psychiatrist and did not keep her appointment with me. A few monthslater,
however, she was referred back to me with the suggestion that she was less
depressed and needed psychotherapy now and not medication.

She apologized for not keeping her previous appointment with me. She
said the psychiatrist did not think she had any problems and seemed to be
laughing at her (I knew he was white and English). We explored why she had
not come and she thoughtatfirst it was because she hadfallen in love and
everything would beall righe. But then she thought it was because I would not
want to see her as she had become ‘a very nasty person — I say such nasty
things’. Shealso felt she had let her parents down — ‘they expected me to grow
up, get a job, get married and have children’. She had been pretending things
were OK,but now she hadlet them know she had been depressed shefelt they
were judging her — ‘I can’t go back to my country because I’m failure’. She
also said: ‘It’s impossible to come here and bea first-class person.’ | comment-
ed thatit seemed that she felt she could tell me about her worries and fears of
having failed because she thought I would be interested to understand and
help her but then she got advice in her head that informed her that I was
either laughing at her or judging her and that she had to bea first-class person
to be accepted by me. She responded by speaking about an older sister who
understands her and would neverreject her. But then there was an announce-
mentthat she did not need help from anyone — ‘I don’t need anyone. I can be
successful all on my own.’ I said I thought that, having felt she could get
understanding and acceptance from me, as with hersister, she was now being
advisedinternally that she did not need me.

Atthe endof this meeting we agreed to meet twice a week. By this time L
was living with a young man, N, a Muslim from an Arab country who had
comeover to study someyears earlier but had drifted into working in a hotel.
They had fallen in love with each other. Although shefelt very happy about
this, she knew that all was not well internally and was pleased to have anoffer
of psychotherapy, although there was a belief that it was doomedtofail, like
everythingelse. Also, there was a hint that she wasfeeling pressured to defend
her choice of N against some inner disapproval projected on to me because
she said, somewhat imploringly, that he was not a practising Muslim, was
westernized and not very dark skinned.

Soon after commencing therapy she became pregnant and was determined
to keep the baby. Not long after this she and N decided to get married quickly
on the advice of a solicitor so that the Home Office might reconsider their
decision to deport him as his visa had run out. It took 18 monthsof agonized
waiting before the Home Office made a decision that he could stay. While she
was pregnant N was very supportive — buying baby clothes, preparing the flat
and so on. After the birth he did not involve himself directly in looking after
the baby but returned to studying while workingin the evenings.

Once they got married the other person who had previously been criticiz-
ing L relentlessly then turned on N. L experienced the otherperson’s views as
an inner voice that was unstoppable. According to the other person, N could
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do nothing right, although the impression I got from L was that he tried very
hard to look after her and make plansfor their future and she would say tear-
fully how awful it must be for him to listen to the nasty things she said. For
example, while pregnant she got a job in a clothes shop as an assistant and
when he would suggest that he came by to take her home she would say no
because she did not want the others in the shop to see to whom she was mar-
tied. She reported that he was hurt and wouldsay‘you should be proud of me’.
When hegot into difficulties at work she supported and admired him for
standing upfor his principles while the other person declared that he was use-
less as a breadwinner.

For a long time she could notbring herself to tell her parents abouthersit-
uation. She was convinced that they would think she had gone mad to have
married a Muslim. Obviously there were some externalrealities to this situa-
tion as people in her country were at war with Muslims. It was her mother she
was particularly worried about as she wouldbecritical and non-understanding.
She thought her father and siblings would accept her, although when shelis-
tened to the other person in her head she believed she had let them downtoo.
She particularly worried about her baby having a brown skin because over
there it would not be acceptable, unlike in London.
A view of a very hierarchical world unfolded which we began to map out

as belonging to the other one who wastheinternal cohabitantof her body. In
this world white British people were on top and black and Asian people at the
bottom.In this hierarchical world I was seen as white British and in full agree-
ment with these views, which I found disturbing and would have to think out
carefully how to respond analytically so that 1 was not pushed internally by
theill adviser in my head to deny,criticize or collude with such a belief. Also,
there was a view that really L belonged with the white British — that is, with
me (and I would often experience an intense internal pressure either to criti-
cize this belief or collude with it) — but the belief in hierarchical dominance
also made this impossible — ‘you can’t befirst class in this country’. There was
a terror at being seen to be at the bottom of the hierarchy — ‘a total outcast’ —
and this belief seemed to fuel an insistence that really she was superior to peo-
ple from black and Asian ethnic groups. We cameto identify these views as
the other person’s. By this time we werecalling the other onein her head ‘the
otherperson’or ‘the internal adviser’ and cameto observe that it was under
pressure from this other mind that L said things shelater felt were nasty. L
sometimes referred to the other mind as the ‘negative person’. Recurringly, L
would be internally advised that I did not accept her as an equal humanbeing,
disapproved of her for marrying N and that I only put up with her on suffer-
ance. Whenever she was late there would be a desperate apology and panic
that I would be angry andtell her to go home.

Eventually L did tell her parents — by telephone — that she was married and
that she had a baby boy, E Only some weeks later could she managetotell
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them that N was a Muslim from an Arab country. Father had seemed accept-
ing but she was notsure about her mother.

About six months after F’s birth L's mother arrived and stayed for a month.
I was given a description of how the mothercould not stop complaining about
the size of the flat and the poor provision made by N for his wife and child.
She would not talk to him and made openly critical comments in front of
him,although in her own language. She thought he was dirty and beneath her
daughter — she criticized L for marrying him. L found she could not defend
him or her choice of him. She began to join her motherin criticizing N and
believing that she ‘should have married a blond man from home whoearned a
lot of money or, at least, was an Englishman or a Scandinavian’ — then she
could be proudof her husband instead of ashamed. However, there would be a
switch in the sessions from an expression of contemptfor N to tearful sympa-
thy for him as to how awful it must be when she and her mother looked down
on him. She would then describe her motheras ‘self-centred and insensitive’.
Then, under the influence of the internal other person,a diatribe against N
would re-emerge and L would feel guilty for having these views. | said that I
thought she, the patient, felt hurt and crushed at having her choice of hus-
bandcriticized, not only by her mother, but by the internal adviser whofully
agreed with mother’s racist views and also informedher thatI, too, believed
she had married beneath her and was now permanently inferior because of
this.

These issues were explored many times — both during mother’s stay and
after she left. Sometimes this resulted in L expressing tears of sympathy for N
and herself as she recognized some of the real pressures they were under —
small flat, young baby, marrying prematurely, coming from different cultural
backgrounds, low income, no family support and dependence on the Home
Office to make a decision abouttheir future. At other timesit led to a recog-
nition that as soon as L felt more sympathetically linked up with N at home or
in the therapy session and/or experienced herself as linked up with me in
being able to explore and understand these issues the other person would
jumpin and make denigratory comments about N and announcethat she and
F did not need him,that he was useless as a father and she was going far away
to a new country. Often L thought these were her views and wouldlater feel
guilty and puzzled. We gradually worked out that the other person reasserted
herself at these points because she felt painfully excluded from therelation-
ship both with N and with me, thatis, from L’s key partnerships, and wanted
to leave permanently. L becameclearer that the other person was the one who
made racist comments about N and others and did so when she believed she
was hatefully excluded from L’s relationships and seen as a worthless, totalfail-
ure at the bottom of the hierarchy. We worked out that this one expected
always to be condemnedandjudgedas nasty, cruel and insensitive rather than
have her mind and motives understood.

13
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Concluding comments
Racist issues require the same approach as other issues in analytic work —
namely, working in the transference and countertransference, being aware of
contexts past and present and recognizing the defining characteristics of psy-
chotic views expressed by the patient or therapist. However, because the
emergenceof racist material in the consulting room can be highly disturbing
for both patient and therapist, the latter can give way to an internal pressure
to give up being analytical and then many opportunities for deeper under-
standing are lost.

In this article | have described some of the ways in which I found the con-
cept of internal cohabitation useful for exploring racist issues in the transfer-
ence and countertransference that have occurred with some of my patients. It
provided a framework for identifying and exploring the racist views of the psy-
chotic personality internally cohabiting with the patient and the belief thatI,
as therapist, held racist views towards the patient. Such an exploration
enabled patients to differentiate the psychotic views of their internal cohabi-
tantin and outside the consulting room and thus to recognize when they were
not in agreement with them. This sometimes enabled a patient to recognize
the madness and cruelty of the psychotically based racist thoughts held by the
internal cohabitant, and also to have some understanding ofhowtruly fright-
eningit is for that self, with its paranoid and all-or-nothing mentality, to live
in a world that is perceived to be permanently hierarchical — because if you
are not on top you are on the bottom. Through the processof differentiating
themselves from the ill other mind, patients were enabled to gain some under-
standing that the trigger for the expression of racist views, or the belief that I
wasracist, was often a perception by the internal cohabitantof being painfully
excluded from those relationships of the patient’s where a working partnership
had beenestablished.

The concept of internal cohabitation also helped me to recognize that
there was a cohabitant or psychotic self who lived with meinternally who,if
not permanently monitored, could undermine my analytic work with patients.
Without this concept I might have, under the unrecognized influence of this
other person in my head, either avoided racist issues altogether, assumed I was
free of internal racism, been judgmental and critical of racist attitudes in my
patients, colluded with the invitation to express a racist view or lost my way
completely and given up analysing.

In conclusion, I have found the concept of internal cohabitation particu-
larly useful because it provides a framework for acknowledging the coexistence
in both patient and psychotherapist of racist and non-racist attitudes and
capacities.
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Somereflections on the supervisory
container in work with perversion

MARGARET HAMMOND
ABSTRACT
In this clinical article, I explore the experience of supervision in my early work with a
patient who exhibited perverse splitting mechanisms. I describe how the supervisory
relationship provided a container within which I could access the feelings that were
being split off in the transference. I explore how I was helped to integrate these
affects in myself through supervision, and was gradually able to experience them with
my patient, enabling her to begin the difficult work of integration.

Key words container, perversion, space, supervision, vacuum, dismantled.

RIDDLE: Q. Whenisa space not a space?
A. Whenit’s a vacuum.

I decided to write this article when, as a qualified Jungian analyst of just three
years’ standing, | was coming to the endof a period of regular supervision.
This ending was not totally of my choosing, and I found myself experiencing
strong feelings of resistance and loss. I was interested that the feelings were all
to do with one patient in particular. This observation has led to me to think
further about the specific function of supervision in relation to my work with
this patient, whom I shall call S. In this article, I shall draw on ideas from
Freudian, Kleinian and Jungian theorists.

There is much in the analytic literature about supervision for training pur-
poses, but I have foundlittle written about supervision of specific cases. H.E
Searles, in his seminal article of 1955, ‘The Informational Value of the
Supervisor’s Emotional Experience’, introduced the idea of the Reflection
Process, which is how he described the process by which unconscious feelings
are transmitted from the patient to the therapist and then to the supervisor in
this parallel relationship, where they can be madeconscious and so transformed
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into thought. In this article, he included examples from his own experience of
supervision toillustrate his theme. Janet Mattinson extended this idea in 1975
whenshe published The Reflection Process in Casework Supervision, and Hugh
Geereferred to the process in 1996, in an article in the Journal of Analytical
Psychology. Hugh Gee substitutes the word ‘resonance’ for ‘reflection’, to
emphasize that emotions experienced by the supervisor are in response to the
process both of the therapy and of the supervision, rather than in parallel to
those processes. So, in ending my supervision, I was bringing to a close a rela-
tionship that had not only resonated with my therapeutic relationship with S
but had provided a container for that relationship, and for myself within it. J
had a strong sense of having had a safe space, and,in realizing that, as we began
to contemplate the ending, I had a clearer awareness of the vacuum within my
patient, from which supervision had helped meto extricate myself, and begin to
understandit more fully. I had needed a space in which to explore a vacuum.

Definitions
Before | introduce S I want to consider some definitions of perversion. Much
has been written on this subject and many definitions proffered. My patient
presented with the wish to sort out her sexuality, whether or not she wasles-
bian, as she actively pursued sexual relations with both sexes. However, the
term perversion, in this context, has nothing to do with homosexuality, but
more to do with her quality of relating. | have selected three definitions.
Robert Stoller (1985: 343) says: ‘Perversion is the erotic form of hatred.’ For
him,a sense of sin is essential to perversion, for it involves the desire to hurt,
harm or humiliate the sex object, the self or, in fact, both. The hostility in
perversion takes form in a fantasy of revenge hidden in the actions that make
up the perversion, and seeks to convert childhood trauma to adult triumph.
Barry Proner (1988) puts a similar idea into more Jungian language, saying
that perversion represents an unconscious determination not to combine
opposites, and to work against any good internal connections. For him, the
unconscious intention is to damage, and that can include damageto theself
and the individuation process. Perversion is a feature of the shadow. However,
with mypatient, the activities and feelings that make up the perverse behav-
iour sometimes appear as a wish for a good connection, although doomed to
failure, because of her compulsion to control the other. Joyce McDougall
(1995: 183-214),while acknowledging a defiant element in perversity and
addictive behaviour — a defiance against internal parental imagos — empha-
sizes that this constellation can be seen as an attemptatself-cure. The patient
has devised a way to avoid unbearable psychic suffering, and has, through
careful control of others, constructed an environmentdesigned to try to repair
narcissistic damage, and also to deflect the forces of infantile rage from being
turned back against the self or against internal parent representations. In my
work with S I was readily in touch with Joyce McDougall’s formulation,
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especially as, with me, S was consciously striving to construct a repairing envi-
ronment(from which she thought the perversity could be kept out) to protect
us both from the forces of infantile rage. It was only when I myself was con-
tained in supervision that I could get in touch, in any more than an intellec-
tual way, with the unconscious hostility and the wish to damage, and so gain
access to the perverse system.

History of S
Reconstructing from my experience of S in the analysis, I suspect that she was
extremely close to her motherfor the first 18 monthsof herlife, and that the
first betrayal was the arrival of her sister. Family legend says she tried to hit
her with her potty! So much of her adult behaviour has been designed to
reproduce an infantile fusion, as if that state had been abruptly and unbear-
ably terminated. There was an obvious rupture, when her parents went
through an acrimonious divorce while she wasstill small. They both remarried
and the family splic up. She had to live with her mother, although by that
time her strong attachment was to herfather. It seems that in the face of this
disruption, she wasleft struggling to cope without support with overwhelming
jealousy, striving in her mind to find ways to control the people around her, to
rescue herself from an arid no-man’s land in which she feared she would per-
ish. Early on, she explained to me that, in her world, no one loved anyone.
She didn’t know how she would recognize such a feeling. As a child she imag-
ined herself an alien, being tested to discover the limits of her endurance, and
sat all alone at school, wishing fervently that her father would die, to release
her from the pain of not being with him.

In the early therapy, when she cametwice a week | learnt of her many sex-
ual relationships, with men and women. With men,she wasvery critical, but
at the sametimeterrified of their power. With women,she engaged in highly
sensualrelationships with women she despised. This gave her control because,
in her mind, they were lucky to have her. She could then regress to an infant
state, actually suckling from their breasts, confident that they would not aban-
don her. However, this behaviour also controlled her, because her partner
becamethe containerfor a despised infantile part of her from which she could
not separate. Onceset in motion, the system quickly disintegrated becauseit
was too claustrophobic, and the partners were despised anyway. There were
constant partings accompanied by tremendous rage, or sensual reunions until
someone broke away and paired with another.

I was aware of a maelstrom in action in the world of my patient, but in the
room with me she was struggling to build a nest, which she literally did by
snuggling into the rug. I felt very engaged by her. I was moved byhertears,I
felt bereft if she didn’t come, and wrote copious notes, struggling to contain
and understand something very elusive. 1 was in some state of unconscious
identification with my patient, whichleft me struggling to get control, as she
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‘did, and to use my mind, through the notes, to master something uncomfort-
able. I thought at the time that she had formed a good attachment and had
regressed rather quickly to an infantile level. 1 now think it was more like a
state of ‘illusory oneness’, as outlined by Masud Khan (1989: 20-30). He
describes a technique of intimacy, a make-believe situation in which two indi-
viduals renounce separate identities and boundaries to produce a heightened
sense of intimacy. This corresponds to the technique described by S in her
sexual encounters with women, and perhapsit was present too in the analytic
frame. Khan says that the unconscious requirementis that the other person
shouldn’t have any needs themselves, but be entirely devoted to the narcissis-
tic requirements of the subject, a situation readily re-enacted early in therapy.

Ourillusory oneness receivedits first blow when I charged S for a holiday
she took within the analytic term. She was so disturbed that she nearly with-
drew from therapy. On that holiday she had a dream:

Iam ina huge house where murders are being committed. My parentsare there, and we
are searching for the murdererin the dark. There arelots of boxes. I have a little torch,
and I am with a woman. Then,it’s morning, and I am relieved to have survived the
night. There is a Punch figure on the bed, who I know is connected with the murder.
Then, the woman turns out to be the murderer, and lays about her with a meat cleaver.
I waketerrified.

I felt we were searching for a murderer in the dark, an internal murderer,
whoviolently attacked my patient, but there was also a trickster about, in Mr
Punch. There seemed tobeterror felt by part of her, that if I wasn’t in a state
of identification with her, I might turn out to be murderous.

The supervisory triangle
She began to comethree times a week 18 monthsinto hertherapy, and at that
point I began regular supervision, a time lapse which, as it happened, corre-
spondedto the period between her birth and thatofhersister. I was bringing a
third person, a man, into the therapy at the precise time that I think she
turned away from her motherto herfather.

I wantto digress at this point to consider two ideas abouttriangles, one
Jungian and one Kleinian. I will start with the Jungian idea of Coniunctio.
Jung described how the humanpsyche has an archetypal inbuilt propensity for
relating, which he called the coniunctio. This concept embraces manyrela-
tionships, including male and female, parent and child, self and ego,light and
shadow. Coniunctio requires two separate subjects who come together and
producea third, the triangle. This third may be an actual baby, butit may also
be a growing child, a strengthened ego, an advance towardsindividuation. It
is a model for growth of the psyche. In the internal world of mypatient, the
process of coniunctio has been so damaged thatshe has had to contrive it her-
self. In her mind, the parental coniunctio is broken, with no creative holding
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for her baby self. The link between male and female is highly confused, an
infantile part of herself has been petrified, in both senses of the word, and her
ego has been weakened by manyverticalsplits. By taking my patient to super-
vision, I was establishing a possibility for an undamaged coniunctio, in a
supervisory relationship that would resonate with the analytic one, so the dis-
locations could be felt and explored.

Ronald Britton describes something similar from a Kleinian stance. He
writes (1989: 87), ‘The primal family triangle provides the child with two
links connecting him separately wich each parent, and confronts him with the
link between them which excludes him’. Britton starts with the assumption
that the parental coniunctio is in place, and has produced the child. He
describes how the child will have fantasies of love and hate connected with
this relationship and his exclusion from it, and goes on:‘If the link between
the parents perceived in love and hate can betolerated in the child’s mind, it
provides him with a prototype for a relationship of a third kind, in which heis
not a participant’ (1989: 87). Britton is describing a process whereby the
growing child develops a capacity for thinking based on situation of contain-
ment, in which love and hate can be managed. The child learns to tolerate
exclusion without feeling total disconnection. There is a flexible container
where powerfulfeelings can be moderated. My patient grew up in an atmos-
phere of severed links, where hate regularly overcame love, and where the
only possibility for relationship was to surrender the self to the other. There
was no safe space for thinking, and the linking that thought can create. In
hindsight, I think it was my unconscious identification in this area that made
supervision so valuable. By establishing a supervisory triangle, | was opening
our dyad to objective thought provided by a third person, with the possibility for
cooperation between these symbolic parents, and by so doing wasestablishing a
link between thinking and experience, and producing a three-dimensional
psychic space in which totry to understand mypatient's difficulties.

Supervision and sexuality
The importance of this other spaceis illustrated by our work with sexuality.
Mysupervisor was male, which provided a male-female dynamic in the analy-
sis of this highly sexual woman. It was very helpful not only to hear a male
viewpoint but also to experience a masculine element, when the gay female
sexuality became excessively charged emotionally. I struggled to understand
the sexual elementsof the transference. S was adamantthat there weren’t any,
and there mustn’t be any, because that would spoil everything. She talked to
me about her sexual activities, but with extreme embarrassment.It really was
as if there were two separate S’s, one promiscuous and free speaking, and the
other coy and inhibited. 1 was reluctant to question her much on her sexual
life, because it felt so intrusive. However, this was difficult, because it was also
so central to what she was telling me. I analysed the discomfort and we talked
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about the reasons, but nothing changed. still spoke of the part of her that
she couldn’t bear to let me see. We puzzled aboutthis in supervision, and I was
often aware of an excited atmosphere pervading our discussions. Because of
the nature of the material I was bringing, my supervisor suggested that I read
The Story of O,a story of sadomasochism and a perverse attemptto realize the
self by obliterating it. This book I found both erotic and disturbing, but it
seemed that, in readingit, I had gone beyond the fantasies that S wasstrug-
gling to tell me. Something changed in me, and thevery nextsession she was
able to be more explicit. She was also able to tell me of her fear, which was
apparently reinforced byall her girlfriends, that I was getting aroused by her
material. This was both a fear, and a hope: a fear because it would make me
like so many other womanin herlife, and a hope because it would give her
the longed-for control. Actually, I was not in touch with any excitement in
the session. It seemed that the only place I could get in touch with that feel-
ing wasin supervision. In the session I was reacting to part of the transference,
rather than experiencing and interpreting it. The capacity of my supervisor to
allow the excitement seems to have engendereda feeling of safety in me.

Supervision and the bill
Thefirst big drama of the therapy erupted between S and me three months
into the supervision. To assist her in coming three times a week, S hadenlist-
ed herfather to help with the payment. I was uncomfortable with this, and
did not believe that she could not pay, because she had a well-paid job.I
understood that this came from a regressive wish to be Daddy’s little girl, and
also from herstrong feeling that he had damaged her, so he owed her money
for therapy. I had analysed these motivations, but to no avail. Also, | now
think, affected by the state of illusory oneness, I really wanted S to come to
three-times-a-week analysis, and had been reluctant to challenge this in case
she should change her mind. However, | was very discomfited when she
arrived in September, at the start of the three-times-a-week therapy, saying
that her father had agreed to pay for all of it, and that he would make the
cheque out to me directly. I felt trapped, angry and incompetent.

I questioned this arrangement with S but she was unwilling to think about
it. She was delighted that, at last, her beloved Daddy was showing his love for
her by paying the money. I think there was an idea that he would approve of
me if she did, and that, in her mind, this was some wayof bringing the parents
together. She seemed oblivious to the drawbacks. Thefirst month the cheque
arrived on time, the second monthfather lost the bill, and the third month
the moneydid notarrive. I felt extremely angry. I challenged S, who was, by
now, uncomfortable about the effect this was having on ourrelationship. We
discussed her taking over paymentof thebill or, at least, that any arrangement
she had with her father could be between them, with the cheque made out to
her. The result was that I received a letter from father, saying that S had
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reported this discussion and asking my advice.
Although the tone of the letter was constructive and concerned, I was

faced with a dilemma.It would feel collusive not to tell S of this letter, but I
felt angry with her for engineering the situation and angry with myself for not
challenging it earlier. ] did decide to tell her of the letter, and to let her know
whatI said in my reply to father. She was beside herself with rage. She was
furious with her father for treating her like a child by writing to me above her
head, but also aware that she had implicitly encouraged this. She was furious
with me for having received the letter, as if 1 was cooperating in the infan-
tilization, and because | insisted on talking about money when she did not
want to. On the one hand,it seemed that she unconsciously sought to control
me through herfather, who was to expressall her negative feelings towards me
and analysis. On the other hand, by assuming that he was refusing to pay, she
experienced him as rejecting her, and she wanted toretaliate by cutting her-
self off from him. In her mind, she was back between thefighting parents,
having thought she had controlled me and seducedfather. ] had a vivid expe-
rienceof life between mother and father in that third place, when I spent an
uncomfortable weekend, convinced that I had committed a huge error by
answering theletter. I felt isolated and exposed, as did she. In hindsight, |
think S could nottolerate the fact that she had no control over the actualget-
ting together of father and myself, as a symbolic mother, by the exchange of
letters. It felt intolerable to her to be an outsider. For mypart,it felt essential
that 1 had my own‘partner’, my own third, where mypartin this collusion
could be reflected on and my own catastrophic anxieties could be digested and
transformed into thoughts.

Supervision and attacks in the dark
After this episode, instead of the rage becoming more integrated,the feeling
was again cut off and housed elsewhere. S launched herself into a new lesbian
relationship, again with a woman she found mostunattractive. This relation-
ship she described as being in never-land. She talked of feeling enclosed, in a
dark place, which was desperately safe, but which would lead to her extinc-
tion. She could only get out by causing great damage, to herself or her friend.
It was asif she really did hide herself away from the storm in a womb orclaus-
trum. However, inside that place, she expressed her aggression by behaving
like a capricious demanding sexy baby, which her partner welcomed aspart of
the performance. She was indulged, acting out the infantilization that had
been apparently so abhorrent coming from father. Nowall her hostility to
therapy was expressed through the wordsofher girlfriend, who said it was too
much, too long, and I was the wrongperson. I imagine the three of us were in
the system where one parent was alwayscriticized through the words of the
other. Although I knew, intellectually, that this was my patient’s way of
attacking me, I just did not feel attacked. In a chapter called ‘Perversions of
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the Transference’ in Sexual States of Mind, Donald Meltzer (1973: 138) talks
about the split object that can produce ‘a vulnerability to the seduction of
mutual idealisation in the maternal counter-transference’. It was as if there
was one kind of never-land with me, an intellectual idealization, where I
could dimly see an attack going on but could notrelate to it emotionally. The
other never-land was a highly emotional one with the partner, where doubt-
less my patient encouraged the criticism of me, thereby finding a container for
her own dissociated feelings. | was kept in a place that was, in my patient’s
terms, inside enough to keep me attached to her, and outside enough for me
to act as a container for the hated outsider feelings. 1 was stuck. I did interpret
the hostility, but words were ineffective until I could feel it. This eventually
happenedin supervision.

Mysupervisor had been regularly talking about ambivalence and hostility
in my patient, which had flared in the matter of the bill but was nowcutoff.
This went on until, a little before the summer break, I suddenly got in touch
with the attack, not from mypatient, but, it felt, from my supervisor. I felt
that my patient’s efforts were being misunderstood, that my understanding was
being undermined, and I became defensive and hostile. Then,finally, light
dawned.It was as if the feelings about me that S wastrying to contain in her
relationship with her girlfriend could be felt by me only in myparallel rela-
tionship with my supervisor. There, away from her defensive system, I could,
in Britton’s terms, ‘manage to listen to another point of view, while hanging
on to my own’(p.87), thus tolerating the love and the hate that she was split-
ting up. In Jungian terms, I had been able to let the opposites come together
in me and gained an insight that, in turn, initiated a process in my patient.
Gradually S is learning to own her own attacks and beginning to tolerate
some ambivalence.

Supervision and projective identification
With the support provided for me in supervision, | was beginning to let go of
my mental holding of this patient and open myself to heraffects. I would, in
fact, let the analysis become the container. With S this was very difficult. I
think she had no expectation of being related to or held, except by what she
produced through her own control. Therefore, in a way, she held herself
together with her own kind of thinking, and pulled in partners, who some-
timesfelt like collaborators, to contain the feelings or parts of herself through
projective identification that she couldn’t manage. In this atmosphere,it
seemedvital that | should speak from real feelings, but it was particularly hard
to capture what those feelings were. It was as if I, too, needed a partner who
could contain and identify those split-off aspects that had crept into me
unnoticed and who could help me get in touch with myself in relation to her,
by returning my projections to me. Meanwhile, S filled the sessions with a
huge cast of characters, all of whom played some part in her drama.I felt
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marginalized, but to interpret the transference seemed narcissistic,as if ] had a
compulsion to push myself in too. This confused and crowded feeling was
especially strong after a weekend break.

At this time she started a new job involving more travelling. This disrupt-
ed the analytic sessions, and although I was preparedto beflexible, 1 also
acknowledged the importance of a stable container. | found myself agreeing to
change, and then feeling guilty aboutit, in relation to what my supervisor
might think. I realized that I was behaving like S, who would project into me
a disapproving superego figure whentelling me of the latest sexual encounter.
It seemedI had set up my supervisoras a stern, disapprovingfather, so 1 could
play the kind, flexible mother. My supervisor suggested that | was wanting to
keep in tune with S,in order to avoid her despair. By behavingasif | had no
limits to what I could offer, a kind of triumph against parental boundaries, 1
was avoiding facing the despair associated with the loss of the Oedipal illu-
sion. This insight has enabled me, and gradually S, to take in the enormity of
this despair andits all-pervasive quality. It also started me thinking about the
needto integrate father and mother, with qualities of both justice and mercy.

I havealso learned to think of myfeeling of guilt as a possible indication of
a perversion going on underthesurface. In ourdiscussions about rescheduling,
S was able to tell me what goes on in her mind. On one occasion, she had
been particularly anxious, really hoping that I could find another time. She
asked, and we arranged one. However, as soon as I offered something, she
acceptedit, and it wasasif it vanished. She changed thesubject instantly, and
beganto strongly criticize a male friend, calling him a ‘lonely git’. I had a pic-
ture of a much-wantedgift being hoarded away, almost out of mind. We talked
about this next session, and I learned that she told hersclf that I liked the
change — it was to a 7.30am appointment — but she would have to get up too
early. She also described how I had seemed too ready to offer her something,
and then she wanted to ask for more, to see how far she could push me,to see
how weak 1 was, and what I would do to keep her. Perhaps I was now the
‘lonely git’. I felt duped, but I also understood more how the perversion was
operating in the transference. I neededa stern, disapproving father aspect in
myself to cope with this, and it was as if my patient knewit.

Supervision andfaulty splitting
This last example illustrates the confusion between good and badthat | expe-
rienced when working with this patient. I introduced ideas of sin and the
intention to damage in the definitions at the beginningof this article. Here I
wasreally seeing how my wish to safeguard her three-times-a-week analysis, in
the face of some difficulty from outside circumstances, was both valued by her
as precious, because she did talk aboutthis, but also attacked as weak. | had to
consider that I was being pressured to act out a part of herself rather than
analyseit. John Steiner (1993: 113) explores what hecalls faulty splitting. He
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describes a situation in infancy where psychological splitting for the protec-
tion of the infant ego does not occur along a naturalline of cleavage, but is
more like a piece of salami sliced by a knife. Good and bad parts are on both
sides, glued by the perversion. Jung speaks of the Archetype of the Mother,
with positive and negative poles. In my work with S both aspects were pre-
sent, in a symbiotic way. She had a capacity to transform good into bad in
her mind, by interpreting my responsiveness to herassolely the result of her
control, thus turning the nurturing mother into a weak or self-seeking one.
The good and bad aspects remained undifferentiated. Her infancy and
childhood were so confusing that it seems there was no one whowasconsis-
tent enough to help her mediate these opposites, or even recognize the
difference between them. Again, this was work I needed to do for both ofus
in supervision.

Fate of the object and supervision
I began to wonder what was happening to ‘me’ inside my patient, observing
that whenever something happened between us that carried enormousaffect,
it seemed almost instantly cut off. Donald Meltzer (1973: 106) talks of dis-
mantled objects, in relation to the structure of the internal relationship with-
in which perverse sexual activity takes place. I think these structures are also
relevant to the way that the analyst is used by the patient. For Meltzer,
objects of sexual excitement are dismantled objects as distinct from part
objects. The point is, they can be immediately reconstituted when desired.
Ordinarysplitting incurs damage to the object, and repair work must be done
before it can be reassembled. I have seen something like this in operation
regularly, with the splitting up then reconnecting, which is such a feature of
S’s complicated relationships. “The original dismantling’, says Meltzer (1973:
106), ‘may have been to protect the object, to assemble it later’. This may
have been S’s way of protecting her father from her rage. However, the dis-
mantled object degrades into mere sensuality, because it no longer represents
the sum ofits parts. It becomes a matter of sensation rather than emotion,
and, as such, the experience isn’t available for introjection, and so no inter-
nal change occurs.

In the work with S I havefelt regularly dismantled. Before a holiday break,
I have had a sense of being dismantled before I departed. She has often come
to a last session totally disconnected, hardly in touch with her reason for
coming. She has come back after a break, again, unable to remember whyI
was importantto her. I think I am being protected from rage, butit is also the
cut-off rage that is in operation. There is no mother, good or bad, because she
might produce overwhelming affects. Then, when back in contact with me,I
have a sense of her reconstructing me, desperate for me to say something to
touch her, or to engage her mind,as if, from that, she can reassemble what
stands for me in her, and maybereassure herself that she has survived in me.
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In supervision, I think I wanted someone whocould hold on to mein the
face of this dismantling, and be sensitive to my affects, when so much of my
energy was going on apparently holding on to her and ourrelationship. In
reaction to this dismantling, | experienced a strong loyalty to my supervisor.
When I needed to prepare some work to present to clinical seminar, I was
determined thatit should not be my work with S. Somehow,it felt that there
was so much promiscuity around, that I must keepthis relationship between
me and my supervisor, and not risk further dismantling. It was as if we were
doing some psychological work within a fixed boundary, with the advantages
and drawbacks that that incurs, but it was vital work on behalf of my patient,
and importantthat I kept something whole and continuous.

Supervision, change and resistance
I think the work is moving on. My experience in supervision has enabled me
to extend the container that I am able to offer my patient, whose experience
in analysis is very different from my own. Herrelationship with her father has
greatly improved. Recently, there have been glimpses of a wish to get closer to
her mother, although this brings huge anxiety and pain, with this fear that she
will just be ‘hurling herself at a brick wall’. 1 think her relationship with me,
with my hopefully ‘good enough’ internal world, and a ‘good enough ‘relation-
ship to an external supervisor, is making this possible. However, a pattern is
becoming very obvious. As soon as she has what might seem a ‘good’ experi-
ence from someonein herlife — her father, occasionally her mother, a friend
(usually male) or from me — she has a violent reaction to it, and shoots off
into one of her sexual ways of acting out. After a recent constructive tele-
phonecall to her mother, she then got in touch with extreme emotional pain
from the past, invoked by memories of her mother’s rejections. For the next
week, she was obsessed by the wish to follow up a relationship with a woman
with whom she had a one-night stand. After a session when she hadfelt par-
ticularly held and understood by me, and wasable to spend an evening alone
in her house, and feel good, she then reacted by contacting many ex-sexual
partners, to see if she still had any hold over them. I was thinking how the
good experience must be dismantled, in Meltzer’s terms, when 1 came across
the work of the Jungian analyst Donald Kalsched and his Self Care System,
described in The Inner World of Trauma (1996: 11-40).

Self-care
I began to understand how making links between self and other, and symboli-
cally connecting with good parents, were experienced by a part of S as
dangerous, because if she were to trust these links she might expose herself to
disappointment and despair. This made sense of the confusions, because so
manythings to S were good and bad.It helped me understandher dissociations,
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andthis innocent part of herself that she had to fight to protect through her
manipulations. I began to see the perversion as her way of avoiding retrauma-
tization. S would sometimes describe being ‘taken over’ by a part of herself
that would then obsess her, driving her to pull in her ‘containers’ for sexual
activity, whenshefelt lost, empty and abandoned. Shereferred to this part as
‘the baddie’. I began to see this as the activity of the self, in its capacity as
organizer of the psyche, to ensure survival, by excluding all external influ-
ences, except when they could be rigorously controlled. Kalsched describes
this innerfigure as:

A truly daimonic figure, who would cut her off from her embodied feeling self, in the
world, in order to keep her in her persecutory mind, where he would havetotal control
over her unrealised personal spirit. Such is the perverse goal of the self care system,
whenearly traumahas simply broken the heart too many times.
The many dreams of murder and violence seem to substantiate this view.

Two years into her therapy, S dreamt: ‘I am with a crowd of Arab refugees,
struggling along. Menare cutting their heads off at random with great swords.
I am terrified.’ Perhaps S and I are indeed struggling with a violent innerfig-
ure, and the dissociations, the addictions and the despair are not only the out-
comeofherlife experiences, and how she dealt with them,butare also tied up
with a primitive archetypal aspect. This would be a dark side of theself,
which can’t be metabolized and was never grounded or contained in infancy.
Shetalks often of her dark side and, I think, until recently, has tried to protect
me from it. The raison d’étre of this archetypal aspect is to prevent a good
dependentrelationship, in which sufficient separateness and space could be
tolerated. To achieve this would involvetolerating the pain of separation and
loss, which, at present, feels unbearable. This is also linked to my having to
tolerate the loss of supervision at this time, and the goodrelationship that
helped me cope with disappointment. I think S voiced something of this
before the last break, when I said ‘Perhaps you want to take with you a picture
of a me who could keep youalive inside me’. She said ‘Oh yes!’ Then shesaid,
‘but then, I would hope, and that feels very dangerous’. ] have understood her
perversion as a defence against hope, and howfor S that can so readily lead to
feelings of despair and disappointment.

The supervision has now ended. The experiences ] have described have
enabled me to make many connections with my patient, and the three of us
have been able to understand a great deal. However, I think we have now
encountered thereal perversion, this dark side of the self, that has such a pow-
erful hold, setting out to harm,with theillusion of protection, that keeps good
at bay, for fear it might lead to betrayal. My task is now to keep in mind my
internalized supervision,as a ‘self and other’ care system,in the face of her sys-
tem, to manage and understand the disappointments and betrayals that she
brings to the transference, and to interpret them in the hope that she may
gradually be enabled to cope with suchfeelings herself.
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Conclusions
I havetried to describe how the supervisory relationship, resonating with the
analytic relationship, was an essential part of my early work with this patient.
It was the nature of the perversion to split the psyche, in orderto elicit desired
reactions and control the object. This mechanism perverted the transference,
so the dissociated affects were available to me only intellectually, not emo-
tionally. These necessary affects surfaced in supervision, where | was then able
to experience them and begin to integrate them into the work with my
patient. I haveillustrated, too, how I was able to bring my unconsciousidenti-
fication with S to supervision, and myprojections, which paralleled hers, and
how, through the work of owning my ownlostparts, | was enabled to do some
work on behalf of both of us, which is gradually appearing in the analysis. The
fact that my supervisor was male was an important part of the process, con-
necting up, as it did, male and female, and symbolizing relating parents. |
think this reconstituted the Oedipal Triangle, and helped me in my struggle to
hold her and myinternal parents together, when she unconsciously wished to
split or triumph over them. In the psychic space thereby provided, it was pos-
sible to actually experience S as well as to think abouther, and so deepen our
understanding.

Mypatient hasa terrifying emptiness at the centre of her psyche, where
she experiences a feeling of total isolation. She strugglestofill this space with
part relationships that she can manipulate, to avoid fear and despair. At the
same time, she maintains the vacuum bysplitting and dismantling good
objects — in Meltzer’s terms, because to retain them means theloss of
triumphant omnipotence, and in Kalsched’s terms, because they represent the
risk of retraumatization. In supervision, I was held in the mind of my supervi-
sor as was my relationship with my patient. I think this double containment
enabled me to contact emotionally the emptiness in S. I had a secure,
contained spacefor thinking, in which it was possible to differentiate between
a space and a vacuum,and for some transformationto begin.
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The face of the therapist in
psychotherapypractice

FRANCES HOUSE
ABSTRACT
The importance of the face of the mother has been the subject of psychological
research into infant-motherinteractions as well as infant observations. A responsive
face has been shown to contribute to a healthy sense of self and well-being in the
infant, whereas an unresponsive face can cause distress and withdrawal. This paper
considers this phenomenon from two perspectives: the concept of the Archetypal
Motherin Jungian analytical psychology, and the Object Relations school of thought.
A preliminary study is then made of the relevance ofthe therapist's face in the thera-
peutic encounter. Six respondents were interviewed about their experience, as
patients, of the therapist’s face and the possible links with their earlier experience of
the mother’s face. Results of this study suggest that for the majority the face of the
therapist was of considerable significance, especially for those whose mothers had
been depressed or who presented an unresponsive face during their childhood. These
respondents expressed a strong need to have face-to-face contact with the therapist
for atleast the first year of therapy.

Key words containing holding, mother archetype, mother’s face, shame,
transference, transformative looking.
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delight in his
loved one’s countenance

come from you?
Doesn’t his secret insight

into her pure face
comefrom the pureconstellations?

(R.M.Rilke, Third ‘DuinoElegy’)

Introduction
This poem of Rilke’s suggests that our fascination with the face of the beloved
has an archetypal quality to it, evidence of some generic memory deep in us
all. Could it be the face of the archetypal Mother, ‘her face of love, once for
an endless moment turned on me’, as Robert Graves wrote? Perhaps there is
here: ‘An aura of long-forgotten, and now half-remembered, imagery, the face
of the beloved representing elements from pre-verbal memory, when theface
of the motherfilled the child’s world with radiance and adoration’ (Wright,
1991: 17).

Whenwriting about archetypal images, such as the face of the Mother,it is
sometimes possible to express what we want to say only by using poetic
imagery. Jung himself said, when talking about his theory of archetypes,
‘nobody but a poet could begin to understand’ (quoted by Serrano, 1966: 60).

Perhaps a baby at the breast does not look at the breast. Looking at the face is more
likely to be a feature. What does the baby see there? To get the answer we must draw on
our experience with psychoanalytic patients who reach back to very early phenomena
and yet who canverbalize, withoutinsulting the delicacy of whatis preverbal, unverbal-
ized, and unverbalizable except perhapsin poetry. (Winnicott 1971: 112)

This paper has been inspired by my*weekly observation of Charlie, from
birth to18 months, for whom his mother’s face seemed to be the most beauti-
ful object in his universe:

His mother then laid Charlie down on his back on a mat on thefloor and sat beside
him, with her face close to his. He immediately started to gaze at her face. Then began
the most lovely ‘conversation’ between mother and baby. Jane (his mother) rolled her
tongue‘rrrrr’ inviting Charlie to copy her, which he endeavoured to do, moving his
tongue around his mouth,stickingit out, smiling repeatedly at his mother, murmuring
‘aaah’ in a deep voice andpursing his lips. Jane copied his sounds andhis facial expres-
sions and they both seemed completely in tune with each other. This ‘love conversa-
tion’ continued for about ten minutes with Charlie never taking his eyes away from
Jane’s face. It was as if he was transfixed with delight, as indeed also was his mother.
(from my observation of Charlie, aged 8 weeks 5 days)
Casementsays ‘the child’s capacity to light up the mother’sface... is the fun-

damentalbasis of self-image and self-esteem’ (1990: 93). In studying the recent
psychological research into infant development | found this theme repeated:
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that it is particularly the responsive face of the mother that contributes to the
developmentof a senseofself in the infant. It seems to confirm what Winnicott
(1971) observed some years previously. An infant with an unresponsive mother,
‘whose face is frozen by a depressed mood,is forced to perceive, to read her
mood at the cost of his own feelings being recognised’, writes Phillips in his
book on Winnicott (1988: 130). When the baby looks at her, he will see only
howshe feels. Being seen by the motheris being recognized for who one is. The
infant cannotrisk looking, if looking draws a blank, if he cannot get back some-
thing of himself from what he looks at. Thus, Winnicott proposes that what
happens in psychotherapy is: ‘A long-term giving back to the patient what the
patient brings.It is a complex derivative of the face that reflects what is there to
be seen’ (Winnicott, 1971: 117).

Freud writes that the beginning of analytic treatment consists largely of
allowing the transference to develop. Through the transference the therapist
can becomethe recipient of the patient’s ‘internal objects’ that he finds
unbearable and therefore unable to contain within himself. The good internal
objects can also be projected on to the therapist in the form ofidealization, to
protect them from contamination by the bad objects inside himself. It is as if
the therapist ‘holds’ or contains all these projected objects on behalf of the
patient, making sense of them,until such timeas the patient is able to reinte-
grate them into his own psyche in a bearable form, through the medium of
interpretation. The analysis of this transference forms the main body of the
therapeutic work. Much of this process takes place at an unconsciouslevel.
Put more simply, at the conscious level: ‘Every patient approaches an analyst

. with the hope that the analyst will be able to respond to him in.a way
which was moresatisfactory than the parents’ (Symington, 1986: 111).

A preliminary study
I believe there is a gap [in psychoanalytical theory], though nota total one, where the
face should be and thattaking this gap seriously could bring about a re-balancing of the-
ory that could give the neglected face a greater degree of pre-eminence. Who knows,it
might change therapy too? (Wright, 1991: 3)

In thinking about this ‘gap’ I was interested in exploring the significance of
the face and in finding out whether there were any connections between the
patient’s experience of the therapist’s face and his earlier experience of his
mother’s face. | was also interested in discovering what happensto the patient
when lying on the couch, compared withsitting face to face. | wanted particu-
larly to interview people about their experience as patients because there is
very little in the literature from their point of view, rather than from that of
the therapist, which must be ratherdifferent.

For this study I chose to interview six people on the following basis: they
wereall qualified counsellors or therapists who, I therefore knew, had received
therapy; they included both men and women who had had a variety of
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therapeutic experience both sitting face to face and on the couch; and they
were either currently in therapy or had recently finished, so the experience
wasstill fresh in their minds. For ethical reasons I ensured they all had had
therapy with therapists unknown to me.| realized that this would not be a
representative sample, but I hoped to show that this could be a worthwhile
avenuefor research.

The interviews lasted about an hour and were recorded, with the respon-
dent’s permission. They were nottold in advance what particular connections
I was interested in looking at. They were simply told that I was doing a study
of the significance of the face of the therapist. The questionsfell into two sec-
tions. First, | asked about their experience of the therapist’s face — for exam-
ple: What,if any, was the significance of their face? How important wasit for
you to be looked at by your therapist? How important was it for you to look at
your therapist? Did you lie on the couch orsit face to face? If you lay down,at
what point in the therapy did this happen and how did you then feel? The
secondsection was a simple question about the respondent’s memories of their
mother’s face as a child. The final question was: Do you think there is any
connection between your relationship with the face of your therapist and your
mother’s face? Lack of space does not permit a full analysis of the findings
here, but the main points that emerged will be referred to in the discussion
below.
Theoretical background
Jungianarchetypal theory
Jung maintained thatall the essential psychic characteristics that distinguish
us as human beings are with us from birth, as innate predispositions. Hecalled
these modes of functioning archetypes, and they come from within the ‘col-
lective unconscious’ which he believed was commonto all human beings, as
distinct from the ‘personal unconscious’. There are two aspects of the arche-
type: the biological one, which describes a pattern of behaving but also, as
Jung says: ‘The picture changes at once when looked at from the inside, that
is, from within the realm of the subjective psyche. Here the archetype pre-
sents itself as numinous, thatis, it appears as an experience of fundamental
importance’ (Jung, CW 18 para 1228).

Numinous can be defined as ‘suffused with a feeling of divinity’. For, as
Stevens writes when referring to the ‘primal relationship’ between mother and
child: ‘The moment the mother-child dyad is formed, Eros is constellated; and
it is out of love, or what Jungianscall ‘the Eros of relationship’, that ego-con-
sciousness, selfhood andpersonal identity grow’ (Stevens, 1982: 13).

Thus, for Jung, weare all born with the Great Mother archetype embedded
in our psychic structure, although at an unconsciouslevel. It is experienced as
images and,like all archetypes, has a positive and a negative aspect: the Good
Motherand the Terrible Mother. Both aspects need to be mediated by the
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personal mother, as otherwise they remain in the unconscious as frightening
entities. This dual aspect of the mother archetype corresponds to the observa-
tion that all children are deeply ambivalent in their feelings and behaviour
towards their mothers: she whocaresses also slaps; she who gives also with-
holds; she who grants life may also take it away.

In archetypal theory, the Motheris the prime archetype from whichall
other archetypes come. Herface is the ‘Face of the Other’, and creates the
pattern for all subsequent relationships with the Other. Herrole is as a media-
tor, a humanizer of the Otherfor her infant.

‘Clearly it is important for the stability of the attachment bond and the
health of the child that the mother should succeed overall in constellating the
Good Mother, rather than the Terrible Mother’ (Stevens, 1982: 91). However
it is possible for some mothers to be ‘too good’, as Winnicott (1965) empha-
sizes, as opposed to being ‘good enough’. Such mothers can hinder the growth
of independence in the child by being too attentive, by meeting the needsof
the child too quickly before the child is able to make the ‘spontaneousgesture’
that, in his mind, produces the mother’s response. For such a child, there are
two alternatives: either being in a state of permanent regression and merged
with the mother,or else totally rejecting the mother, even a seemingly good
mother.

Where Jung differs from the ‘object relations’ school of psychoanalysis is
that, for him,it is not only the behaviour and personality of the actual mother
that is important, but the way the archetypal experiences are actualized by her
in the child. Thus thecritical factor is not the actual mother, but the mother
complex, which is ‘a product of the interaction of the mother with specific
phylogenetic components of the child’s maturing psyche’ (Stevens, 1982: 91).
Jung saw these complexes as the building blocks of the humanpersonality, and
their integration into the conscious awareness of the individual as of supreme
importance in the developmentof the person.

Nevertheless, throughout all schools of psychotherapy there seems to be a
general consensus of opinion, backed up by research, that the actual face of
the motherplaysa crucialrole in determining the healthy growth of the child.
As Wurmserwrites:

Love resides in the face — in its beauty, in the music of the voice, in the warmth of the
eye. Love is proved by the face, and so is unloveability proved by seeing and hearing, by
being seen and heard. A child can be loved without being given the nipple, but love
cannot exist without face or music. (Wurmser, 1981, quoted by Mollon 1993: 48)

Research into facial interaction between infants and mothers
Recent neurological research has shownthatlively face-to-face contact
between mother and baby plays a crucial part in the healthy brain develop-
ment of the child: ‘The mother’s emotionally expressive face is the most
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potentsource ofvisuoaffective information, and in face-to-face interactionsit
serves as a visual imprinting stimulus for the infant’s developing nervous sys-
tem’ (Schore, 1994 :91).

Murray (1991) hasstudied the effects of postnatal maternal depression on
infant development and found that children of depressed mothers were more
insecurely attached to their mothers, more likely to have mild behavioural
problems, and showed poorer outcome on Object Concept tasks at 18
months. She also studied how infants respond to the disruption of normal
maternal communication by means of experimental ‘perturbations’. In one
such experiment, the mother wasinstructed to cease respondingto the infant
and adopt ‘still’ or ‘blank’ face, while continuing to lookat her infant. Here
the infantfirst tried to engage moreeffectively with the mother, frowning at
her and thrashinghis arms in an agitated fashion. Whenthisfailed to elicit a
response, the infant seemed to reduce his distress by withdrawing from
engagement with the mother, becomingself-absorbed, and gazing at his
handsor looking blankly into space. This evidence, together with that from
other similar experiments, supports the view that by at least 6 weeks, the
infant seeks interpersonal engagement with his mother, and if she does not
provide the appropriate response, the infant will avoid engagement with her
and will fall back instead on experiences that are generated and controlled
solely by himself.

Tronick et al. (1978), who have worked extensively with the‘still-face’
experiment, suggest that it is the infant’s sense of impotence when trying to
elicit the mother’s active involvement that most contributes to a form of
depression developing in the infant. This is reflected by Broucek (1982), who
suggests that when this cycle of expectancy is broken and the expected
responseis not forthcoming from the mother, the baby begins to show signs of
distress, as if the mother has become, temporarily, a stranger to her infant.
Whatthis then produces is a sense of shame in the infant, as a result of the
mother’s failure to recognize and respond to him.

Babies also derive pleasure from making things happen.‘This senseof effi-
cacy and the pleasure associated with it, is in my opinion, the foundation of
self feeling,’ writes Broucek (1979: 312).Where this sense of efficacy is dam-
aged andtheinfant experiences repeated failure to influence his environment,
most especially his mother, and his expectations are unfulfilled, the infant
becomes traumatized. Thus the sense of being recognized, together with a
sense that he can make things happen, particularly in relation to his mother,
seem to be two essential aspects of the infant’s healthy development. :

Experienceof the face of the therapist
I next turned to the writing on the face of the therapist in psychotherapy
practice. There is little information, as Wright suggests. I have attempted to
draw together some of the findings. Searles recognized the importance ofhis
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face as therapist in his work with severely ill schizophrenic patients. He found
that in session after session they would sit andstare at his face:

With all the absorbed wonderment and responsive play of facial expressions of a child
immersed in watching a fascinating motion picture. The therapist andin particular, his
face, comes to serve as a kind of mirror image to the patient. ... In the evolution of the
patient’s transference to the mother-therapist, the patient becomes able to detect, and
make increasingly part of himself, the whole realm of emotion which was too inaccessi-
bly hidden behind the inscrutable face of the actual mother of his infancy, and which
consequently has heretofor been walled off, within himself, so that his own emotionality
has been as inaccessible to him as was the realm offeeling in his mother. (Searles, 1965:
648)

Thus the therapist here does not simply interpret but, by expressing his
own emotionsin his face, enables the patient to access within himself his own
previously cut-off emotionalstates. Just as the child learns about his own feel-
ings through the eyes of the responsive mother, so the patient can similarly
learn from the face of the therapist, who ‘reflects back emotionally with his
face, and gives the patient an experience that makes goodtheearlier deficit’
(Wright, 1991: 6).

The therapeutic effects of this face-to-face experience reflect Jung’s recom-
mendation thatthe therapistsits face to face with his patient, which I refer to
below. For a patient whose mother had such an ‘inscrutable face’ as Searles
describes (and many such people comeinto therapy), such face-to-face experi-
ence might well be beneficial. Kohut (1971) writes about the ‘Mirror
Transference’, which is a response by thepatient to the basic and vital human
need for ‘empathic resonance’. He talks of the ‘gleam in the mother’s eye’,
which, for some people, was sorely lacking.It is as if the infant’s basic need to
be mirrored by this gleam in the mother’s eye is reactivated and transferred on
to the analyst.

Thecentral feature of the mirror transference is the need to exert control
over others, by forcing them to be mirrors. When this controlling effect can
be recognized and accepted by the therapist, it becomes clear that one ofits
functions is to allow the patientto feel effective. When a patient thus uncon-
sciously controls the therapist, he is shown to have power. This sense of power
reflects Broucek’s (1979) observations on the importanceof efficacy. For the
therapist, it can often be uncomfortable to feel so controlled by the patient,
but provided he cantolerate it and not retaliate, a healthy transference/coun-
tertransference process can take place. The therapist cannot replace the
mothering that the patient lacked in childhood, but he can provide, by his
tolerance, a holding environment, to enable the patient to internalize a simi-
larly tolerant attitude to his own needs and hurts. He thus allows, as Jung says,
‘the unconscious to co-operate instead of being driven into opposition’
(C.W.16 para 366).
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The experience of lying on the couch
Jung and Freud had very differing attitudes to the issue of where the patient
should be in relation to the therapist. For Freud,the patient lay on the couch,
unableto see the analyst, in order that externa! stimuli should be reduced to a
minimum, so that ideally he could then transfer on to the analyst any
thoughtsor feelings that emerged. Jung, on the other hand, strongly advocat-
ed the face-to-face position, insisting that the therapist relate to the human
reality of the patient, thus allowing the patient in turn to observe his reac-
tions and to develop what Buber (1937) called the ‘I-Thou relationship’.
Fordham (1978) nevertheless felt that Jung was too literal in his understand-
ing of the importance of face-to-face communication, and advocated the use
of the couch,a position adopted by many other post-Jungians. Samuels (1985)
explains that, in his practice, the patient lies on the couch and heplaces his
chair beside the head of the couch, not behind it. In this way, the patient can
look at him or look away, and hetoo, as the therapist, has the same freedom.

Jacoby discusses the advantages and disadvantages of the couch versus the
chair. He suggests that the risk of resistance remaining unnoticed is greater
whenpatient and therapist are face to face, and also that it is more difficult
for the patient to express his fantasies and thoughts aboutthe therapist while
sitting opposite him. On the other hand,the fact that both partners can read
each other’s faces and communicate with their eyes is important, as it can
include a whole range of non-verbal communication. Jacoby here highlights
the importance of non-verbal signals as a crucial medium of understanding
between patient and therapist:

In my experience many nuances in eye contact may play a role; some patients cannot
bear to look at me, while others, by staring ac me, keep controlling suspiciously the least
of my reactions. These phenomena maytell the therapist an entire story about child-
hood fears and their manifestarion in the present transference situation. (Jacoby, 1985:
193)

Lichtenberg writing in his ‘Forty-five years of psychoanalytic experiences
on, behind and without the couch’, he has mixed feelings about the use of the
couch.Hesays: ‘the couch can hold one up supportively, [in the Winnicottian
sense] and also hold one down,ensnarled in doubt, humiliation, guilt and
anger’ (1995: 282). He continues, following Stern (1985), that we greet and
form attachments to others through eye contact. Infants scan their mother’s
face for her affective expressions that serve as signals of acceptance, safety and
caring.It is part of our normal human way of communicating.

Analysts who choose to deprive themselves of the opportunity to view their patients’
facial affective expression, relying only on verbal exchanges, either do not appreciate
the significance of affects or are willing to work with one arm tied behind their back.
(Lichtenberg, 1995: 284)
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Hecites the example of a patient whose mother had a tendency to avert
eye contact and to practise affect-avoiding, non-communicative chattering.
Hefoundit therapeutic for her to sit face to face, and by following her verbal
content together with her gestures, her facial expression and her attributing
him with ‘tuning her out’, just as her mother had done, they could together
recognize the disturbed attachmentpatterns they were recreating.

In concluding this section 1 quote Hobson, who expresses this experience
as a therapist very simply: ‘Perhaps it was thefine details that mattered most;
how I grunted, when I spoke and when | kept my mouth shut, and maybe,
most important ofall, the gestures, looks, smiles, and facial contortions’
(Hobson, 1985: 220).

Discussion of results of the study
In this section I will discuss the overall findings of the study and explore their
meanings in thelight of the existing psychotherapy literature. To avoid confu-
sion with the mother, when the gender is unknown,I havereferred to the
infant, the patient and the therapist as ‘he’.

The mainfindings
Theface of the therapist seemed to have mostsignificance for those respon-
dents who described their mother as having an unresponsive face. This meant
a face that was blank, depressed or invisible, or with her eyes often closed and
also one that looked angry or critical. This significance was also true for those
whoexperienced their motheras unreal,as if she didn’t exist, or whofelt that
she neverreally saw them at all. These respondents all felt a strong need to
look at the therapist’s face, on arrival and departure, as well as during the ses-
sion. Looking at the face gave the patient important feedback about who she
or he was, their sense of identity, their sense of self. Being looked at by the
therapist was also important for some people as a way of feeling held and
contained, although for others it was felt as an intrusion. Shame was an
important issue for all the women respondents, and being looked at by the
therapist, although uncomfortable, was needed by some respondents to work
through thefeelings of shame. A progressive ability to ‘let go’ of the face of the
therapist and lie on the couch after some time was reported by the majority.

At the end of each interview I was interested in finding out whether the
respondent himself made a connection between the face of the therapist and
that of the mother. Two respondents had volunteered early on in the inter-
view that they saw a strong connection between their need to look at, and be
looked at by, their therapist, and their earlier lack of positive face-to-face
interaction with their mother. Two others, in response to myfinal question,
agreed that there was a link here. Of the remaining two, onesaid that because
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of what he described as an over-involvement with his mother’s face, he pre-
ferred not to be looked at by his therapist, and the sixth felt that because he
knew he was‘the apple of his mother’s eye’, he did not needto see or be seen
by his therapist, except briefly on arrival and departure.

Looking at the face of the therapist on arrival and departure
This was reported as an anxious time for nearly all respondents, when they
needed to scan the face of the therapist for reassurance that all was well and
that the relationship wasstill intact, both before and after the session. For
example: ‘When I arrive at the door I would look at his face to see how he
was. I know now he greets me with a smile and feel, “Good, he’s the same
person”, because | think I had the anxiety that somehow he’d be different
from whenI saw himlast.’

Another respondentdescribedthis as a significant but also negative experi-
ence:‘I only see his face when I arrive and leave and it’s hugely significant,
the expression I see on his face, which is usually deadpan, indifferent, as
though he doesn’t want methereatall.’

One way ofinterpreting this anxiety is in the light of Bowlby’s work on
attachmentand separation. This shows the importanceof times of joining and
separating andthefear of loss that this can evoke, and for those whoas chil-
dren suffered from an insecure attachment to their mothers, this anxiety can
be carried over into adult life. However, understandingthis issue also in terms
of the boundaries of the therapeutic space, as well as in thelight of archetypal
projections, will be referred to below.

Looking at the therapist's face during the session
The theme of needing to monitor the therapist’s face for any reaction ran
through five responses. What they could read there either encouraged or
deterred the patient from expressing their feelings. For example, one respon-
dent said how he watchedhis therapist’s face: ‘it gives me a lot of information
about whether I can open up. Sometimes I was quite shocked by herreactions.
It stopped me going further as she looked so taken aback’. Perhaps this need to
read thetherapist’s face can be understood by reference to Meltzer, who writes
of the ‘aesthetic conflict’ that every infant suffers from. Heseesit as:

Theconflict between the aesthetic impact of the outside of the ‘beautiful’ mother,
available to the senses, and the enigmatic inside which must be construed by creative
imagination. Everything in art, licerature, every analysis, testifies to its perseverance
through life. (Meltzer, 1988: 22)

Thedifficulty in reading this face, over which ‘emotionspass like the shad-
ows of clouds over the landscape’, as Meltzer poetically describes it, can be
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replayed in the therapy by those patients for whom the mother remained as
enigmatic outside as she was inside. As one respondentsaid, her motherhad ‘an
idealized beautiful face’, but she neverfelt that she knew anything about her.

The experience of being looked at by the therapist
‘Transformative looking’
One respondentsaid:

After about six weeksof sitting face to face, my therapist said ‘You need to look at me,
and have me look at you, and not lie on the couchfor at least six months.’ This felt a
greatrelief because it meant he had really understood what was going on inside me and
howit had been with a mother who was not looking or had her eyes closed.

For Winnicott (1971), the ‘good enough mother’, when looking at her
baby, is able to mirror what she sees there, so that what the baby sees in her
face is a reflection of himself. Thus the baby sees himself in termsof the differ-
ence he makes to his mother’s face, a difference specifically related to her
response to him. This responsive looking contributes to the infant’s develop-
mentof a good sense of himself. Where there has been lack of this mirroring
response, because the mother has been preoccupied with her own troubles, the
role of the therapist is, as Wright (1991: 6) putsit: ‘to reflect back emotionally
with his face and give the patient an experience that makes good theearlier
deficit’. Another respondent, who felt her mother ‘was notreal’, spoke of her
needfora real relationship with a real person, and described how her therapist
respondedto this need by becoming more responsivein his facial expressions
so she could eventually feel ‘there was a real person there’.

‘Containing holding’
Therapy involves not only a ‘transformative looking’, which creates new symbols, but
also a ‘containing holding’ , which is a prior condition of this being possible. (Wright,
1991: 300)

Several respondentsreferred to the need to feel metaphorically ‘held’ by the
face of the therapist through face-to-face contact and his benign gaze. One
respondent described how sometimes while expressing some painful emotions
she noticed that her therapist had stopped looking at her, and shefelt
‘dropped’. Winnicott refers to this experience: ‘A child with a seriously
depressed mother could feel infinitely dropped’. It may be that for this patient,
this wasa reliving of that earlier experience. Bion (1962) describes the role of
the mother as a container for all the unbearable aspects of the child’s inner
world. Perhaps the sense of feeling contained developsif the patient can actu-
ally see that the therapist, unlike the depressed mother, is able to bear what to
him feels so unbearable.
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The experience of shame
Shameis originally groundedin the experience of being looked at by the Other, and in
the realisation that the Other can see things about oneself that are not available to
one’s vision. (Wright, 1991: 30)

Theissue of shame was volunteered by all four women in the study, not
prompted by me.It therefore seemed of particular importance and was
expressed with considerable feeling, for example: ‘I did feel a lot of shame
sometimes, as though mytherapist was looking into, or through, me.’

This next response seemed particularly relevant to the issue of being
looked at:

I sometimesfelt great shameat being lookedat. I’ve worked onthisa lot. I think that if
I hadn’t been sitting face to face, the issue of shame wouldn’t have been addressed in
nearly such depth. Lying down sometimes felt like a cop out. I think I wouldn’t have
been able to really experience and work through such a painful emotion on the couch.
It was the fact that he was looking at me that was important.

This reflects Broucek’s observation about the use of the couch:
Onthe one hand, by minimizing the patient’s shame, the couchfacilitates free associa-
tion and better enables the patient to follow the basic rule of psychoanalysis, which is
that the patient report whatever comesinto his mind, regardless of whether he consid-
ers it irrelevant, repugnant, or embarrassing (i.e. shame-inducing). On the other hand,
the use of che couch mitigates or bypasses the affect of shame. The problem created by
the use of the couchis that in bypassing shame one also bypasses the analysis of shame. I
believe that Freud’s sensitivity to shame, which resulted in the physical arrangement of
the patient on the couch and analyst safely out of view, led him to collude with-the
patientin the avoidance of shame analysis. (Broucek, 1991: 86; emphasis in original)

This provides an interesting alternative way of thinking about the use of
the couch and howit might contribute to the avoidance of the analysis of
shame. -

Broucek (1982) also describes how, when the mother presents an unre-
sponsive face, the baby showssigns of distress, and he suggests that shameis
evoked when the motherfails to recognize or respond to the infant. In addi-
tion, as Sidoli (1988) says, a child needs to have reflected back to him a sense
of his own intrinsic goodness. When this is lacking, and he experiences
insteadcriticism and disapproval,his self-image can be seriously damaged, and
a sense of inner ‘badness’, of which he feels intensely ashamed, can result. For
these four respondents, all of whom had depressed, blank-faced or unrespon-
sive mothers, or who were very concerned about their mother’s disapproval, a
sense of shame was probably present very early in their lives. Inevitably, as
Wharton (1990) concludes, this sense of inner badness has to be kept hidden.
It seemsthatit is only with the understanding and ‘approving eye’ of the ther-
apist that these feelings can begin to be brought into the light. However, at
the same time Lichtenberg observes: ‘Patienthood by its very nature triggers
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shame. Having one’s illnesses diagnosed, one’s faults exposed, one’s hidden
idiosyncrasies dissected, and one’s unconscious plumbed, arouses humiliation,
embarrassment, and mortification.’ (Lichtenberg, 1995: 291)

Thus,being a patient in itself provokes shame and humiliation, and there-
fore the sameearly intense feelings of shame get reactivated. A child needs to
have fostered in him a sense of his own potency, an ‘illusion of omnipotence’
as Winnicott calls it. A person who suffered humiliation orridicule because of
his actual lack of potency as a child may well feel intense shame again in the
face of further impotent feelings induced by being a patient. As Winnicott
emphasizes, the motherhas to let the child down gradually, to help him cope
with the disillusionmentthat heis not, afterall, all powerful and at the centre
of his parents’ universe. Sidoli writes: ‘He is struggling to manage his impo-
tence and omnipotence alternately. For a toddler to integrate hopelessness
and helplessness properto a realistic sense ofself-esteem, a great deal of con-
tainmentand support is needed from the parents.’ (Sidoli, 1988: 128)

The therapist, too, has to let the patient downgently, in addition to pro-
viding this containment andsupport,if his self-esteem is not to be damaged a
second time.

Archetypal projections
Jungians assert that the individual has within himself archetypal images of
both mother and father. The mother archetype has two aspects, the Good
Motherand the Terrible Mother. Both these contrasting images can also be
projected by the patient on to the therapist andit is the task of the thera-
peutic process itself to enable these archetypes to be reintegrated in a more
humanform into the psyche of the patient. From the evidence of the
responses, such archetypal images were often present. There were descrip-
tions of the actual mother as the Terrible Mother: ‘persecutory’, ‘unpre-
dictable’, ‘changeable’, ‘capable of turning into a witch-like figure at a
moment’s notice’. Several patients expressed the fear that the benign Good
Mother/therapist too might be transformed in this way when there was a
hint of a ‘grim’ or ‘disapproving’ look. One patient in particular felt as if her
therapist, at the start of her therapy, totally embodied this Terrible Mother,
‘not caring if I lived or died, while | lay abandoned and rejected on the
couch’.

For those patients who had projected the Terrible Mother archetype on to
the face of their own mother, arriving at the door of the therapist’s consulting
room was an anxious moment. They may well have been fearful that the ther-
apist too had been transformed into this Bad Motherin their absence. As sev-
eral respondents reported, they needed to look carefully at the therapist’s face
to check that he was pleased to see them, and that he was indeed the same
person they had left behind at the last session.
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Moveto the couch
The gradual work of dissolving the archetypal projections, on to both the
actual mother and the therapist, in order, as Jung putsit, ‘to restore their con-
tents to the individual who has involuntarily lost them by projecting them
outside himself’ (C.W. 9, para 160), was part of the developmental process
reported by several respondents. Their ability to then ‘let go’ of the face of the
therapist and to lie on the couch could beinterpreted as a result of the disso-
lution of the power of these archetypal projections.

Lookedat in terms of object relations theory, one could say that the nega-
tive internalized aspects of the mother’s face were being transformed as a
result of the positive containing holdingof the attentive therapist's face. Once
this had started to happen, and the patient was able to begin to let go of the
face as one of the primary means of communicating, a space was created in
which symbolizing can take the place of looking: the ‘word’, in the form of
interpretation, becomes increasingly important.

Maternal and paternal modes
Whatthis move seemsto represent is a progression from a maternal mode of
therapy, in which holding and responsiveness are the prime features, as advo-
cated by Winnicott, to a paternal mode, as advocated by Freud, in which
interpretation acts as a separating experience, creating a space in which to
think, to be more objective. This reflects the move from an initial dyadic
mother-baby relationship, which some patients need to recreate in order to
correct the earlier distortions of the maternal mirror, to a triadic relationship,
which then includes the father, whose role it is to enable the child to separate
from the mother, to turn away from her face, and to face outwards to the
world. The paternal mode provides the patient with another view, from out-
side the mother—baby dyad, which ‘disallows that which is longed for, and
therefore creates a space for thought and symbolising and knowing whatis
lacked’ (Wright, 1991: 298). It is not, however, that the ‘loving mother’ aban-
dons the babyto the ‘stern father’, rather that the two modes are embodied in
the oneperson ofthe therapist.

The boundary
Similarly, Chasseguet-Smirgel makes a distinction between ‘the maternal
capacityto facilitate regression and wait, allowing gestation, and the paternal
function of interpretation and boundary setting’ (1986: 41). She describes
how the ending of the session is a way of providing paternal reassurance that
the patient is able to return to the ‘everyday world of consciousness’. It is pre-
cisely because of the clearly defined boundary, enclosing the therapeutic
space, that regression is made possible.
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Recognition of this paternal function of boundary setting can contribute to
a broader understanding of the concern of the respondents about the face of
the therapist at the end of the session. It can represent the change from a
maternal mode to a paternal one, which involvesa level of anxiety that is
more than simply the fear of separation. However, Modell, in writing about
different levels of reality, provides an alternative way of understanding this:

For many patients the entry into the consulting room or the space between the door
and the couch becomes an intermediate area that belongs to neither ordinary life nor to
the psychoanalytic setting, It is here chat the difficult transition between an ordinary
and an extraordinary relation takes place. (Modell, 1990: 31)

Conclusion
Myfindings support the view that the face of the therapist is of particular sig-
nificance to those patients who suffered from an unresponsive or depressed
mother. The one respondent who reported his mother as being neither
depressed or unresponsive did not have a strong needto look at or be looked
by his therapist. The provision by the therapist of both a metaphorical ‘con-
taining holding’ as well as a moreliteral ‘transformative looking’ can help the
patient develop an increased sense of his own self. What also emerged strongly
was the critical importance of choice between chair and couch for each
patient at eachstage in therapy.

I am awarethatthis is only a preliminary study looking at highly subjective
phenomena which do not lend themselveseasily to psychological research
methods. Nonetheless, | feel that it is important that we explore ways of
assessing and researching the experience ofthe patient, in order to enlarge our
understandingof the psychotherapeutic processitself.
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Editorial

It is with great pleasure that we introduce a new Clinical Commentaries
Section. Although this initiative is not particular to this Journal, we believe
that the BAP Journal, with its three different sections — Psychoanalytic,
Jungian and Child and Adolescent — provides a unique opportunity for lively
dialogue.
We hope thatreaders wil! be stimulated by this discussion of detailed clini-

cal material and, at a later date, theoretical concepts. It seemsfitting and use-
ful that the BAP Journal should develop as a forum in which differences are
explored and debated, opposed or confirmed, in order to enhance ourclinical
practice. As analytic thinking is increasingly challenged by the proliferation
of other therapies, it becomes ever more importantthatdifferences in the pro-
fession can be openly and vigorously debated. For ourfirst clinical commen-
tary we are publishing an account of a session with a couple that wefeel
beginsto illustrate the breadth of skills of BAP members. We are delighted to
feature our first three responses from colleagues who span the different sec-
tions of the BAP and hopethis discussion will prove the beginning of an open
and exciting dialogue aboutclinical work.

The Clinical Commentaries Editor
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Clinical material: Anne and John

The couple came in with their usual smiles and hello’s. The therapist began
the session by announcing the dates of the coming break (having decided to
start with this, after failing to get the information last week: once the session
starts it has such momentum).

Annesaid ‘right’, and got out herdiary, with some fumbling, John asking
her, ‘have you got that” Annesaid ‘are you going away for a nice holiday with
your family? Before the therapist managed to take up the implicationsof this
at this poinc, John was off:

You know next week is half-term, and | was going to send Anneandthechildren off to
myfamily in Wales? I thought I'd be coming to the session. But now I've managed to
claim some time off, and I’m going with them for five days, so we won't be here next
week,It’s funny in view of ourdiscussion here last week about my work pressures.
Thetherapist said that John was quick to tell her that they had organized

to have a nice time too, and that this should be understood as his way of
quickly dispelling the feelings stirred up by their picture of the therapist’s
going off to have a nice time with someone. John thought this was absurd.

Thetherapist then tried anothertack, wondering whether John might be
implying a link between the work that had been done last week, and his
standing upfor his needs at work by claiming time off. John said this was not
what he’d meant, nor what he could consider. His reference to last week was
just about the coincidence, and his getting time off was a matter of timetable
delays at work providing the opportunity. Anne then said that things at John’s
work were even worse than they had been and, on top of everything else, his
boss was moving to another department— things were so fluid and insecure.

Thetherapist offered the thought that this resonated with what it may
have felt like to hear the surprise announcement about a break. Both vehe-
mently denied this. Theyfelt it was quite natural for her to take a holiday,etc,
etc. The therapist said to Anne that she was being very ‘adult’ about it, but
there might be otherfeelings too.

Annesaid rathertartly to the therapist, ‘Well I’m trying hard to be adult.’
(This was a reference to a previous discussion about her getting stuck in the
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relationship as‘little’, while John was often stuck as ‘big’.) Annesaid, ‘After
all, it’s not like you are going for a year’s sabbatical’, and the therapist said,
well, it might feel as though Anne didn’t know what the therapist would do
next, like the boss at work, and in fact three weeks may well feel like a very
longtime, especially since John could take only a few days. ‘No, no, no.’

John thensaid, ‘I’m not sure why we’re persisting with this, when what we
really wanted to talk about today was sex, about why Anne cannot respond to
all myefforts.’ He spoke of the efforts he’d made to woo Annelately, and how
angry andfrustrated he felt about her blocking everything. The therapist said
she thought this topic might link with how powerfully each of them seemed to
be blocking a certain kind of intercourse with the therapist here in the ses-
sion. This was not respondedtodirectly. Instead John continued to complain
about Anne’s ‘constant blocking’ of him in the sexual arena.

Anne spoke about a powerstruggle between them at home, and how she
felt she’d lost her way, like when you lose your bunch of keys and turn the
house overto find them, and then they turn up where youfirst looked. Right
now shefelt that she’d lost the keys and couldn't respond to what John want-
ed.

She was smiling in a rather tight, nervous way throughout this. She then
said she’d been given a bottle of champagne and chocolates on Valentine’s
morning. John said they’d talked through the day and hefelt Anne had
promised intimacy. She’d madea special supper, and then when bedtime came
she’d gone off and spent an hour checking her emails. Anne said John had
emailed her the next day very angry and disappointed, a horrible message, say-
ing if she couldn’t deliver he would be driven to have an affair, as she had, and
so on. Shefelt desperate, didn’t know whether to pretend (‘No,’ said John), or
whetherhe was going to abandonher, or what.

John was very angry, going on about how much he’d given and how she
gave nothing, and he couldn’t stand it, and she never did things just because
they would please him, although he did things often just because they’d please
her. Anne talked of how she couldn’t find the feelings, and at one heated
point,‘maybe I just don’t fancy you.’

Johnsaid furiously, ‘well, if that’s the case, whatis the pointof all this, why
am I bothering”

There was rather a terrible pause here, and then the therapist suggested
that what they couldn’t see at the moment was how much they were in this
together, how much what was going on was something between them, some-
thing they both contributed to. The therapist said the pattern could be seen
herein the session, perhaps this could be explored in time, (this in response to
their continual rejection of transference comments), but that right now their
feelings were felt about each other. The argument was not about sex in a sim-
ple sense,it was also about power, and linked back to Anne’s earlier statement
about the power struggle. They both responded to this by quietening down,
and Anneresponded verbally too, agreeing.
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The therapist went on to spell out the link to their relationship with her,
offering the thought that there was a power struggle here too, which meant
that much of what the therapist said could not be allowed to be of any use to
them;they had to shutit out. Anne respondeddirectly to this, agreeing again.

John got going again, however, forceful and angry towards Anne, and the
therapist asked whether he could see what he was asking for from her was
compliance. ‘Compliance would be nice,’ he said, ‘just some of the time.’
There was another crescendo of anger and, on Anne’s part, apparent despair.

Thetherapist, feeling something forceful needed doing, said that the way
intoall this really could be to study what happened here: there was the oppor-
tunity for one kindof intercourse here, and it could be seen just how difficult
it was. She suggested that it had to do with just how hard it would be for each
of them in their different ways to allow themselves to need anything from her,
to feel dependent. Something was known about what a dangerous state depen-
dence had been for each of them, what painful experiences they had had in
the past with people they depended on. Annefilled up with tears, and began
to sob with increasing pain. She wasclearly really touchedby this.

After a momentthe therapist suggested that it was also a real difficulty for
John. No,he said, he was only too happy to have help,if this could be solved,
and he would be only too happy for Anne to make him feel good. The thera-
pist said it seemed like he was talking about wishing he could be made tofeel
bigger, but that was not quite what she meant by dependence.

Anne came in to support what the therapist was saying, pointing out that
John couldn’t hear the therapist, couldn’t be ‘little’. He said, ‘I’ve been little
at homethis week’ (he perhaps meant ‘needy’, but it didn’t come out looking
like need). ‘No,’ said Anne,‘ you’ve been bigger than ever.’

Finally, somewhere around here, John had a moment of head in hands,
looking miserable, and as if he too was near to tears.

Annewent on abouthersense ofnot being safe to depend on anyone.
The therapist said something about how perhaps they both felt this, and

enactedit, although in such different ways. John tried to control what went
on, to keep himself as ‘the big one’, and when Anneplayed‘little’ to this,
accepting John’s assumption that he must supervise and prescribe everything
(from children’s teeth-cleaning through to defining the necessary pre-condi-
tions for sex), she felt increasingly inadequate and resentful. On the other
hand, Anne seemed to raise John’s hopes of getting what he wanted from her
and then to treat those hopes quite cruelly. Each of these ways might convey
clues as to howthey felt treated as children. And, at the same time, both con-
tinued to yearn to be able to really take something from someoneelse, be
given something. ‘Yes,’ said Anne. And the therapist pointed out that, even
whenit was offered, here or by each other, it was so hard to take. ‘Yes.’

Then Annesaid to John,‘I did stroke you last night.’ He confirmed this,
and added that she turned over and gave him a hug. ‘But do you remember
what you said? he added, turning rageful again. ‘Yes, I said “it’s a long time
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since I did this”,’ said Anne. ‘Yes,’ said Johnfuriously, partly to the therapist.
It was a bit hard to grasp why he was angry again but,on clarifying, it seemed
to be that it made him furious that she knew it had been a long time, and that
it had been a long time, and so how could he be expected to be pleased by it?

The therapist said something about John’s feeling like he was a starving
man being given a crumb, which he agreed with, and he went on to be very
contemptuous and dismissive of crumbs. Annesaid she felt hopeless, there was
nothing she could do, if these attempts to make a start were so scorned. The
therapist said they had just seen an example of what had been talked about
before, that because they each felt so unsafe about being loved, they could not
allow the other in to provide an experience that might begin to makea differ-
ence. John wasstill ranting, so the therapist repeated this another way, name-
ly by asking if he saw how he was crushing Anne, and depriving himself of
something he could have, because of his rage about what he hadn’t had. There
seemed to be some agreementwith this.

It was time to finish, and John reminded the therapist they wouldn’t be
there next week, saying they would be away having a nice time. Anne looked
painfully doubtful of this, and both smiled wryly.
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Clinical commentary:
Anne and John

STANLEY RUSZCZYNSKI

Sucha process recordingof a session as this, written with this degree of open-
ness and detail, provides rich material through which we might learn about
whatis taking place in this session at this point in the therapy.It is not neces-
sary to think that an objective description is presented of what actually took
place (although accuracy is sought and might well be achieved to a high
degree). What is more useful is to consider that the therapist is bringing a
story of the experience of being with the patient(s) during the course of the
clinical work. Both in what is presented and in the mannerof the presenta-
tion, the therapist is inevitably and appropriately affected by the transference
and countertransference relationships as they predominate in the therapeutic
process at that time. As Bion has taughtus,it is likely that the clinician has
been successfully drawn into playing a key part in the drama ofthe patient's
internal world. In the presentation of the session, therefore, the therapist pre-
sents the material not only from the perspective of a well-informed messenger
but also from the position of an intricately involved participant saturated with
aspects ofthe patients’ projected states of mind and objectrelations.

This approach to theclinical material does not, as | have already said,
imply that the therapist cannot give an accurate and objective picture of what
took place. (Makinguse of the countertransference, for example, requires the
processing that is only possible from the observing third position.) Nor does
this approach imply that technical mistakes are not made. Whatit does imply
is that monitoring and understanding the therapist’s part in the session is cen-
tral to understanding the patient(s)’ object relations as played out in the ther-
apeutic encounter.
 

Stanley Ruszczynski is a Full Member of the BAP andhas a private practice of psychoanalytic
psychotherapy. Heis a Principal Adult Psychotherapist at the Portman Clinic. For a numberof
years he was a senior memberofstaff at the Tavistock Marital Studies Institute and is a founder
memberof the Society of Psychoanalytic Marital Psychotherapists. He is the editor of four
books and the author of a number of book chapters and journal papers on psychoanalytic
psychotherapy with individuals and couples.
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In this commentaryI will briefly spell out some of the associations I had to
this transcript. By definition, this is a less dynamic response to the material
than if it were discussed in a supervisory/consultation situation, where it
would be possible to develop and elaborate someof the identified themes.

From the very beginning of the material presented we are thrown into what
we soon learn to be the dynamics of the marital interaction. The therapist
makes a decision before the couple arrives to start the session by announcing
her forthcoming holiday break. She does this ‘after failing to get the informa-
tion in last week’ because ‘once the sessionstarts it has such momentum’. She
goes on totell us that before she is then able to respond to Anne’s question
about her going off ‘for a nice holiday with your family’, John starts to talk
about the couple’s plans for half-term. (This suggests that she was again occu-
pied by feeling that she was prevented from saying what she wanted to say but
not monitoring this as a dynamic to be understood in the therapeutic process.)
Then, when she has an opportunity to suggest that John’s telling her about
the couple’s holiday plans was a way of dispelling the feelings stirred up by her
announcement, John proclaims this as being ‘absurd’. The therapist immedi-
ately ‘tries another tack’ and changes the contentof her interpretation. (This
seems to suggest that the therapist did not process John’s responseto herinter-
pretation but instead offered a new slant on her interpretation.) When John
yet again fends off her comments, she offers yet another interpretation relat-
ing again to her holiday announcementand the couple’s surprise at it, only to
be metagain with both of the couple ‘vehemently’ denyingit.

With the benefit of having read the transcript of the whole session, I
became aware on rereading these opening exchanges that they contained
three overlapping themes that I thought went on being repeated throughout
the session and give diagnostic clues to the nature of the couple’s internal
object relations.

First, the therapist seems to be caught up in a degree of ‘busyness’ and
activity which, it seems, has her acting on and reacting to the patients and
then reacting again to their reaction to her. Althoughit is not uncommonin
clinical work with couples that the therapist may have to be more active than
with an individual patient, the ‘busyness’ of the therapist in this session is
noteworthy and needs to be understood. Herdecision to start the session with
an announcementis donein the face offailing to do so the previous week, as
if she now feels in opposition to something. At points in thesessionitis as if
the therapist feels pushed by the couple and thenfinds herself pushing them.
Atother points she is rebuffed and responds by pressing the couple again.It is
interesting to note that early in the session the therapist suggests to John that
he was ‘quick to tell her’ about his arranging something for the family and
that this might be ‘his way of quickly dispelling the feelings stirred up’. This
dispelling of feelings through quick action (including verbal activity) might
be thoughtof as being a centralfeature of the session overall.
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Second, the therapist seems to get caught up in the content of the
exchanges rather than primarily focusing on the dynamicprocesses that occur
between the couple and/or between the couple and her. We read that at one
point she ‘repeated’ something she has said in ‘another way’. It is not clear
whether there was consideration given to why she had not madeherself clear
in thefirst place nor why she was not heard or understood thefirst time she
had spoken.

Third, exactly as the therapist says to the couple at one point, there is a
continuous sense throughout the session that compliance from the otheris
whatis required and thatit is actively sought. This is certainly the situation
between the couple, although John’s demands are often more overt than
Anne's.It is also what the therapist seems to have becomeidentified with. In
addition, we read that the defences against compliance are either thoughtless
rebuttal or more aggressive withdrawal. Who demands compliance and whois
required to be compliant moves around among theparticipants, between the
couple and between them andthetherapist.

Aninterestingillustration of this emerges at one point whenthe therapist
says that she feels that ‘something forceful needed doing’ (rather than some-
thing being understood). She offers an interpretation that Anneis ‘clearly
really touched by’. The therapist then turns to John with a similar interpretation,
which herefutes. At this point Anne ‘came in to support what the therapist
was saying’. I was left unsure whether Anne had understood something and
wanted to help John in doing likewise, or whether she had simply agreed with
the therapist in a compliant way and was now joining herin aneffort to get
John to also comply. My suspicion thatit is the latter that is aroused when we
subsequently read that Annehasa ‘sense of not being safe to depend on any-
one’. Compliance does not require dependence, whereas feeling understood
and gaining understanding would be likely to arouse feelings of dependence
and gratitude. Twice in the session, although clearly aware that transference
interpretations are constantly being rebuffed, the therapist tells the couple
that understanding processes in the room would be helpful to the clinical
work. She adds on one occasion that this can be done ‘in time’ (meaninglater
in the therapy). This was anotherillustration, I thought, of the therapist,
although correct in whatshe says, getting caught up in requiring something of
the patients.

Whatis noteworthy about these overlapping themes, I think,is that they
all relate to a state of mind and object relating that is not primarily about an
intercourse between cooperating but separate people. Rather, the themes are
more about an effort to colonize and control the other through bullying and
coercion. Action seems preferable to thinking and complianceis sought rather
than understanding. If the therapist has been recruited into this state then we
can hypothesize that these are the dynamics that operate between the couple,
andare thereforeillustrative of the couple’s states of mind and object relating.
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In this transcript of her experience of the session the therapist has vividly
recreated these psychic states and object relations of her patient-couple as
well as showing her owninevitable identification and involvement with
them.

The therapist’s interpretation about there being a power struggle between
the couple seems accurate and probably central to an understanding of their
interaction. Who has powerin the couple’s relationship? There is an interest-
ing sequence when John complains that he is constantly rebuffed sexually by
Anne. Annesays that she feels that she has lost her keys and cannot respond
to what John wants. We also read that on Valentine’s night Anne goes off to
check her own emails rather than joining John (a separate male) in bed as he
felt he had been led to expect. Neither of the partners seems to have the key
to open up to the other norto get into a contact with the other. There might
also in this material be a reference to a struggle over who hasthe penis in the
relationship, but a penis that is feared. Both of the partners seem to fend off
the possible approach from the other, probably because of the fear that the
entry would be intrusive and would be colonization rather than relating. This
is more what Annefears, [ think. But there is also an anxiety that contact
might be disappointing. For example, when Anne does make tentative moves
towards John, he pushesheroff, saying that it is not enough.

The question about who has poweralso emerges between the therapist and
the couple. Early in the session John and Anne cometogetherto refute some-
thing the therapist says. The question here becomes one of who now has the
powerful penis/keys/interpretations — the couple or the therapist? Another
version of this appears, I think, when later in the session Annealigns herself
with the therapist, supporting her in what she is trying to say to John. By
identification she joins the therapist and hopes to cloak herself with her per-
ceived knowledge and power.

It is as though making a more robust approachacross the gender. divide has
come to be seen as aggressive. Throughout the session, John is seen to be
demanding of Anne whereas she seemsto rebuff him. This is paralleled with
the therapist more often addressing John, who often rebuffs her. The person
making the approach is feared, although,of course, it is pertinent to wonder
whatboth the partners project into that more potentrole.

Onefinal comment. An interesting question that is raised by the therapist
in the session is in relation to the couple’s difficulties in accepting transfer-
ence interpretations. If the partners are relating in a more paranoid-schizoid
way(action rather than thought; compliance rather than understanding) then
both of them will have a preponderanceof splitting and more projective
defences, evacuating those parts of themselves considered to be unacceptable.
The therapist necessarily becomesthe repository for these projected states and
the material of the session shows how any attempt, through making transfer-
ence interpretations, to help the couple or either one of them to re-own some
of these projected parts is frequently met with great resistance. The purpose of
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the defence at present is to be rid of these aspects of the self. Interpretations
that invite the patient(s) to take back these projections might therefore, at
this point in the treatment,feel persecutory and, as a consequence, are fought
off. Such a defensive structure might influence the therapist in the use she
makes of her understanding of the dynamics of the couple and analytic
process. At present, her understanding might best be used to inform what
Steiner has referred to as ‘analyst-centred interpretations’ rather than ‘patient-
centredinterpretations’ (Steiner, 1993: 131-46). This requires the therapist to
carefully track and tolerate her emotional response and countertransference,
rather than use a more actively interpretative approach.
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Clinical commentary:
Anne and John

ELIZABETH A. SMITH

When working with partners in marital therapy, I am constantly struck by the
psychological parallels with the early mother-child relationship, and conse-
quently how marriage relationships are influenced by theearly experience. In
infancy the child experiences the basic elements of intimate humanrelation-
ships — learning in the family to interact in a larger intimate circle. In mar-
riage, the child, now older, re-enters a familiar system, but in a different role.
This second partnership, exposed in therapy, often reveals a couple who are
no longer children but are not yet mature adults — this ambivalence is seen in
the unfulfilled infantile needs at one level, and in thefailure to develop adult
behaviour at another. Perhaps no other interpersonal relationship comes so
close to replicating the early mother-child intimacy — or offers such satisfac-
tion of the need to be looked after, and for care and protection. The early
period of adult couple relationships, the holding, caressing, looking into one
another’s eyes, the pre-verbal sounds and developmentof a personal language,
are similar to early intimacy between a baby andits parents. Each partner has
the opportunity in turns to be helpless, comforting or strong for the other.
Because the partneris trusted, it is possible to express and behave regressively
without risking embarrassment or anxiety. This reciprocal giving and taking
brings satisfaction, self-esteem and forms the dyadic relationship.

In the opening paragraphs of the ‘Anne and John’ account I was struck
forcibly by the powerlessness of the therapist, who seemed to be prevented by
the ‘momentum’ of the previous session from informing herpatients of the
forthcoming holiday break. John is clearly shocked when he hears the news,
andreflects his feelings at receiving the therapist’s information by an authori-
tarian and controlling comment to Anne.In contrast, she escapes her feelings
with a polite remark. The therapist seems powerless. It becomes apparent that
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they too had made arrangementsfor half-term — Annetovisit her parents and
John was planning to see the therapist on his own. Anne voices her anxiety
about how fragile and insecure life is for them; with the therapist going on
holiday, bosses at work leaving, and so on. Anne’s feelings are picked up by
the therapist, but neither seemsable to respond.

I thought the concept of regressive and progressive roles was very impor-
tant in the early part of the session — a neurotic defence in both Anne and
John.This was regression as a reversion to childish behaviour and progression
as an attempt to conceal weakness behind an adult facade. John seems to
become moreirritated by all the attention Anneis getting from the therapist,
and changes the subject to talk about his sexual frustration. The therapist
makes an interpretation about the marital power struggle, which I felt was
avoided or not understood by John but was taken up by Anne. Annestruggles
with the idea of her lost keys as a symbol of the powerstruggle and responds to
the therapist’s interpretation of the difficulty of verbal intercourse in the ses-
sion. She has lost the way and cannot open the marital sexual lock because
she has lost her key. She searches her memory of the beginning of the mar-
riage hopingtofind it, butit is still lost. She has lost the keys to the marriage,
and cannot unlock the way to John, butsheis still looking. Meanwhile, John’s
efforts with gifts of champagne and chocolates are not successful. Are they
seen as crude attempts to try to buy her favour, which merely emphasize that
he does not understand her ambivalence?
Why do couples destroy one another's sexuality? How do they accomplish

it? Among the destructive emotions, two are most striking — the rebellious
hostility and rage towards the partner, and the fear of rejection or abandon-
ment. Sometimes the two are related. We know that the angerandfearof loss
characterizing marital relationships are not necessarily the product of a ‘here
and now’reality, but are the recreation of early family relationships and
remain unresolved in the marriage.
An understanding of the Oedipal collusion is basic to the marital relation-

ship. The Oedipus complex shapes a marriage positively in a repetition of the
parental marriage, and negatively in an attempt to reverse the parental mar-
riage. In joint therapy it seems important to identify which memories and
experiences from the Oedipus stage influence the marriage. Unresolved
Oedipal conflicts evoke jealousy and possessiveness as sibling rivalry and wish-
es for exclusive attention are forces in childhood. Parental transferences
towards the partner result in abandonmentfears and excessive dependence
and demands. Often a partner who hasnotresolved his or her early infantile
attachmentto his or her parent begins to rebel like an adolescent against the
authority and control of the spouse.

In conjoint therapy, the power of the system to modela different experi-
ence can help to contain or resolve the Oedipal difficulties. Where the
patient couple are working with one therapist (in this case female) this forms
a threesomeor triangle, and there is always a danger that if two people do
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something together, the third experiences being left out. The man canfeel
that the womenare joining against him,or the wife can feel that the therapist
is a rival for her husband. In a foursome these problems are much less appar-
ent. Where the therapists are male and female, this creates a very powerful
model, and containing experience. It also gives opportunities for the patient
couple to work in two pairs, with a man and with a woman,andit is not
inevitable that one will experience beingleft out. In this case, Anne and John
might have benefited from a conjoint therapy model, and the therapist might
also have found it beneficial.

The therapist acknowledges that Anneand John’s early experiences of hos-
tility, anxiety and great unhappiness can result when a marital relationship is
governed too heavily by neurotic and unresolved transferences belonging to
childhood, especially to the extent that they are beyond the couple’s aware-
ness.

Anne seems more aware than John. They both use emails to avoid con-
frontation — she to read before bed, avoiding sexuality, and he to threaten her
with an extra-marital affair. However, he is adult enough to react decisively
against Anne’s suggestion of a pretenceof positive feeling toward him. Then
she wonders whethersheis capable of feeling at all. The therapist manages to
secure some ground atthis point, by acknowledging thattheir sexuality is
complicated, but is linked to an earlier exploration of a mutual struggle for
power introduced by Annein the session.

The therapist introduces the idea of John needing compliance from Anne,
in response to John’s anger towards Anne.It immediately made me wonder
whether the therapist had picked up a countertransference from Anne. Was
Annebeing compliant to the therapist? Was she notable to disagree? Feeling
in need of a sense of security that therapist will not abandon her? She allows
John to voice her disagreement and anger towards the therapist, relying on
him to do this. The development from two-person to three-person relation-
ships in the therapeutic alliance is not easily achieved because it involves
blowsto self-esteem and loss, when oneis notas special or unique as had been
thought. In this account can be seen the successes and supports of the interac-
tion that influence the therapeutic system one way and then the other.
A considerable movement in the therapy comes when the therapist identi-

fies in a meaningful way to both, but especially to Anne,their past history and
how they have been unable to trust without feeling and fearing catastrophe.It
clearly makes an impact on Anne; even John joins in but understands it only
in the area of Anne changing towards him. He does not understand mutual
dependence. Annefeels that she has anally in the therapist and John admits
to feeling ‘little’. The therapist wondersif she herself is feeling low and
depressed but does not explore this. John shows in his mannerhis feeling of
abandonmentand despair. Anne identifies with him.
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The therapist describes the pattern of their relationship as controller and
compliant — raising each other’s hopes and thensadistically rejecting each
other. At the same time both wish to be able to experience dependency and
trust.

It seems that the therapist momentarily holds the couple — they acknowl-
edge a momentofintimacy, and Anne commentsthatit is a long timesince
theyfelt so close. John reacts with wild anger — he asks why, knowingthis, she
still refuses him. The therapist responds with the understanding that having a
little makes John feel even hungrier. John agrees but obviously feels that a
crustis less than having nothingatall, as it reminds him ofearlier emptiness.

Atthis point, John’s anger gets some acknowledgement. But helpis
painful. He gets in a final retaliation when he forecasts the pleasure of their
holiday, while the therapist is away. He seems to be a manin fear of being
dominated. Hefeels afraid and defensive in relation to others, including the
therapist, his wife and his employer. He deals with this by continually taking
the offensive.

There is little real communication between John and Anne;little mean-
ingful relevant interchange; the struggle for power is manifested on a sexual
level and neither partner finds a way to reach the other in the longer term.
They each seem afraid to make the first move in case the other will interpret
this friendly advance as weakness or dependency and exploit it to make fur-
ther demands,particularly John to Anne. This results in repression andfear of
conceding towards each other — they fear giving themselves or being manipu-
lated. John and Anne hungerfor intimate love and tender care but are barely
able to express their feelings or needs in a way that the other can respondto.
Anne seems to have a greater capacity for self-understanding; however, this
couple have a strong psychological fit. Both have great difficulty in maintain-
ing autonomy. The struggles with one another both threaten and strengthen
their need of each other to define their defensive roles. Reconciliation at this
point implies passivity and possibly inferiority.

Continuousfighting simultaneously separates and unifies allowing both partners to joy-
ful experiencesof intimate symbiosis and at che sametime the equally joyful experience
of personal boundaries and individual expression. The marital power struggle often
appearsto be a substitutefor a loveritual. (Balint, 1959)
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Clinical commentary:
Anneand John

ELPHIS CHRISTOPHER
We are invited to examine and comment on onesession. We do not know
how long the therapist has been seeing this couple. There is no history and no
personal narratives. It is as if we are in the position of Bion’s ‘ideal’ session
with no memory and nodesire.

How are we to view it? We could put ourselves in the therapist’s shoes or
we could act as supervisors. Perhaps both positions coexist.

Thesession begins with the difficulty of announcing a forthcoming break.
Is this the first break or one of several? We do not know.It seemsdifficult to
introduce the topic. The couple enter with their usual smiles and ‘hello’s’.
This sounds rather like the personae (to use Jung’s terminology) with which
they face the world, at variance with the tumult that occursin the session.
The therapist comments on the momentum oncea session starts as though
there is so much to say in such a short time. This feels like a repetitive situa-
tion with great pressure on the therapist.

The decision to start the session with talking about the break sounds
crucial. Thereis always a delicate balance between letting patients start the ses-
sion — setting the agenda — andthe therapist doing so. However,this is leftover
business from the previous session. One wonders whether at an unconscious
level the couple were picking up that there would be a forthcoming break and
wanted to deny it. Certainly, in the session itself there is enormousresistance
to accepting the idea of a break and its relevance and importance to them.
Denial seems to be their way of coping with what they find difficult or
unpleasant, making it very hard for the therapist, who valiantly and persis-
tently keeps at it. The anxiety level is high in everyone.

Anneis the ‘nice one’ in the couple, with John as the ‘nasty one’. Anne
asks a seemingly innocent but loaded question about the therapist going away
with her family. It presupposes that the therapist has a family, together with
Anne’s longing to be part ofit. John cannot bear to know aboutit, pushing on
 

Dr Elphis Christopheris a Full Member of the Jungian Section of the BAP, a memberof the
Jungian Analytic Training Committee of the BAP, and co-editor with Hester McFarland
SolomonofJungian Thought in the Modern World (Free Association Books, 1999).



Clinical commentary: Anne andJohn

with his holiday arrangements, although hidden in his comments is the hope
that he would have had thetherapist all to himself, excluding Anne. Thethree-
some,triad, would become a twosome, dyad, avoiding the Oedipal triangle, and
having motheralone. Thetherapist does not take this up. Does she hearit? The
therapist almost accuses John of being quick to tell her that they had organized
to have a nice timetoo, but is the therapist too quick with this comment, ignor-
ing John’s hopefor a twosome? Hisretaliatory remark seemsto force the therapist
to comment on the previous work done on makinglinks, standing up for his
needs. Againthis seems to force John into a retaliatory response.

Annesupplies the information about John’s work being more difficult —
fluid and insecure.

The therapist then makes the link between this information and the sur-
prise about the break. The struggle to hear/accept this ensues. It is denied.
They both try to be adult and grown up. The therapist does seem to deny their
wish to appear generous. It is hard for the therapist holding on to two posi-
tions and the splitting that goes on.

John complains about Anne‘blocking him’in the sexual arena. Perhaps he
feels blocked by the therapist in allowing him to have‘intercourse’ with her
on her own without Anne.

There follows a powerful exchangeof angry, negative feelings. Both feel impo-
tent and cannotget close to one anotheror the therapist. She picks this up very
well. There is a power struggle in the session with the therapist. She does not
makea transference interpretation here, which feels right, but enables them to
reflect on the powerstruggle between them in the session. She then makes the
link to the powerstruggle in the session with her so that whatshe says cannot be
allowedto be of use to them.It has to be shutout. This feels appropriate.

This is followed by agreement from Annebut anger from John. Thereis a
seesaw of anger from John and despair from Anne.

Thetherapist has to contain both the anger and the despair. She does this
well, bringing in thedifficulty each of them have with allowing themselves to
need anything from her (she might have referred back to John’s evident hope
to have herall to himself , and to Anne going on holiday with her), and links
this with their problems in the past — how they depended on people and the
pain this brought them.

Facing John with his neediness feels very threatening for him. He has to
automatically denyit.

There followsa fruitful exchange that touches each of them deeply, about
how hard it is to depend on anyone and howeach showsthis in different ways
— namely, John being‘big’ (in control) and Annebeing‘little’.

It seems as though there has been a shift in their relationship that had
been built on unconscious collusion of John ‘big’ and Anne‘little’. Anne, it
seems, decided notto be‘little’, being tired of feeling inadequate and there-
fore becoming resentful. Is this what made her reject John and gooff and have
an affair, thereby directly exposing John’s insecurity and vulnerability? He
then reacts by becoming more demanding,especially sexually.
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There is then the issue of feeling unsafe about being loved. Neither can
allow the other in to provide an experience that might make a difference.
John continues ranting. John deprives himself of something he could have
because of his rage about what he has not had.

In summary, the work with this coupleis very difficult, especially for a sin-
gle therapist. Both are narcissistically damaged and neither seems to have an
internal world of a cooperative couple.

Therelationship or marriage seems to have been founded on an unconscious
collusion. John seemsto be the stronger person, the container, containing Anne
whoseemsto have colluded with the situation. Perhaps there is a shared uncon-
scious fear of weakness and vulnerability, each one hoping the other will deal
with it. While Anne projects her strength on to John and allows herself to be
little, John can seem to be the stronger one. Both denytheir real needs.

Something has changed. We are not sure what, but we know Anne had an
affair, and although this did not end their relationship, it threatened it.
Perhaps Anne unconsciously used it as a catalyst for change. Jung (1931) first
used the idea of container/contained in his chapter on ‘Marriage as a
Psychological Relationship’. Although the container may tire of doing the
containing and look outside the marriage, the contained may ‘grow up’ and
resent being infantilized. We are not sure what brought the couple to therapy.
Perhaps it was the sexual problem — namely, Anne’s refusal of sex. John says as
much. Although a collusive relationship can gratify emotional needs up to a
point,thereis little room for growth and change.

Both Anneand John have acute dependency needs, and there is a rivalry
for whose need is greater. Each would like the therapist for themselves, which
makes them resistant to her interpretations and makesit difficult for them to
use what she can give them. The therapistis well aware of this.
A single therapist has a doubly difficult task. She has to contain thesplit-

ting going on and not be tempted to take sides. She must also allow a coni-
unctio — a good working internal couple to develop within herself — rather
than allow a ‘warring of the opposites’.

Thesplit within each partner may try to force a split in the therapist, pre-
venting her from having a fruitful dialogue. John particularly and overtly
invites retaliatory responses that the therapist works hard to avoid. Anne does
this moreinsidiously and covertly. It would beall too easy to take Anne’s side
against John because she seemsto be the nice, amenable and sad one.

Thetherapist valiantly resists this, and by doing so does her best to bring
the focus back to what they can have from her and from each other. She also
works hard to enable them to understand whatthey doto preventit.

Reference
Jung CG (1931) Collected Works, Vol. 17 . London: Routledge & Kegan Paul, pp. 187-201.
Address correspondenceto Elphis Christopher, 35 Wood Vale, London N10 3D].



Journal of the British Association of Psychotherapists, 39, 63-67, 2001 © BAP

Crazy Jane: Lost sanity and
catastrophic betrayal in Richard
Dadd’s painting

MARILYN MATHEW
Oneday, rather long ago, when I was a teenager whose one ambition was to
go to art school, I remember wandering into the Tate Gallery. There I stum-
bled on an exhibition of paintings by an artist I’d never heard ofcalled
Richard Dadd. Tucked away among the landscapes, portraits and thebizarre,
fantastically detailed and grotesque scenesoffairy folk was a small 10 x 14
inch watercolour entitled ‘Sketch of an idea for Crazy Jane’. The painting
immediately caught my attention and I stared for ages, captivated and
entranced. Some people are fixated by the Mona Lisa’s smile, but for meit’s
the hauntingly enigmatic eyes of Crazy Jane.

In this review I will revisit the painting thatfirst caught my imagination.|
begin by introducing somebiographical details about Richard Dadd and fol-
low this with my own personalresponseto the painting, developingitasif it
were a dream image. Finally, 1 will amplify aspects of the painting for wider
consideration.

Crazy Janeis, at first glance, a portrait of a wild woman.Painted in washed-
out duck-egg blues, primrose yellows and dirty pinks with touches of darker
greys and greens,it depicts a disturbing aspect of the psyche. Perhapsit is no
surprise to discover that Richard Dadd had anintimaterelationship with mad-
ness. He spent 42 years in criminal lunatic asylums and was oneof four sib-
lings out of seven whodiedinsane.

Born in Chatham in 1817 into a respectable and apparently happy family,
his artistic talent flourished, and from the age of 13 Dadd beganto drawseri-
ously. He entered the Royal Academy Schoolin 1837, and was described by a
colleague as ‘one of the noblest natures and brightest mindsthat everexisted’.
He wasanattractive, well-liked and gifted artist who seemed to be embarking
on brilliant career. But in 1842 he set out on an arduous journey — a sketch-
ing tour of Asia Minor and Egypt — that was to changehislife.

Whetherit was triggered by sunstroke, or the exhaustionoftravelling, or
the immersion in ancient and exotic cultures, it seems that during these trav-
els Dadd first began to feel unhinged. The storm clouds of psychosis were
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gathering rapidly, and by the time he arrived in Egypt, raw archetypal powers
had erupted. Dadd became convinced that he was being pursued by demonic
spirits and, by the time he returned home,he was‘utterly foreign to his former
character’. He had become gloomy, suspicious, quiet and unpredictable.
People began to worry when they discovered 300 eggsin his studio and floor
covered with eggshells, alongside drawingsof his friends with their throats cut.
His father’s refusal to accept his son’s dangerous insanity cost him his life;
Dadd stabbed him to death and he thereafter spent the rest of his life incarcer-
ated.

The Bethlem Hospital in Southwark (now the Imperial War Museum) was
where Richard Dadd painted Crazy Jane in 1855. This imageillustrates ‘The
Ballard of Poor Crazy Jane’, which tells of a ‘wandering wretched creature’
whose heart has been broken and mindforever fractured by adeserting lover:

Nowforlorn and broken hearted
Andwithfrenzied thoughts beset,
Onthat spot wherelast we parted,
Onthat spot wherefirst we met
Still I sing my lovelorn ditty
Still I slowly pace theplain,
While each passer by in pity
Cries God help thee Crazy Jane. (from Allderidge, 1974)
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The song and verse of the ballad resonate in the elliptical movements of
the picture’s composition, suggesting a swirling dance. Long-haired, wild and
wind-blown Jane, clearly a male model, who has the sharp eyes of a jay and
collects snippets of exquisite paraphernalia with which to make herself beauti-
ful. ‘She’ stretches diagonally across the paper, carrying above ‘her’ head a
branch decorated with knots of blue ribbon, bunches of feathers, twists of
columbine anddried leaves. In the other raised hand are clasped a few strands
of broken-eared wheat that look as though they have been wrenched impetu-
ously from a field. Woven into her hair are more threads of columbine, ribbon
and a peacock’s tail feather. Her skirt is patched and its deep grey band
grounds the figure at the base of the picture, linking tonally with the green
trees on the distant horizon. Jane standsas if caught in mid-twirl, as though at
any moment she mightflick her twiggy wand and flounceoff. In the back-
ground amongthetrees standtheruins ofa castle, its turret encircled by black
carrion crows. These harbingers of death flock and swoop ominously about our
heroine, like demonic thoughts against the expanse of innocent pale grey
clouds.

Jane is the heart-broken crazed heroine, but perhaps there is more to her
than meets the eye if we choose to look deeper. To look at a painting can be
an invitation to dive into its world. As Joy Schaverien writes:

The work of art can act as a conductor for deep psychic forces and channel a profound
level of communication between viewer and the picture. Great art is intensely personal
andyetit transcends the merely personal. It is the recognition of che human condition
whichis embodied in the work, which induces such affect. The spectator stands in some
‘possessive relation’ to the state which is depicted. The recognition thatthe artist has
known this state also is an affirmation to the viewer. The picture which communicates
thus, goes far beyond wordsin illuminating the essence of the human condition.In this
recognition the vieweris, in a sense, merged with the picture. (Schaverien, 1991)

Looking at the painting of Crazy Jane 1 am drawnirresistibly to the eyes.
These windows of the soul stare unblinking into the observer and seem to
encapsulate a moment whenlinear and eternal time intersect. The quality of
the eyes seemsto pull one back through their archetypal image to a numinous
experience of being clasped in Jane’s clear unwavering gaze. The gaze is
unquestionably mad, but they contain a direct and soulful wisdom, which is
loaded with meaning and depth. It reminds me of the look of a newborn child
whose gaze invites one to enter into the realm from which it has recently
emerged and has not yet quite forgotten. Perhaps in this gaze we might have
an idea of the underlying significance of this painting. Like the Mona Lisa, I
am notsure exactly whatit is that is so enigmatic, but it speaks to a depth. A
painting, like a myth, can have a powerful impact, as Jung appreciated:
‘Because ofits numinosity, the myth has direct effect on the unconscious, no
matter whetherit is understood or not’ (Jung, 1959).
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Suppose we treat this painting as an image that mightoffer both clues to
the past and hints of future movement, as well as a statement of the present
andthe painter's internal world?

With ‘her’ fixating enigmatic gaze, it would be tempting to imagine an
anima/animus figure — a person’s ‘other dream half’ or ‘soul image’, a guide
linking consciousness to the underworld. Jane’s ambiguous sex might denote
transsexuality, but also suggests the Trickster, a mischievous mercurial shape-
changingfigure who Jung termed:‘a faithful reflection of an absolutely undif-
ferentiated human consciousness, corresponding to a psyche that has hardly
left the animal level’ (Jung, 1959).

The archetypal image of the Trickster, otherwise knownas the spirit
Mercurius,is a collective shadow figure that might seem atfirst to be simply a
fool. Jung mentions, in his chapter ‘On the Psychology of the Trickster-
Figure’, that the intriguing complex image of this archetype often contains
hidden secrets that are not simply of a shadow nature. Close behind the
Trickster stands the Anima, who is endowed with considerable powersof fas-
cination and possession, but he also links the Trickster with the potential ofa
saviour figure. A Trickster figure appearing in a dream might well indicate
that there are destructive unconscious states of mind about,but it might also
denote the possibility of transformation.

Thinking about Jane’s trappings is particularly interesting to me as they
can add to an understandingof the painting’s symbolic meaning. Theold ditty
about wedding garb comes to mind: ‘something old, something new, some-
thing borrowed, something blue’. Is Jane still wearing the trappings of a mar-
riage that never took place? The blue ribbons wound around her wrists, arms
and twig are knotted with beads and buttons (meansoftying and fastening as
well as decoration), feathers (evoking flight and Icarus) and dried sycamore
leaves (is it too far-fetched to think of sick-amour?). Long strands of dried
wheat(fertility and seeds of basic nourishment) are crumpled and woven
through the knuckles of her right hand, encircling her head and hips. Small
white daisies (flowers of innocence) and wisps of a blue columbine (flowers
that overwhelm and strangle) decorate her tresses and snake around the
branchshe holds.

Dadd paints Jane’s eyes with a strand ofhairfalling between them,separat-
ing left from right. The almond-shaped eyes resemble a pair of butterfly’s
wings, echoed by theall-seeing third eye of the iridescent peacock’s feather
that swoops out to the left. The beautiful Psyche became a butterfly, and was
immortalized in mythology as the symbol of the soul. In Dadd’s picture the
‘butterfly’ of Jane’s eyes is split in two by the strand ofhair. Perhaps his vision
of hisself is fractured.

The crumbling tower in the background, perhaps a symbol of dashed sense
of self, is reminiscent of the image of the Tower of the Tarot or of
Gormenghast, Mervyn Peak’s extraordinary and complex castle. According to
the Tarot, the Tower represents a complete and sudden disruption of a basic
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foundation — havoc, breakdown, loss of stability — and even reversed means
being imprisoned in an unhappysituation.

The black company of crowscircling the ruined building swoop like dark
shadows behind Jane; their leader turnsits head as if communicating with the
rest of the flock. I understood these birds to be the ominous harbingers of
death, the shady spirits of the departed, or a connection with the demonic
aspects of the collective unconscious. However, an artist/patient recently
brought a self-portrait to a session. The portrait contained a large black crow
hovering above his head and, when I asked aboutthe significance of the black
bird, he explained that for him it was a very positive image that symbolized
inspiration. His artistic creativity comes from encountering the depths ofhis
psychic world, but what surprised me somewhat was that the black bird’s
rather ominous nature could be viewed as such a helpful image.

The question remainsas to how much Crazy Janeis a self-portrait or a por-
trait of a fellow patient. Was the model confused by his sexual identity or a
transvestite? Was he dressed by Dadd to pose for this picture or was she/he an
image from his imagination?

I think paintings always bear the print of the artist who creates them, and
to someextentare always biographical. In painting Crazy Jane, Dadd depicts a
catastrophic betrayal. Perhaps, more than any other of his numerous paint-
ings, this one lets us know howit feels to have one’s sanity lost forever, leav-
ing only the possibility of painting as a raison d’étre and a hope of communi-
cating a state of mind for which there are no words.
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Books Reviewed

Mad Men and Medusas: Reclaiming Hysteria and the Effects of Sibling
Relations on the Human Condition

By Juliet Mitchell,
London: Allen Lane, 2000. pp 380, hbk £20

In her latest work Juliet Mitchell undertakes a radical re-evaluation of the
concept of hysteria. At the core of this book is the idea that hysteria has
feigned death andis hiding within both psychoanalysis and psychiatry.

Juliet Mitchell's influential (1974) Psychoanalysis and Feminism used psy-
choanalysis to challenge feminist orthodoxy. Twenty-six years later, with Mad
Men and Medusas Mitchell uses her formidable scholarship in thefields of
feminist studies, literature and psychoanalysis to challenge psychoanalytic
orthodoxy. This challenge has arisen not out of iconoclastic motives but out
of clinical experiences that have forced her to reappraise some of the accepted
ideas of psychoanalysis.

Mitchell asks: ‘Where has hysteria gone?”‘If it is no longer present, did it
ever exist? ‘If it exists whatis it? ‘Where is hysteria hiding” ‘What of male
hysteria?’ ‘What might hysteria tell us about the human condition?’

The author proposes that hysteria seemed to vanish becauseof the success-
ful attacks made on the concept from many directions. The postmodernist
aversion to generalizations renounces any broad categorization such as hyste-
ria. (Mitchell says that the wishful nature of this postmodernist argumentis in
itself hysterical.) Feminism attacked the idea of hysteria, seeing it as a term
superimposed by patriarchy and male psychiatry on victimized females.
Cognitive psychology has eroded the idea of the power of the Freudian
repressed unconscious on which the theory of hysteria depends. Modern psy-
chiatry, with its lack of the concept of the unconscious, has rendered the term
hysteria ‘obsolete’. From within psychoanalysis, the rise of object-relations
theory, with its emphasis on the dyadic relations between mother and infant,
has obscured some of the discoveries and insights of the earlier classical view.
At the same time, Mitchell argues that postwar British psychoanalytical
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developments have tended to remove sexuality from the picture, which made
it morelikely that hysteria would disappear.

Mitchell’s answer to the question ‘does hysteria exist?’ is clearly ‘yes’. It is
to be found‘alive and unwell’ (p. 41), hiding within the fragmentary diag-
noses such as Gulf War syndrome, borderline states, multiple personality dis-
order, anorexia, schizoid states and the host of other phenomena that have
displaced the diagnosis of hysteria.

It is when Mitchell asks ‘whatis hysteria? that she breaks new ground. Her
answer goes somethinglike this: Hysteria expresses a longing for maternal care
that is felt to have been lost because of a catastrophe. This disaster is the
traumatic realization that one has been displaced by the birth ofa sibling or
the sudden awareness that such an eventis possible. Theresult is the primal
scene fantasy ‘which occasions a retrospective imaginary perception of the
“unimaginable” event’ (p. 24) of parental intercourse. The subject is catapult-
ed back into a primal state of catastrophic anxiety in which the ego is over-
whelmed and one’s existence is felt to be at stake (Freud’s model of primary
‘birth anxiety’). This is a defensive denial of displacement and a defensive
regression to the state before this awareness, into a position of unassuageable
longing for exclusive maternal love. This is a state that precedes differentia-
tion of mind and body. The denial of the reality of sibling-displacement works
only partially. The unconscious retains the awareness in the form of a
repressed primal scene fantasy. This contains the image of non-existence, of
not being present at one’s own conception. A compensatory parthenogenetic
fantasy develops in which the subject is able, with no outside intervention, to
conceive and give birth to himself. One is now triumphantly present at one’s
ownbirth.

Mitchell is proposing that the primal scene fantasy is a consequence of over-
whelming anxiety and is not primary. Mitchell is proposing ‘an inversion of
the accepted psychoanalytic ordering’ (p. 22), so that, rather than seeing the
Oedipus complex leading to sibling awareness, she sees instead the awareness
of siblings (or their possibility) as causing ‘the relationship to the parents to
becomefully Oedipal’ (p. 23). It is this particular constellation of sibling
awareness as a trauma — which breaches the ego’s ability to cope — regression,
the primal scene and the parthenogenetic fantasies that Mitchell proposes as
the basis of hysterical presentation. The hysteric is always vulnerable to any
situation that maybefelt, unconsciously, to repeat the catastrophe of displace-
ment trauma. A slight may be experienced as a trauma. The traumaofdis-
placementis sexualized by the patient to make the breach on the ego more
bearable.

Manyprevious authors have observed that the hysteric’s aim is to know
what the analyst wants and then to provide it. This wanting is the result of
the subject’s marked propensity to identify with whoeveris seen as able to pro-
vide whatis missing. The identification is regressive andis a substitute for an
inability to cope with the loss of one’s place and the love of the object. The
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patient insists on remaining in a state of pre-awareness of sibling displace-
ment. The patient is not able to symbolize or represent his or her distress; he
or she can only present it. This presentation of various bodily or other symp-
toms encapsulate the endless, unsatisfiable need of the patient to undo the
sibling displacement, to be reinstated and exclusively wanted.

Mitchell discusses the frequently encountered tendency of the hysteric to
identify with the dead. (She highlights Freud’s hysterical identification with
his dead friend Tilgner’s cardiac symptoms.) Oneof the aimsof this identifica-
tion is to triumphantly ‘become’ the dead person in order to survive (again
and again) the threat of deadly displacementbythesibling rival.

Mitchell uses the term ‘laterality’ to distinguish these ideas about the
importanceof sibling awareness in hysteria, from the usual emphasis on gener-
ational factors. Her intention is not to discard the central importance of
Oedipal factors but to widen out the concept. In support of her argument
Mitchell uses evidence from her ownclinical work and from detailed re-evalu-
ations of someof the classic case histories of psychoanalysis. Among the cases
she reviews are Eisler’s ‘Tram Man’, Rosenfeld’s ‘Mildred’ and Balint’s ‘Sarah’.
Mitchell believes these cases can be re-read in terms of hysteria. From this
point of view, Rosenfeld’s much-acclaimed pioneering treatment of a psychotic
is seen as the treatmentof a severe caseofhysteria.

With Freud’s ‘Dora’, Mitchell proposes that a re-reading of the case reveals
the clear presence of not just the patient’s mother but also the importance of
Dora’s relationship with her brother Otto. Mitchell says Freud’s account shows
that Dora was identified with her brother, was wild and masculine and took
on his illnesses in order to get the attention she saw him winning. Dora
craved this attention and was jealous. She then experienced a psychic blow
due, thinks Mitchell, to the doctor’s intervention which designated her bed-
wetting and her nervous asthma as weak and therefore unmasculine. At this
point Dora gave up her identification with her brother and becamegirlish.
Sherealized that she could no longer maintain theillusion that she was her
brother and collapsed back into a denial of her displacement by him. It was
from this point on that herhysteria fully developed.

Mitchell believes that Freud’s inauguration of the Oedipus complex con-
tained ‘a massive repression of the significanceof all the love and hateof sib-
ling relationships’ (p. 77). This repression has continued ever since within the
insistence on generational relationships to the exclusion of lateral ones. The
reasons for this are to be found in Freud’s own personality, his family back-
ground with its complex ties of intermarriage, and his relationship with his
siblings, particularly his dead brother Julius. Freud diagnosed himself not as a
case of neurosis but as one of hysteria. Freud’s hysterical symptoms were mani-
fest during his relationship with Fliess-as-sibling. Mitchell suggests that the
texts show that Freud strongly identified with his patient‘E’ (of the Fliess cor-
respondence) and with his symptoms, which Freud shared. Later, when Freud
treated Dora, he had overcome his hysteria. He unconsciously wished to
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distance himself from it. In so doing, he ignored, in his account of Dora, some
ofits significantsibling features. Likewise, says Mitchell, Freud repressed obvi-
ous material to do with sibling relationships in his commentary on Hamlet.
Freud may have dropped his interest in male hysteria because it was rather too
close to home, so that he rediagnosed both himself and his male hysterical
patients as neurotic.

It is a central point of Mitchell’s argument that hysteria was initially
regarded by Freud as not gendered. Thefirst cases of hysteria that Freud dis-
cusses are males. She quotes Freud’s own words stating his conviction about
the existence of male hysteria. Hysteria, though, soon became designated by
the largely male medical world as a female disorder because of the stigma of
weakness it carried. Men may have ‘war neurosis’ and ‘Gulf War syndrome’
withtheir florid hysterical symptoms, but men may not have hysteria with its
connotations of unmanliness.

Mitchell’s study of hysteria is wide-ranging. She looks, for example, at the
phenomenonof possession and its relations to hysteria. In a chapter that I
found one of the most interesting she looks at memory and the wayit is
bypassed by hysteria. She examines the way that memory is conceptualized by
psychoanalysis and argues, convincingly, that this is one of the key features
thatdistinguishes psychoanalysis from all other theories of the mind.

Theexistence of what Mitchell calls the ‘parthenogenetic complex’is
taken for granted. In this complex the hysteric refuses the normaldisillusion-
ment that he or she cannot, alone, produce a baby. Although plausible,little
evidence for it is given. It seemed to me that at times Mitchell might be over-
stretching her evidence, particularly in some aspects of her re-reading of the
Dora case. Mitchell’s linking hysteria with intimations of mortality convinces
me, butI find herassertion ofits link with the death instinct ovet-speculative.
I find her argument about the link between lateral relationships and hysteria
most convincing whenshe discusses Freud’s personality, the classic case histo-
ries of other analysts, her own clinical work and thelives of writers such as
AnneSexton.

Ultimately, Mitchell regards hysteria as an inevitable aspect of the human
condition. She believes that the primary trauma of our birth as a potential
state into which we mayregress, our prolonged vulnerability following birth
and our awareness of our own death as the ultimate displacement, mean that
hysteria is an inevitable aspect of our human condition. Hysteria is, then, a
defence against thinking and knowing: thinking the unthinkable and know-
ing the intolerable. Seen from Mitchell’s point of view, hysteria is ever pre-
sent, highly adaptable and underlies a spectrum of conditions that may be
given many other names, ranging from mild neurosis to psychosis.

I find the overall force of Mitchell’s explanation of hysteria compelling.
This book has thrown light on some of my own, previously obscure, clinical
experiences.I will wait to see whether the passage oftime bears out this initial
impact. Meanwhile, I think the book is a tour de force of experience, wisdom
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andscholarship.It is something to be reckoned with. [ would be very surprised
if this challenge to aspects of classical and object-relations theory does not
provoke a debate within psychoanalysis. I think this debate will do nothing
but enrich our work.

SIMON ARCHER

The Feeling of What Happens. Body, Emotion and the Making of
Consciousness
By Antonio Damasio
London: William Heinemann,1999, pp. 385, hbk £20

Antonio Damasio, born and educated in Portugal, is head of the department
of neurology at the University of Iowa College of Medicine. In his previous
book, Descartes’ Error, he showed that mind cannotexist or operate without
body, and argued persuasively that emotions are essential to our survival. In
this second book, he once again illuminates the area where neuroscience asks
the same questions as philosophy about the nature of the self and the nature
of consciousness.

Writing for the layman as well as the scientist, his prose is lucid and ele-
gant, his examples vivid andhis definitions clear and consistent. Damasio pre-
sents hypotheses rather than certainties. The Feeling of What Happens is
groundedin his clinical case studies and neurological researches; it is also lit
up throughout with an understanding of the contemporary philosophical
debates about the nature of consciousness. Damasio in this book redefines the
term ‘mind’. Whereas other neuro-scientists, such as Susan Greenfield, talk of
the mind, Damasio, in a provocative footnote, refers to ‘mind’ not as a thing,
but as a process, a continuous flow of mental patterns that encompass both
conscious and non-conscious operations. The Feeling of What Happens is there-
fore a book about consciousness.

Damasio sets out the main theme of his book and his thesis in his first
chapter. Consciousness and emotion are not separable: they must necessarily
be linked to the body. The matterofself is a critical issue in the elucidation of
consciousness. He proposes that the problems of consciousness are a combina-
tion of two related problems. First, how does the brain inside the human
organism engender the mental patterns we call the images of an object; in
other words, how do we get a ‘movie-in-the-brain’? Second, how does the
brain engendera senseofself in the act of knowing?

Damasio argues persuasively that consciousness is not a monolith; that core
consciousness needs to be distinguished from extended consciousness. What
Damasio calls core consciousness is the simple biological phenomenon, medi-
ated by neuro-anatomical structures (summarized on pp. 193-4), that provides
the organism with a sense of self about one moment, now, and about one
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place, here. ‘The scope of core consciousness is the here and now’(p. 16).
What Damasio calls extended consciousness is a complex phenomenon evolv-
ing over a lifetime, which provides the organism with an elaborate sense of
self and places the person in individual historical time. Extended conscious-
ness includes memory and allows us to develop language, creativity and con-
science. Clinical cases, especially the description of his work with David, who
has only short-term memory, support his view that core and extended con-
sciousness must bedifferentiated. David’s story is both vivid and moving. The
evidence from his clinical work has convinced Damasio that core conscious-
ness is possible without extended consciousness. If, however, core conscious-
ness is defective, there will be no extended consciousness.

If consciousness can be differentiated, so can self. The two kinds of con-
sciousness correspond to two kinds of self — that is, the core self, ‘ceaselessly
recreated for every object with which the brain interacts’, and the autobio-
graphicalself, which corresponds to a non-transient collection of unique facts
and ways of being that characterize a person. Underlying both is what
Damasio calls the ‘proto-self, the deep roots of self, the collection of brain
devices which continuously and unconsciously maintain the body state, of
which weare not conscious. The proto-self is ‘the coherent collection of neur-
al patterns which map, moment by moment,the state of the physical structure
of the organism in its many dimensions’. These patterns orstructures are inti-
mately involved in regulating the steady internal state of the living organism
(p. 154). ‘Homeostasis is a key to the biology of consciousness’ (p. 40).

For Damasio the problem of consciousness can been seen in terms of two
players — the organism and the object — and in termsof the relationships of
those players. The organism is the entire unit of our living being, our body
and the brain, which holds within it a sort of model of the whole thing (p.
22). The object is anything that causes a change in the organism. With con-
sciousness we are able to makea relationship between the two — the organism
can relate to whateverit is that has caused it to change. Core consciousness is
the process of achieving a neural and mental pattern that brings together in
about the sameinstant the patterns for the object, the patterns for the organ
ism andthepatternsfor the relationship between them (p. 154).

Whatis the relevance of emotion? For Damasio emotion is crucial. In a
historical aside he comments that for most of the 20th century neither
philosophers nor scientists studied emotion seriously. For his part, Damasio
believes that consciousness begins as a feeling and that consciousnessis a feel-
ing of knowing. He argues that the brain structures most closely related to
consciousness process bodysignals from the internal milieu and from the envi-
ronment, andall operate with the non-verbal vocabulary of feelings: ‘It is thus
plausible that the neural patterns which arise from activity in those structures
are thebasis for the sort of mental images wecall feelings’ (p. 313).

Damasio starts by making clear his definitions of feeling and emotion. In
his vocabulary, emotions are outwardly directed and publicly observable
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whereas feelings are inwardly directed and private. Emotions pervade our
being. Emotions are complicated collections of chemical and neural responses,
all of which have some kind of regulatory role to play in the life of the
body and some of which are publicly observable. Emotions are part of the
bioregulatory devices that we need to survive; they produce a specific reaction
to a situation and they regulate the internal state of the organism so thatit
can be prepared for that specific reaction. At their most basic, emotions are
part of homeostatic regulation. Emotions have varied bodily responses: some
are obvious, as in changes in the skin and muscles, and others are not so
apparent,as in the secretion of hormones andpeptides andtherelease of neu-
rotransmitters. Damasio’s researches have convinced him that the absence of
emotionis a reliable correlate of defective core consciousness.

Damasioreserves the term ‘feeling’ for the private mental experience of an
emotion, when an emotion becomes an image. Consequentto the state of
emotion andthe state of feeling, there exists the state of feeling made known
— that is, known to the organism having both the emotion and the feeling.
Weare only conscious, we can only know, when we can maptherelationship
of the object and the organism. Damasio’s hypothesis is that core conscious-
ness occurs when the brain’s representation devices generate an image, a non-
verbal account of how the organism is affected by the processing of an object.
‘With the licence of metaphor, one might say that the swift, second-order
non-verbal accountnarrates a story: that of the organism caughtin the act of
representing its own changing state as it goes about representing something
else. But the astonishing fact is that the knowable entity of the catcher has
just been created in the narrative of the catching process’ (p. 170).

Only a neuro-scientist can judge how convincing are Damasio’s deductions
about the workings of the brain; only a philosopher can determine whether
Damasio has tackled the hard problem of consciousness, subjectivity. For a lay
psychotherapist Damasio’s book provokes serious reflection about both the
theoretical and clinical bases of our practice. He makesclear that the psycho-
analytic unconsciousis ‘only part of the vast amountof processes and contents
that remain non-conscious’. His list (p. 228) of the ‘non-known’includes not
only ‘all the fully formed images to which we do notattend’,‘all the neural
patterns which never become images’ and so on,butends with‘all the hidden
wisdom and know-how that nature embodied in innate homeostatic disposi-
tions’. ‘Disposition’ has an echo of ‘archetype’. For the clinician, the concept
of a proto-self and a core self coexisting at the sametimeas the autobiographi-
cal self justifies the notion of continuous dream life and frees one from refer-
ring to such processes as primitive, as if they were developmentally early.

The Feeling of What Happens is not an easy read for those with no knowl-
edge of neuro-science, despite Damasio’s patient exposition of the neurological
issues by meansofclinical examples that may seem repetitive to more knowl-
edgeable readers. Nevertheless, for the psychotherapist the book. is important
because Damasio has provided the tools for grounding psychotherapeutic
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theories and practice in contemporary neuro-scientific research. Its signifi-
cancefor the analytic community is already being recognized.

GINA ALEXANDER

The Revealing Image: Analytical Art Psychotherapy in Theory and
Practice

By Joy Shaverien
London,Jessica Kingsley, 1999, pp. 236, pbk £16.95 (first published by
Routledge, 1991)
Since its first publication in 1991, Joy Shaverien’s thoughtful and inspiring
book The Revealing Image has become a seminaltext.It links the two worlds of
analytical psychotherapy and art therapy in the practice of analytical art psy-
chotherapy, which establishes the art object in a central position as the locus
of transformation.

Drawing on the work of Jung, especially Psychology of the Transference,
Cassiret’s Philosophy of Symbolic Forms, the psychoanalytic theories of Freud
and Winnicott, and the archetypal theories of Hillman, the book delves into
both thelife in the picture through its embodied image and the life of the pic-
ture through transference, mediation and interpretation.

Familiar psychoanalytic concepts such as transference and countertransfer-
ence, boundary and frame,are clearly described and applied to the process of
working with art in therapy, as are the ways in which the picture may influ-
ence the transference to the therapist and the ways the transference may
influence the pictures.

The process of making art is well known to have an inherently healing
potential, butit is the way that images, or a series of images, can mediate and
transform within the frame of a safe therapeutic relationship that is the focus
of the book. The earlier chapters deal with the theories behind analytical art
psychotherapy and twolater chapters describe clinical examples.

Ofparticular interest theoretically is Chapter 2, which describes the way
that a picture may embody a Scapegoat Transference and howits disposal may
play significant part in the resolution of the transference. Creating a scape-
goatis a ritual meansof atoning for sins. Traditionally, two goats were chosen,
one to be sacrificed as an offering and the other to be banished into the
wilderness burdened with sin. This form of splitting of good and bad,picturing
the bad and its subsequent disposal, can be used in a way that is unique to
analytical art psychotherapy as the picture can begotrid of, kept safe or given
as a gift. The attack can be safely made on the picture rather than the thera-
pist whosurvives as witness.

Joy Schaverien describes how the picture in analytic art psychotherapy
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becomes an embodiment of the process of soulmaking operating in the indi-
vidual and between the pair. She challenges the long-held view in art therapy
that the making of pictures is more important than thefinal image, claiming
that both are important, and she develops this to identify four stages in the
life of the picture before disposal: identification, familiarization, acknowledge-
mentandassimilation. She describes how the evolution of an image ora series
of pictures can have a formative effect on consciousness; by ‘uncloaking’ an
unconscious image and working it through using drawn or painted images, an
art object can mediate and transform both inner and outer worlds.

The boundary in analytical art psychotherapy extends to include a studio
and a gallery where patients/artists have the opportunity of reviewing their
artwork with a therapist/viewer. In reading aboutthis, | became acutely aware
how I hold on to the threads of my patients’ dream series, sometimes recalling
their histories. How enormously interesting and useful it would be to be able

“to get dreamsout of a cupboard and lay them all out for review in the way that
is possible with paint and paper! Analytical art psychotherapy allows the pic-
tures to speak for themselves and act directly on the unconscious of both
patient and therapist. As discussed in Chapter 7, an art image can become a
numinoustalisman, embodied and empowered with magical transcendent
properties.

The most powerful and riveting part of this book in contained in Chapter
8. Here Schaverien portrays in depth the work with a patient called Harry.
His pictures, illustrated in black and white and in colour, are fascinating in
themselves, but looking at the series through an analytical lens reveals arche-
typal processes at work. Jung paid particular attention to the spontaneous
images that arise from the unconscious, discovering the 15th century wood-
cuts of the Rosarium to have unique relevance to the transference — and this is
where Harry’s pictures cometo life in the book. Schaverien comments on the
progression of healing in Harry’s artwork, which mirrors the archetypal images
of the Rosarium. We can follow the alchemist’s metaphysical endeavourof cre-
ating gold from base metal through the sequenceof nigredo, albedo and rubedo
in the modern media ofpaint,felt-tip pen and charcoal.

This book is essential reading for anyone who is interested in the healing
powersofart, the archetypal nature of images, and ways of tracking the trans-
ference. Analytical psychotherapists may find themselves inspired to rush out
to the art shop and stock up on paints, or at the very least look with added
enthusiasm on any artwork that finds its way into the consulting room. Jung
positively encouraged his patients to paint and draw, as he did himself, and I
frequently find myself working with people who use art as a meansof self-
expression, discovery and healing. Sometimes pictures can say more than
words, which this book so eloquentlyillustrates.

MARILYN MATHEW
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Hysteria

By Christopher Bollas
London,Routledge, 2000, pp. 192, pbk £16.99
In this book Christopher Bollas explores hysteria in the light of his superviso-
ty experience. Hewas struck by how often his students opted for a diagnosis of
borderline personality disorder when the patient under review clearly suffered
from a hysterical disorder. Bollas uses different perspectives to explore the
essential traits of the clinical phenomenon of hysteria. He achieves this by
giving equal weightto the self’s stages of psychic development,its object rela-
tions, its biological development (what Bollas refers to as the self’s bio-logic)
and the self’s formation in a cultural framework. Bollas’ intellectual capacity
for overview andhis ability to synthesize different perspectives often strike the
reader as unique in thefield of psychoanalysis, confirming his position as an
eminent proponent of the Independent school of psychoanalysis. Although
Bollas’ work rests fundamentally on Freud’s theories, he acknowledges the
influence of British object-relations theory (the schools of Klein and
Winnicott) and of the work of Lacan in particular. The complexity of thought
manifested in this book makesit difficult, if not close to impossible, to review
in a way that does justice to its scope, its scholarly ambition and its creative
originality. 1 will therefore try only to highlight those ideas that | foundpartic-
ularly interesting andclinically useful.

Bollas begins by taking the reader through the diagnostic maze surrounding
different character disorders — that is, perversion, borderline, narcissistic and
schizoid. He considers the hysteric in many ways as the most complex charac-
ter ofall. With the exception of whatherefers to as the ‘malignant hysteric’,
he considers the hysteric’s relation to the primary object as different from
those of the other character disorders. The experience of a mother wholacks
an unconscious sense of maternaldesire for the child’s sexual body, especially
the genitals, characterizes the hysteric and is a theme that Bollas returns to
throughout the book. In other respects the child often experiences maternal
interest, passion, investment and care. Bollas describes the mother as being in
conflict over the child that she knows she has failed. In response to this, the
child seeks out who he orsheis in regard to the mother. In so doing the infant
suspends the self’s expression so it can fulfil the desires of the mother, the
primary object. Bollas would consider the motherherself to be a hysteric. She
may be a whole object, but in respect of her sexuality she is insecure and
communicates this to her infant. In object-relations terms the hysteric views
sexuality as a form of separation from maternal love and this opposition
between love and sexuality becomes, according to Bollas, a core feature of
hysteria. Alrhough Bollas argues that sexuality in itself is traumatic to all
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children, as far as the hysterical patient is concerned, the personalityis
organized as an opposition to the knowledge of mother as a sexual object.

Bollas firmly puts the popular view of hysteria as a female disorder in its
place. Indeed he thinks there are as many male as female hysterics and gives
male impotence as an example of a common conversion symptom. As if to
underline this view he includes ample case material relating to male patients.
In a chapter entitled ‘Functions of the Father’, Bollas gives an interesting clin-
ical vignette, which captures the essence of a hysterical father who refuses to
fulfil his fatherly function, and instead joins with the children in acting out
anti-authoritarian positions. In this chapter he also explores how the hysteric,
more than any of the other ‘characters of psychoanalysis’, is deeply ambivalent
about growing up: ‘Being a charminggirl or boy, a beguiling man or woman,
seems compromise enough’ (p.82). He coins the term Barbie children to con-
jure up the image of unusually good children who suspend their true selves in
order to realize what they imagine to be parental desire. However,as heillus-
trates so vividly in the book, the tragedy is that the hysteric endeavours to be
the ideal boy orgirl throughout a lifetime, keeping an innocent child as the
core self. He also describes how the hysteric is aware of losing out, is envious
of others’ maturation and how the sadness over what is lost becomes part of
the hysterical melancholy.

In a later chapter Bollas describes the anorectic as someone who mostradi-
cally expresses the hysteric’s ability to reverse the maturational process, where
progressive weight loss becomes a corporeal manifestation of a psychic reduc-
tion. The anorectic claims that he or she is simply caught upin a cultural sys-
tem promoting theideal slim self. Bollas concludes that the plethora of sup-
port programmes andfacilities for anorectic patients, although they do save
lives, can do so by colluding with the hysterical process, ‘implicitly accepting
the reduction of a complex adult into a simplified being’ (p.105).

Bollas’ idea of absence, and particularly the eroticization of absence, is
especially interesting. He sees the hysteric as creating forms of presence in
order to play off absence. For example, sudden abstention from communica-
tion is often very arresting, so the hysteric absents himself to create a lack in
the other. Bollas links this manifestation with the hysteric’s feeling that the
mother’s absence is caused by a withdrawal from the child’s sexuality, hence
the absence becomeseroticized. Bollas asks the question why,if the hysteric is
in conflict with sexuality, does he or she so often appear sexual? The answer,
Bollas argues, lies in what he describes as the hysteric’s somewhat peculiar
auto-sexuality. I quote:

They imagine themselves the mother’s secret object of desire and then, through
self-stimulation, erotise the object, which is either narrated back to the mother or
performed in her presence. As the mother’s sexuality is also auto-erotically based, her
narrations and performances express love of the internal object at the expense of the
other. (p.62)
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Although hysterics do of course engage in intercourse, they often use sexual
encounters, to quote Bollas’ image, as ‘banking’ events, collecting and saving
up material for their auto-eroticlife.

Ina later chapter, ‘Self as Theatre’, Bollas explores the manifestations of the
hysteric’s behaviourin relation to a clinical vignette. He discusses how the hys-
teric changes the narrative order from simply telling an event to showingit. He
wonders whatis the nature of the anxiety surrounding this transition. He sug-
gests that it might be related to the transition from the symbolic to the imagi-
nary order, ‘from the world of words alone, to the sceneitself’ (p.123). The
child fears regression from the verbal to the imaginary, when the mothertrans-
formsherself from theteller to the shower. This links up with the child’s earli-
est sense of important evidence — that the truth comes through what onesees,
that seeing is believing.

Twoofthe final chapters, titled ‘Transference Addicts’ and ‘Seduction and
the Therapist’, are particularly rewarding, as they include more detailedclinical
material. In the first chapter Bollas turns his attention to the psychoanalytic
treatmentof hysterics. He states provocatively that if analysts felt free to write
up their failures, this would include a large numberof certain types of hysterics
who defeat the analytic process. To the entrenched hysteric the suffering is a
passion, an expression of the patient's erotic life. Although brief, this chapter
brings together several strains of Bollas’ thinking. For example, he returns to
the importance of absence and how untreatability becomes a way for the
patient to absent himself. The absence is meantto affect and also excite the
analyst, who is meantto share in thesuffering of the patient. When the analyst
provides a successful interpretation, which might remove certain areas of
pathology, the patientis likely to re-represent the problem in slightly differ-
ent form. This is also the type of patient, according to Bollas, who can move
from oneanalysis to the next, seducing the new analyst by presenting a picture
of how misunderstood they have been in their previous analysis.

Bollas returns throughout the book to comparisons betweendifferent disor-
ders. For example, he explores how the borderline patient is experienced as
persecuting andinfuriating, putting the analyst into a defensive frame of mind,
while the hysteric on the other hand is often charming and disarming, inviting
thoughtsofan affectionate type. These kinds of comparison are very helpful as
they encourage the reader to think of hysteria in the context of a spectrum. In
the final chapter Bollas returns to Freud, who was thefirst psychoanalyst to
comparehysteria and perversion. Bollas explores the relationship between the
two withclarity and eloquence.

It would seem unfair not to commenton the author’s prose, which attimesis
quite breathtaking. Bollas has an ability to move between two different axioms
in his writing, to keep the reader engaged. At times he uses a dense language,
rich in imagery and lively symbolism; at others he condenses complex phenom-
ena into brief sentence where anything redundant has been stripped away.

VIVEKA NYBERG
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A Life of Jung
By Ronald Hayman
London, Bloomsbury, 1999, pp. 522, hbk £25

Haymanprovides us with interesting, sometimes new, information on Jung’s
life, taking us through his life chronologically, and at the same time weaving
in themes through each age that connect with other themes. He does not sep-
arate the man from the work. Hayman’s researches and wide-ranging sources
are impressive, and 50 pages of notes at the end of the book bear witness to
this. Apart from what was available in Jung’s Collected Works, he has found
new sources from little-known correspondences and through Jung’s interviews
with Anthony Storr, Michael Fordham and John Freeman amongothers.

Whatpicture of Jung emerges in this book? Weare told that as a child of
four he had a split personality and a strong will to recovery. At that time he
had a powerful dream of a rectangular stone-lined hole in a nearby meadow,
leading to a descending stairway. Behind a heavy curtain he found a red-car-
peted chamberand on a platform stood a throne. On it was a thick thing, so
tall it nearly reached the ceiling and was madeof skin and flesh. Hayman tells
us that Jung only identified it much laterin life as a ritual phallus. As a child
he kept this dream, andhis feelings about it and many other matters, a secret
that he shared with no one. Hedealt with this andhis other significant dream
of God squatting on a golden throne and dropping a massive turd that shat-
tered the dome of Basel Cathedral, all by himself. He was then only 12 years
old and was shocked by the blasphemyof the images.
Women were always important to Jung. Hayman describes his mother’s

dark moods and how the young Carl was frightened by some of these. The
olive-skinned maid who looked after him when his mother was in a mental
hospital was a positive image that waslater reflected in the looks of women
who were inspirations to him, mainly Sabina Spielrein and later Toni Wolff.
His cousin Helly had similar looks and sheis said to have shared with Jung’s
mother a predilection for the paranormal. Jung as a teenager held seances and
put his cousin into trances. Later on Jung used these experiences for his inau-
gural doctoral thesis. Hayman says (p. 58): ‘Jung did not admit he had taken
an active part in the seances, or even that he had gone on participating in
them for four and a half years’, and (p. 60) ‘Even if he now believed he might
have harmed her by encouraging her tendencyto dissociation, he could hardly
confess this in a thesis designed to win him a doctorate.’ Is Hayman implicitly
questioning Jung’s integrity? He doesn’t quite say so.

Weare also told that Jung’s father, a Protestantpastor, did not know about
the seances, nor did he know that one of his own friends made a homosexual
attack on the 18-year-old Carl. According to Hayman,these were inauspi-
cious beginnings. Presumably he meansthat they may be inauspicious for his
future career and happiness. Jung’s teaching in later life made it clear that one
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can turn inauspicious circumstances into advantages. His life demonstratedit.
Afterhis father died, Jung decided to study medicine and financial help came
from an uncle.
We also learn that, financially, Jung was in no position to propose to the

wealthy Emma Rauschenbach, but that her mother encouraged the couple in
spite of this. They married in 1903. Jung worked and lived at the Burgholzli
mental hospital. Although Emma understoodlittle about her husband’s work,
she washisfirst volunteer subject for his Word-Association-Test in 1905. She
was pregnant at the time. Hayman writes (p. 68) that she revealed what she
most wanted to hide in the experiment, namely ‘her nervous anticipation and
her love for her husband together with slightly jealous fears’. She had good
reasonsfor‘slightly jealous fears’. We are shown in the book how, in time, she
learnedto be tolerant. A loyal wife, she managed to hold on to the contradic-
tionsin herlife with dignity.

In 1904 Jung, who wasinterested in Freud’s method of psychoanalysis, took
on hisfirst analysand, the deeply disturbed 18-year-old Sabina Spielrein.
Haymanwrites (p. 73): ‘Within four and a half months, Jung said he had
analysed Sabina. He had apparently given her one or two hours every other
day.’ We are told that Jung saw Sabina as exceptional in that she wanted
intellectual independence. He took Sabina out for walks and talked to her
abouthis life. She made a rapid recovery. Again there is a subtle suggestion
here by Hayman thatanalysis is hardly meantto be like this. Well no, not in
our times. However, the early pioneers like Freud and Jung worked with
patients for muchshorter periods of time.

Looking to the future, Hayman writes (p. 75): ‘Perhaps for thefirst time,
Jung was makingfull use of his ability to give a patient a more flattering image
of herself than she would have found withouthis help’ and he goes on to com-
ment,‘for the nextfifty years, female patients would discover a new identity
by looking at their reflection in his eyes’, and adds ‘In making it possible for
them to achieveit, he was doing what their mother had failed to do for them,
and his mother had failed to do for him.’ Women had few opportunities at
that time to express themselves intellectually and Jung helped to bring about
a different era. ‘Spiritual rebirth’ was a serious need of intelligent women of
the pre-feminist years and Jung was a champion of a numberof bright women.
Fifty years later John Freeman, who,after the 1959 BBC interview with Jung,
becamea friend,tells us that Jung was preoccupiedin those late years with the
idea that ‘this is the Marian age in which the female is going to dominate’.'
Sabina wasthefirst patient Jung invited to assist him with his work. Was it a
first step towards Jung foreseeing the Marian age of the late 20th century?

Hayman showsthat Jung’s journey from early youth's fascination with spiri-
tualism to the middle-aged Jung building his tower at Bollingen, hewing
stones, are two aspects of the same man.Half of him went to Zurichto lecture
to a sophisticated and lively audience, the other half needed to stare at the
waterofthe lakein solitude for long periods, before he could write.
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Freud’s life too seems well researched by Hayman anddescribed in intimate
detail. Freud’s sister-in-law Minna is said to have had to go through the
Freuds’ bedroom to get to the bathroom andto have complained to guests that
she had to go on holiday with Freud on her own. Lookedat from the point of
view of a Victorian maiden auntin theearly part of the last century, what are
we to make of it? Hayman sees a connection between the homosexuality
inherent in the Fliess—Freud correspondence, the 50-year-old Freud’s lowself-
esteem and theaffectionate expectations he had of the younger Jung. Both
men were great pioneers, made mistakes and learned from them.

Jung left us many concepts that became ubiquitous. Hayman writes (p.
439): ‘Nothing was more central to his thinking than the idea that we cannot
fully experience goodness without experiencing evil.’ Contradictions of
diverse aspects of Jung’s personality are interwoven in this book in an arrest-
ing way. An example, on the one hand,is Jung’s role in Nazi Germany, and,
on the other, is his cultivating the company of a number of eminent Jews,
especially after the war. This is seen by Hayman (p. 313) as ‘not admirable’
but ‘understandable’, and he comments ‘he did not know how long they were
going to be in power’. It is hard to know whether Haymanis being ironic,
accepting of human weaknessorsimplyfactual.

In old age Jung regarded himself as a prophet. In letter to Victor White
dated 24 November 1953 and quoted by Hayman (p. 425) Jung wrote:
‘Somebody is entrusted with the task of looking ahead and speaking of the
things to be’. Jung was acquainted with the ideas of modern physics. He was
also in touch with his peasant roots and believed in the intuitive healing pow-
ers of the natural environment. Hayman(p. 418) quotes Jung: ‘We must com-
pletely give up the idea of the psyche’s being somehow connected with the
brain, and remember instead the “meaningful”or “intelligent” behaviour of
lower organisms that are without brain.” Many young people today try to find
their genuine inner voice and seek inspiration through contact with the nat-
ural environment. Someof them look for it in the works of Jung.

I like the way Hayman throws light on how Jung’s ideas were developing
and hislife unfolding. I respect his scholarship and research. However, I feel
unhappy about the way someofthe details are presented. It allowslittle priva-
cy to its subject. Putting the spotlight on great men’s ‘feet of clay’ has become
contemporary literary fashion. Jung, who was a manofcontradictions, taught
us that secrets can be poisonous. Someofhis are revealed here. It seems to me
at times more like a damning or denigration than a description of what hap-
pened. A biographer cannot help interpreting his evidence. He can, however,
choose what he leaves out. How relevantis it, for example, to be told that old
Dr Jung emptied the contents of his chamber pot from his upstaits window, at
one time narrowly missing his grandson below? The truth about a person is
always Janus-faced. Whether you will like this book or not will depend on
yourperspective. | personally enjoyed reading it and recommendit.

MARIETTA MARCUS



Journal of the British Association of Psychotherapists, 39, 83-84, 2001 © BAP

Publications Received

ABRAM,JAN (ed.) (2000) Andre Green at the Squiggle Foundation. London:
Karnac Books, pp. 116, pbk £13.95

AGAZARIAN, YVONNEand GANTT, SUSAN (2000) Autobiography of a
Theory. London:Jessica Kingsley, pp. 272, pbk £18.95

BARWICK, NICK (ed.) (2000) Clinical Counselling in Schools. London:
Routledge, pp. 185, pbk £14.99

BATEMAN, ANTHONY, BROWN, DENNIS and PEDDER, JONATHAN
(2000) Introduction to Psychotherapy, An Outline of Psychodynamic
Principles and Practice. London: Routledge, pp. 265, pbk £15.99

CAMPBELL, DAVID (2000) The Socially Constructed Organisation. London:
Karnac Books, pp. 116, pbk £13.95

DREHER, ANNA (2000) Foundations for Conceptual Research in
Psychoanalysis. London: Karnac Books, pp. 208, pbk £17.95

HASLEBO, GITTE and NIELSEN, KIT SANNE(2000) Systems and
Meaning, Consulting in Organisations. London: Karnac Books, pp. 188,
pbk £18.95

HINSHELWOOD,R.D. and SKOGSTAD, WILHELM (eds) (2000)
Observing Organisations, Anxiety, Defence and Culture in Health Care.
London: Routledge, pp. 175, pbk £ 15.99

KAPLAN-SOLMS, KAREN and SOLMS, MARK (2000) Clinical Studies in
Neuro-Psychoanalysis, Introduction to a Depth Neuropsychology. London:
Karnac Books, pp. 308, pbk £19.95

LAWRENCE, W. GORDON (2000) Tongued with Fire, Groups in Experience.
London: Karnac Books, pp. 254, pbk £22.95

NOBUS, DANY (2000) Jacques Lacan and the Freudian Practice of
Psychoanalysis. London: Routledge, pp. 258, pbk £15.99

ROWLAND, NANCY and GOSS, STEPHEN (eds) (2000) Evidence-Based
Counselling and Psychological Therapies. London: Routledge, pp. 216, pbk
£16.99

SANDLER, JOSEPH, SANDLER, ANNE-MARIE and DAVIES,
ROSEMARY(eds) (2000) Clinical’ and Observational Psychoanalytic
Research: Roots of a Controversy. London: Karnac Books, pp. 163, pbk
£16.95



84 Publications Received

SIDOLI, MARA (2000) When the Body Speaks. London: Routledge, pp. 127,
pbk £14.99

SYMINGTON,JOAN (ed.) (2000) Imprisoned Pain and its Transformation.
London: Karnac Books, pp. 244, pbk £19.95

STEINBERG, DEREK (2000) Letters from the Clinic. London: Routledge, pp.
130, pbk £15.99

WELCHMAN,KIT (2000) Erik Erikson, His Life, Work and Significance.
Buckingham: Open University Press, pp. 191, pbk £19.99



    ew From Whurr Publishers
 

Psychosis, Science and Masculinity
Karl Figlio, University ofEssex

This bookis a psychoanalytic exploration of the need to know in Western cul-
ture. It argues that this need is expressed by therelentless drive of science to
get to the source ofall phenomena. But the profound reach into the interior of
nature is accompanied byprimitive unconscious phantasies of mastery, of know-
ing as making, of masculine intrusion into nature’s creativity andofnature’s retali-
ation and deterioration. Science becomesa tool of domination and a suspect
magical enterprise. Benign nature becomes an ominous nature.
As aresult, the need to know becomes a moral quest, in which science uncon-
sciously researches into the internal world of our intentions, externalised into
the world of the phenomenathatit investigates. The book also argues that the
masculine domination of natureis typically understood as phallic mastery and has
roots in a phantasy mediated by semen,in which the male identifies with and
replicates the sources oflife.
These themesare addressed in a Kleinian psychoanalytic framework,usingclini-
cal, mythological, anthropological and historical material.

| - At the Beginning Knowing Becomes Making, 2 - The Ominousin Nature,
3 - Encompassing Nature, 4 - The Dynamics of Objectification, 5 - The Idea of the
Inanimate, 6 - The Quantitative Father, 7 - The Insecurity of Male Identity, 8 - Masculinity
and Phallicism: the Repudiation of Seminality, 9 - The Oedipus Complex and the Perseus
Complex: Naturalism and Omnipotence,10 - Science and Virtue: The Case of Robert
Boyle

2000/ £22.50 / ISBN:1 86156 203 9/ paperback /230pp

 Cwww.whurr.co.uk)

 

 



Guidelines for contributors
The Journal of the British Association of Psychotherapists welcomesoriginal papers from mem-
bers of the association and from membersof the wider analytic community.
Types of submission
The journalwill publish papers on clinical or theoretical topics relevant to the psychotherapist
practising privately or in institutions. The main emphasis will be on clinically oriented papers
which concern the practice of analytical psychotherapy, or that have theoretical implications.
Submission
All submissions to the journal (apart from book reviews) should be sent in thefirst instance to
the Editors, The British Association of Psychotherapists, 37 Mapesbury Road, London NW2
4H].
It is the authors’ responsibility to obtain written permission to reproduce material that has
appeared in anotherpublication, including quotations, tables and illustrations, and this should
be submitted with the material.
Please submit four hard copies of your paper, double spaced, with numbered pages, A4, printed
on oneside only and an exact copy on disk. THE FILES SHOULD BE SAVED AS
ASCII/TEXT ONLY FILES oneither PC- or Mac-formatted disks. All disks must be labelled
with author(s) name(s), the filename of the paper and the word count.

Typescripts are not returned asit is assumed that authorswill be able to generate further copies.
Papers accepted for publication are sometimes returnedfor revision.

Selection
All papers will be sent for anonymouspeerreview and, wherever possible, auchors will receive
feedback, regardless of the decision reached. The Editorial Board reserves the right to make the
final decision on papers to be published.
Format
Papers should not exceed 7000 words (minimum 3000 words) or contain more than
10 tables/figures. An abstract of 120-150 words should be provided on a separate A4 page,

‘togetherwith four or five key words. Theticle, author(s) and author(s)’ affiliations should be
given onthetitle page. Tofacilitate review, no indication of the authors’ identity should be
given in che rest of the paper, but please ensure that thetitle is included on thefirst page of the
typescript or headers. Please include a word count with your manuscript.
Copyright and Confidentiality
Whensubmitting a paper, the author must confirm that:
a publication does not involve any breach of confidentiality or professional ethics,

publication does not infringe the copyright of any person,
c he/she indemnifies the BAP in respect of any claim arising from the publication of the

material,
he/sheis submitting the material on the termsset out in the journal,

e he/sheagrees that copyrightof the paperwill remain the property of the BAP journal and
that permission will be requested if he/she wishes to publish the paper elsewhere.



88 Guidelines for contributors

Contact addresses
Tofacilitate the speed of the editorial process, authors should give a ‘quick contact’
address/number, and preferably include email and fax details.
References
The Harvard system is followed. All references cited in the text should include date and page
numbers for quoted material, e.g. (Winnicott 1971: 11-24), and should be giveninfullin the
referencelist. This list should be arranged alphabetically, and,if the same set of authors appears
more than once, the entries should be arranged chronologically. For example:
James HM (1960) Premature ego development: some observations upon disturbancesin thefirst
three monthsoflife. Int ] Psychoanal 41: 288-95. .
Winnicott DW (1971) Playing and Reality. London: Tavistock.

Please includefull details of the original publication where papers have beenreprinted in a
subsequent publication, e.g. Riviere J (1936) A contribution to the analysis of the negative
therapeutic reaction. Int J Psychoanal 17: 304-20. [Also in: A Hughes (ed.) (1991) The Inner
World ofJoan Riviere: Collected Papers 1920-1958. London:Karnac Books, pp. 134-53.]
Avoid the use of ampersands (&); instead use ‘and’ bothin the text andin the referencelist.
Forcitations in the cext of multiple authors, please use che form ‘Maxwellet al. (1995)’.

Book reviews
These should include full specification of the publication details: title, author(s), publisher,
place of publication, price, ISBN, numberof pages. Please send two copies, together with
an exact copy on disk, to: Book Review Editor, The British Association of Psychotherapists,
37 Mapesbury Road, London NW2 4H].
Offprints
The main authorof each paperwill be sent three copies of the Journal with the Publisher's
compliments. Offprints may be ordered at proofs stage.
Further information
If you require any information aboutthe preparation of your manuscript,the Editorswill be
available to assist you.



THE JOURNAL OF THE
BRITISH ASSOCIATION
OF PSYCHOTHERAPISTS
VOL 39, NO.1, 2001
ISSN: 0954 0350
1

16

30

46
47
51
56
60
63

68
83

WHURR
PUBLISHING FOR
PROFESSIONALS

What does psychosis have to say about
racism?
Joscelyn Richards

Somereflections on the supervisory
container in work with perversion
Margaret Hammond

The face of the therapist in psychotherapy
practice
Frances House

Clinical Commentaries
Editorial
Clinical material: Anne and John
Commentaries
Stanley Ruszczynski
Elizabeth A. Smith
Elphis Christopher
Arts Review
Crazy Jane: Lost sanity and catastrophic
betrayal in Richard Dadd’s painting
Marilyn Mathew

Books Reviewed

Publications Received

Whurr Publishers Ltd
198 Compton Terrace
London N1 2UN
Tel 44 (020) 7359 5979
Fax 44 (020) 7226 5290
email info@whurr.co.uk


