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“This excellent book does exactly what it says it will; to be a guide to what
psychodynamic psychotherapy is, how to do it well and for whom it works best.
For too long, psychodynamic psychotherapy has been plagued by what we now
might call ‘deep fakes’; first, the idea that psychological therapists who think this
way hold strange and esoteric sets of beliefs about how the mind works, and
second, that there is no evidence that treatments based on this paradigm might
be helpful. Both these deep fake ideas have been conclusively proved wrong; this
helpful book makes clear why this is. The book includes a range of chapters
covering different themes and clinical topics in psychiatry; the writing is clear
and the approach practical. I have no doubt that the future of psychiatry needs
to be psychodynamic, and this book shows why psychodynamic thinking
applied to psychiatry not only makes it more interesting, it makes us as
psychiatrists more human and more effective.”

Dr Gwen Adshead
Consultant Forensic Psychiatrist and

Psychotherapist
Broadmoor Hospital, Berkshire

“I thoroughly enjoyed reading this book and found it accessible and inform-
ative. The various authors conveyed the principles, practices, research, theories,
and history of psychoanalysis in a way that was engaging and easy to under-
stand, even for those such as myself, from outside the field. For clinicians
(specialists and generalists alike) understanding the unconscious processes
taking place in the consulting room can be invaluable in delivering effective
care to our patients, and this book was able to provide insights into this
important area.”

Dame Clare Gerada
President, Royal College of General

Practitioners (RCGP)
PRCGP FRCPsych FRCP (Hons)

“Unlike psychoanalytic authors whose writing is oriented mainly toward col-
leagues with extensive analytic training, these contributors intend their chapters
to reach audiences that may be new to a psychoanalytic frame of reference, or
sceptical of it, or confused by it. Somehow, they have also made the book
interesting and clinically relevant to experienced psychoanalytic readers … I
know from experience that it is not easy to produce a multi-authored compen-
dium whose final product embodies an overall continuity and integration, and
so I am impressed that the authors of this volume have managed that feat. I urge
readers of all mental health disciplines, professional involvements, and theoret-
ical orientations to spend time with this worthy and important book. I think you
will find it as fascinating and clinically helpful as I did.”

Nancy McWilliams
Distinguished Retired Professor

Rutgers Graduate School of Applied & Professional Psychology
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‘. . .these brief imperfect meetings have a tale to tell,’

Emily Dickinson, 1851 (page 57)

Emily Dickinson: Selected Letters, edited by Thomas H. Johnson, Cambridge, Mass.: The
Belknap Press of Harvard University Press, Copyright © 1958, 1971, 1986 by the President
and Fellows of Harvard College. Copyright © 1914, 1924, 1932 by Martha Dickinson
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Foreword

Nancy McWilliams, PhD, Distinguished Retired Professor
Rutgers Graduate School of Applied & Professional Psychology

It is my pleasure to make some introductory comments for the Cambridge Guide to
Psychodynamic Psychotherapy, whose contributors have produced a clear, comprehensive
review of contemporary psychodynamic theory and practice. Readers who have come to
expect impenetrable jargon and unsubstantiated opinion from authors in the psycho-
dynamic tradition will be happily surprised: the contributions to this volume are readable,
even-handed, evidence-based, and highly relevant to clinical work and general professional
experience.

Unlike psychoanalytic authors whose writing is oriented mainly toward colleagues with
extensive analytic training, these contributors intend their chapters to reach audiences that
may be new to a psychoanalytic frame of reference, or sceptical of it, or confused by it.
Somehow, they have also made the book interesting and clinically relevant to experienced
psychoanalytic readers. They address clinicians, supervisors, administrators, and other
professionals who work with patients of heterogeneous backgrounds, across the socio-
economic spectrum, in short- and long-term therapies, and in both inpatient and outpatient
settings. With this diverse audience in mind, they have covered the relevant conceptual
territory of current psychodynamic thinking and demonstrated its beneficial applications
across a broad range of professional practice.

Their accomplishment is best appreciated in the context of the long history of psycho-
analytic ideas inWestern intellectually oriented subcultures. In the era when psychoanalysis
was ‘the latest thing’, it was common to regard Freud’s new ‘science of the mind’ with
undiluted enthusiasm and with anticipation of a revolution inmental health and social well-
being. In many departments of psychiatry, doctors who had graduated from
a psychoanalytic training programme found themselves on a fast track to personal status
and institutional power. Middle-class people teased each other about their ‘Freudian slips’,
opined about their own and others’ ‘complexes’, and headed in large numbers to an analyst’s
couch. Psychotherapy training programmes taught psychoanalytic concepts as the core of
their curricula. As might be expected of any social movement that became embraced so
uncritically (Marxism comes to mind as a comparable phenomenon), psychoanalysis
eventually disillusioned those who had expected miracles.

Currently, the psychodynamic perspective finds itself subject to distortions that may be as
extreme as those it evoked in its early days, but this time in the direction of devaluation
rather than idealisation. For example, it has become commonplace to regard psychoanalyt-
ically based treatments as outdated, empirically unsupported, contaminated by the personal
failings of Sigmund Freud and inapplicable to contemporary clinical challenges. In the
United States, some of my colleagues who have been treating patients psychodynamically
have been characterised as practising ‘unethically’. Such allegations reflect common misun-
derstandings, such as beliefs that there is no basis in scientific evidence for psychoanalytic
approaches, or that psychodynamic treatments must go on for years before achieving

xi
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significant changes, or that scientists have demonstrated the superiority of competing ways
of understanding and treating mental suffering.

While it is true that over the long history of the psychoanalytic movement, analysts have
been guilty of somemajor misunderstandings andmistakes, it is not true that themovement
Freud set in motion is fatally flawed or irrelevant to current clinical practice. In fact, over
decades of efforts to understand and ameliorate psychological problems, the psychoanalytic
community has accumulated a vast amount of clinically derived wisdom and empirically
derived knowledge that has corrected many of its earlier errors. A scholarly tour of the
contemporary psychodynamic landscape that is neither idealising nor devaluing, a central
achievement of the Cambridge Guide, is thus long overdue.

In this volume, the authors engage with the psychodynamic tradition without being
polemical or dismissive of other perspectives. They are notably free of the insularity and
arrogance that characterised some psychoanalysts in the movement’s heyday, attitudes that
have had a destructive effect on the reputation of psychoanalysis as a field and on the
readiness of professionals to consult psychodynamic ideas for their relevance to under-
standing mental processes and solving personal and interpersonal problems. Instead of
talking down to their readers, they have communicated what is of most practical value to
working professionals, who inevitably face challenging and often bewildering encounters
with human psychological distress.

To many of us who are committed to passing on the clinically useful elements of
psychoanalytic thinking, it can be irritating that when readily appreciated psychoanalytic
concepts get traction in the public mind, they come to be regarded as ‘common sense’,
whereas analytic ideas that are either wrong or overgeneralised are derided as ‘nonsense’
and are erroneously seen as evidence of the intellectual bankruptcy of the whole psychoana-
lytic enterprise. The former category of ‘common sense’ includes, among many other
psychoanalytic concepts, terms such as Freud’s notion of ‘defences’ or Adler’s ‘inferiority
complex’ or Erikson’s ‘identity crisis’ or Bowlby’s ‘attachment’ orWinnicott’s ‘good-enough
mother’. The area of ‘nonsense’ includes, for example, Freud’s assumptions that all women
suffer elementally from penis envy, or that the nineteenth-century Viennese, middle-class
version of an Oedipal phase is universal, or that all men have unconscious homosexual
longings. While this process of social redefinition goes on, practitioners of non-psychoana-
lytic orientations rediscover ideas that have been central to psychoanalysis, call them by new
names (e.g. ‘unconscious’ becomes ‘implicit’, ‘repression’ becomes ‘cognitive avoidance’,
‘object representation’ becomes ‘core schema’) and hail them as unprecedented discoveries.

Practising therapists tend to be integrative, to be grateful for any concept that makes our
difficult job easier, irrespective of the affiliation of the theorist supplying the formulation.
One way of looking at what has sometimes been called ‘unconscious plagiarism’ is as
a reflection of the fact that we are all trying to understand and help the same suffering
human animal. It would be strange indeed if clinicians of differing theoretical orientations
did not run into similar clinical challenges and devise similar ways of engaging with them,
expressed in whatever language permeated each therapist’s training background. Yet this
phenomenon also suggests that in the field of mental health, we keep reinventing the
proverbial wheel rather than contributing to the progress of clinical science. The
Cambridge Guide may have a critical role to play in correcting misimpressions, clarifying
what psychodynamic ideas have to offer, and moving all of us forward toward an appreci-
ation of what elements of clinical practice are worth keeping irrespective of what they are
called by adherents of particular philosophies of treatment.

xii Foreword
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This book begins with an historical overview of psychoanalytic theories and of the main
empirical foundations of the psychodynamic orientation. It moves then to clinical practice,
focusing on framing the treatment, formulating goals, and employing particular interven-
tions, ending with commentary on the overall structure of psychoanalytic treatment and
supervision. In the third section, applications to specific problems of anxiety, depression,
borderline conditions, and problematic narcissism are explored. The last section moves the
reader outside the clinical office and into applications to organisations and clinical teams,
with a special focus on problems of anger, aggression, and violence. Finally, the authors
address therapy relevant to homeless individuals, treatment via phone or computer, and
group analysis. While the first sections of the book constitute essential reading for anyone
seeking to understand mainstream clinical applications of psychoanalytic theories, the later
sections would be highly useful for professionals in roles other than direct clinical service.
All this material is accessibly written, presented in the context of the empirical evidence that
supports it, and illustrated by vignettes that bring relevant concepts to life.

I know from experience that it is not easy to produce a multi-authored compendium
whose final product embodies an overall continuity and integration, and so I am impressed
that the authors of this volume have managed that feat. I urge readers of all mental health
disciplines, professional involvements, and theoretical orientations to spend time with this
worthy and important book. I think you will find it as fascinating and clinically helpful as
I did.

Foreword xiii
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Preface

One of our principal aims for this book is to provide a readable and welcoming guide to
psychodynamic psychotherapy. We have found the psychodynamic approach offers
a helpful ‘guide to life’ both for ourselves and also for a considerable number of people
we work with. So, we are enthusiastic about sharing our understanding of this approach and
are grateful for this opportunity. To help with the writing process, we found it grounding to
remember that this book is intended as a ‘guide’ as opposed to being an exhaustive account.
Our associations took us to a travel guidebook that helps people to find their way about
a place, pointing out areas of interest to the visitor. We hope this book serves a similar
purpose for the reader, both for new travellers to the area of psychodynamic psychotherapy
and those looking for further explorations having been here before.

The psychodynamic field is broad. There is more than one ‘school’, with overlaps as well
as differences. Our clinical approach is to draw on, and at times integrate, approaches from
the various slants on psychodynamic therapy, focusing on aspects that we have found
particularly useful in clinical practice. A recurrent theme of this book is that the therapist
adapts their approach to each patient, while retaining the core principles of psychodynamic
theory and practice.

A psychodynamic understanding of human relations and functioning is intertwined
with social circumstances (including poverty, inequality, and other adversities) as well as the
biological and medical. This book assumes that a practitioner working in a psychodynamic
way will already have a background in a relevant profession that provides this overview. This
brings a safety and grounding to therapeutic work that the practitioner can draw on, and
a wider perspective about important social or medical issues that may need to be considered
either before therapy or in parallel with it.

Part 1 of this book offers an overview of the psychodynamic approach, providing the
underpinnings to concepts and clinical practice that follow in later parts. Chapter 1 is an
historical vantage point on the development of psychodynamic psychotherapy, written by
Allan Beveridge, an historian of psychiatry and a psychiatrist. Beveridge critiques an
idealised portrayal of the development of psychodynamic theory: a struggle of the misun-
derstood hero (Sigmund Freud) against his unseeing detractors. Instead, Beveridge offers
a more nuanced and integrated account, situating psychodynamic therapy amongst wider
influences and describing practitioners’ mistakes and wrong turns as well as insights and
helpful clinical discoveries. To see ourselves as others may see us does not always make for
comfortable reading, but then again, as we describe later in the book, no process of deep
learning or therapeutic change is without some discomfort for the individual. No discipline
that wants to progress stays still. While we find much of the work of early psychodynamic
theorists to be of great value, it is also the case that psychodynamic psychotherapy has
evolved with subsequent clinicians refining or more radically building on early work. These
developments in psychodynamic theory and a contemporary perspective are discussed in
Chapter 2. Chapter 3 outlines the empirical basis of psychodynamic psychotherapy and
Chapter 4 an overview of the model. Chapter 4 pulls together key aspects of history, theory,
research and clinical practice, and as such, if a reader wishes to read a single chapter to tap
into the psychodynamic approach, this chapter may be a suitable choice.

xv
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Part 2 brings the psychodynamic model more squarely into practice. We start by
describing how to frame a psychodynamic space (Chapter 5), before discussing the goals
of psychodynamic therapy (Chapter 6). Chapter 7 covers psychodynamic technique and
Chapter 8 the overall structure of therapy. Chapter 8 expands on important processes of
change which have been mentioned in Part 1, including working with the formulation,
using the therapy relationship and mourning. Chapters 7 and 8 could be read as a pair.
Chapter 9 concentrates on the initial encounter between patient and therapist and the
practice of psychodynamic consultation. David Bell concludes Part 2 with some reflections
on the supervisory process and its importance for how knowledge and practice may be
transmitted from one generation of practitioners to the next, for better or for worse
(Chapter 10). Bell stimulates awareness of the potential in psychodynamic work for
‘thought-provoking ideas (discoveries)’ but also how, without reflection, these may be
‘degraded into ritualised practices’.

In Part 3 we apply a psychodynamic approach to a number of common presentations,
illustrated by case study descriptions. We examine a psychodynamic approach to anxiety
(Chapter 11), depressing/depressed states (Chapter 12) and borderline states (Chapter 13).
Chapter 14 by Susan Mizen moves more into the inpatient setting. Mizen uses the lens of
narcissistic difficulties to examine encounters where staff and patients get stuck in
entrenched positions with seemingly no way out and suggests a practical and relational
approach to working in this area. A common thread in Part 3 is how a psychodynamic
approach considers underlying meanings and dynamics that sit behind various ‘symptoms’,
locating feelings as part of a lively and active internal world.

Part 4 applies psychodynamic psychotherapy to different populations and settings and is
divided into two main sections. The first section in Part 4 is a group of chapters titled,
‘Beyond 1:1 Therapy – Working Psychodynamically with Clinicians, Teams and
Organisations’. This applies psychodynamic ideas to working in settings where relation-
ships are central to their operation (such as all healthcare, secure facilities, as well as
education, social work and other caring services). This section was borne out of requests
by non-psychotherapist staff for digestible written material in this area; this section is also
suitable for psychotherapists working with staff teams. Chapter 15 is an introduction to
applied psychodynamic work. Drawing on the work of Hinshelwood and others, its central
thesis is the importance of noticing and thinking about our responses to working with
patients and service users as part of the everyday process of caring, and that this requires
work due to the ‘invisibility’ of relationships. Chapter 16 examines the dynamics of anger,
aggression, and violence. Chapter 17 outlines the principles of a ‘psychologically informed’
service – that is, how practically to organise and structure a service to offer good care, and
access to it, for those service users with more complicated relationships with care.
A psychologically informed approach is underpinned by spaces for reflective practice for
staff – this forms the subject of Chapter 18. Chapter 19 draws on many of the themes
discussed in Chapters 15–18, describing a process of psychodynamic consultation for
clinical teams.

The second section of Part 4 looks at other forms and settings of psychodynamic work.
Chapter 20 sets out a psychodynamic approach to working with people experiencing
multiple exclusion homelessness. Chapter 21 addresses working psychodynamically online
and by phone – a topic that came urgently to our attention due to Covid-19. Chapter 22
provides an introduction to group analysis and its applications.

xvi Preface
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Regarding case material, the authors confirm that these are either works of fiction or
General Medical Council guidelines on confidentiality have been followed. A note on
pronouns. Usually, we use ‘they’ when referring to people. However, a psychodynamic
approach is often interested in the detail of interpersonal interactions, and in some instances
using ‘they’ for both the patient and the therapist would be ambiguous as to who is being
referred to. Therefore, at times, for clarity, we use different pronouns for patient and
therapist, most commonly ‘he’ for patient and ‘she’ for therapist.

Preface xvii
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A Note from the Series Editor

I remember when I first met Sarah Marsh, Editor at Cambridge University Press – it
seems like a lifetime ago now. We met at a café in central Edinburgh in June 2017 to
discuss an idea that she had to create a series of books focussed on evidenced based
psychological therapies. The idea was simple – the books would be attractive to a trainee
and simultaneously to an expert clinician. We wanted to enable readers to conceptualise
a psychological difficulty using different theoretical models of understanding, but not
become overwhelmed by the volume of information. We saw the need for a series of
books that could be easily read and yet would examine complex concepts in a manage-
able way.

So, when Sarah asked me if I would become the Series Editor, I couldn’t say no. What
we could never have predicted back then, when making early plans for the series, was that
we would soon face a global pandemic. There were days when we didn’t even know
whether we could leave our house or if our children could go to school – the world
effectively stopped. Yet through all the chaos, uncertainty and fear, I saw the determin-
ation and successes of those around me shine through. I was in awe of the resilience of
my own son, Patrick, who lived his adolescence in ‘lock-down’. I watch him now and the
young man he has become – he walks tall with a quiet confidence. I am so proud as he
and his friends laugh together and now enjoy what most of us had previously taken for
granted: their freedom at university. In a similar way, I watched the many authors of
these books, most of whom are busy and tired clinicians, continue to dedicate their
precious time to this venture – an incredible achievement through a most challenging
time. They each welcomed me into their academic, clinical and theoretical worlds, from
all over the globe. They have all been an honour to work with. I would personally like to
thank every contributor and author of this series for their hard work, determination and
humour even in the darkest of days. Despite all of the unknowns and the chaos, they kept
going and achieved something wonderful.

I would like to thank Sarah, and Kim Ingram at Cambridge, for giving me the
opportunity to be Series Editor. I have loved every minute of it; it has been a longer
journey than we anticipated but an amazing one and for that I am incredibly grateful.
Sarah and Kim are my friends now – we have literally lived through a global pandemic
together. It has been my absolute pleasure to work together and in collaboration with
Cambridge University Press.

Patricia Graham, Series Editor
Consultant Clinical Psychologist, NHS Lanarkshire, UK
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Introduction
In accounts of the evolution of psychiatry, historians have offered opposing opinions as to
the role played by psychotherapy. In A History of Medical Psychology, Gregory Zilboorg
portrays psychiatry as emerging from a dark and brutal past of physical and coercive
treatment to a new, enlightened era, ushered in by Freudian-inspired therapies.1 By con-
trast, in From the Era of the Asylum to Prozac, Edward Shorter maintains that Freudian
psychoanalysis represented a calamitous wrong turn from the path being forged by bio-
logical psychiatry.2 He claims that, whereas psychoanalysis offered no real help, or even
made patients worse, advances in the biological sciences have led to a greater understanding
of psychiatric illness and to effective treatment. A third narrative is provided by Fulford et al
who see the history of psychiatry as recurrently veering between biological and psycho-
logical explanations of mental illness.3 For many clinicians, the task has been to reconcile
these seemingly polarised approaches. For example, Jeremy Holmes has emphasised that
biological research has made an important contribution to the theory and practice of
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psychotherapy.4 Indeed, Freud in his Project for a Scientific Psychology expressed the hope
that science would ultimately uncover the biological underpinning of psychoanalysis.

If one concentrates on the history of psychological therapies in psychiatry and, in
particular, on psychodynamic psychotherapy, when and where does one begin? Does it all
begin with psychoanalysis and Freud in fin de siècle Vienna? Or with hypnotism and Jean-
Martin Charcot in nineteenth-century France? Or, in the late eighteenth century with
‘moral treatment’ and Pinel in Paris, andWilliam Tuke in York? Or, with the demonstration
of animal magnetism by Franz Anton Mesmer in Munich in 1775? Or, as Henri Ellenberger
has suggested in his magisterial The Discovery of the Unconscious, can we trace the roots of
psychotherapy all the way back to ancient and classical civilisations with their religious and
magical rituals?5 Historians have observed that such claims for its ancient lineage are
a means of lending authority to present-day psychotherapy: it is the distillation of age-old
wisdom, such an historical reading implies.6 In a survey of the modern era, the psychologist
Frank Tallis maintains that Freud and subsequent psychotherapists have built up
a substantial, but often neglected, body of knowledge about the workings of the mind that
not only alleviates human misery but can serve as a guide to how we conduct our lives.7

Some scholars have claimed that most of the insights into the human condition proffered by
psychotherapists can be found in the work of great writers and thinkers such as Shakespeare,
Pascal, Schopenhauer, Nietzsche, and Dostoyevksy.8 Freud, who was deeply read and aware
of such arguments, would have countered that psychoanalysts had provided a ‘scientific’
explanation for the intuitions of the artists, a contention that has been by no means
universally accepted.

This chapter will first consider the origins of psychodynamic psychotherapy and then
the work of Freud, before looking at subsequent developments. These include the growing
acceptance of Freudian thought in Britain following the phenomenon of shell shock in the
First World War; the founding of the Tavistock Clinic; the formulation of object relations
theory; and the turn to a child-centred perspective by John Bowlby andDonaldWinnicott in
response to the experiences of children who were evacuated during the SecondWorld War.
The history of psychodynamic psychotherapy is extensive, and one cannot cover everything
in a short chapter. We will not have space to cover important developments in the USA,
South America, Germany, or the Paris school. The role of US-based psychoanalysts Heinz
Kohut and Heinz Hartmann are mentioned in Chapter 4; the influence of contemporary US
clinicians and educators is apparent throughout this book, in particular the work of Glen
Gabbard and Nancy McWilliams.

The Beginnings of Modern Psychotherapy
The birth of modern psychotherapy can be traced back to the eighteenth century and
two separate developments: the introduction of ‘moral treatment’ into the asylum and
the development of mesmerism.9 ‘Moral treatment’, probably better understood as
psychological treatment, was a reaction against the coercive asylum treatment of chains
and physical punishment. Instead, the patient was to be treated with respect and
kindness and to be encouraged to gain self-control of their unruly urges. So-called
moral treatment was introduced into France by Philippe Pinel at the Bicetre and
Salpetriere Hospitals in Paris, and into Britain by William Tuke at the York Retreat.
These developments were famously deconstructed by Michel Foucault in his book,
Madness and Civilisation, in which he depicted moral treatment as merely replacing
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the external chains with internal, ‘mental chains’: the inmate became his or her own
prison guard, monitoring themselves for disturbed thoughts or intentions.10 Whether
one accepts Foucault’s interpretation or not, the era did represent a major shift from
physical to psychological conceptions of how the mentally ill should be treated. Towards
the end of the eighteenth century, the German doctor Franz Anton Mesmer developed
animal magnetism or ‘mesmerism’, an early version of hypnotism, which relied on
powerful suggestion and the force of the doctor’s personality. The phenomenon of
mesmerism seemed to suggest that the mind contained elements that were outwith
conscious control. Mesmerism and its creator fell into disrepute, but the use of
hypnotism was revived in the second half of the nineteenth century at the Salpetriere
Hospital by the eminent neurologist Jean-Martin Charcot who used it to treat patients
suffering from hysteria. Charcot held that ideas could lodge in the mind where they
could be transformed into bodily symptoms. The young Sigmund Freud attended
Charcot’s demonstrations and was greatly influenced by his exposure to the ideas of
the ‘Napoleon of the neuroses’, as the French physician was dubbed.

The term ‘psycho-therapeutics’ was coined in 1872 by the English doctor Daniel Hack
Tuke, a great grandson ofWilliam Tuke, in his work Illustrations of the Influence of theMind
upon the Body in Health and Disease, designed to elucidate the Action of the Imagination.11

The term was taken up in 1886 by the French clinician Hippolyte Bernheim in his discus-
sions of hypnotism. By the end of the nineteenth century the term was ubiquitous and was
widely adopted by writers and artists.

According to Ellenberger, chronologically speaking the French doctor Pierre Janet,
whose professional life spanned from 1885 to 1935, was the first to found a new system of
dynamic psychiatry aimed at replacing those of the nineteenth century, and because of this
his work is also a link between the previous dynamic psychotherapy, as exemplified by
Charcot, and the newer systems of Freud and others.12 Paul Brown maintains that modern
dynamic psychiatry began in 1892 at the Salpetriere when Janet ‘made the revolutionary
proposal that in hysteria, it was the idea representing the organ or its function which was
lost to consciousness’.13 His work was also one of the main sources for Freud, Adler, and
Jung. Although Freud initially acknowledged his debt to Janet in formulating his theories
about hysteria, 30 years later he denied that psychoanalysis was based on that research.

Sigmund Freud
Freud continues to divide opinion, as George Makari neatly highlights:

Sigmund Freud was a genius. Sigmund Freud was a fraud. Sigmund Freud was really a man
of letters, or perhaps a philosopher, or a crypto-biologist. Sigmund Freud discovered
psychoanalysis by delving deep into his own dreams and penetrating the mysteries of his
patients. Sigmund Freud stole most of his good ideas from others and invented the rest out
of his own odd imagination. Freud was the maker of a new science of the mind that
dominated the West for much of the twentieth century. Freud was an unscientific conjurer
who created a mass delusion.14

Sigmund Freud was born in Freiburg, Austria–Hungary in 1856 and studied medicine in
Vienna.15,16After attending Charcot’s demonstrations in Paris, Freud published, along with
his colleague Josef Breuer, Studies on Hysteria in 1895. The authors maintained that
‘hysterics’ suffered from painful, unpleasant traumatic memories, which were
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unconsciously repressed. These repressed memories were converted into the physical
symptoms of hysteria.

Building on these early clinical experiences with ‘hysterical’ patients, Freud developed
a method of therapy that, in 1896, he was to call ‘psychoanalysis’. Hypnosis, as recom-
mended by Charcot, was abandoned, and, instead, the patient was asked to say whatever
came into their head or to ‘free associate’. By doing so, they would reveal clues about their
neurosis, which were held to lie hidden and ‘repressed’ in their unconscious. In 1899, Freud
published The Interpretation of Dreams in which he claimed that dreams represented the
unconscious fulfilment of wishes, which were often disturbing and sexual in nature. As
a result, they had to be disguised. Freud called such disguises the ‘manifest content’ of the
dream. This material was then ‘interpreted’ or translated by the psychoanalyst into the
‘latent content’: what the dream ‘really’ meant. In The Interpretation of Dreams, Freud also
sketched a model of mind as comprising the unconscious, pre-conscious and conscious
systems. Pre-conscious material and processes were closer to the surface and could be
rendered conscious more easily than unconscious processes. Freud called this the ‘topo-
graphical model’, the analogy being to a schematic map (i.e. topography) of themind. In The
Psychopathology of Everyday Life, Freud extended his method of interpretation to human
behaviour generally. He claimed that supposedly accidental phenomena, such as slips of the
tongue and forgetting words, were actually meaningful and that they revealed the speaker’s
unconscious wishes and desires.

In The Interpretation of Dreams, Freud examined Oedipus whose story was related in
Oedipus Rex, the Greek tragedy by Sophocles. Freud maintained that Oedipus acted out
a wish that was universal in childhood: the son falls in love with his mother and wants rid of
his father. Freud would later call this phenomenon the ‘Oedipus complex’. In his 1905 work
Three Essays on the Theory of Sexuality, Freud outlined the stages of psycho-sexual develop-
ment: the infant progressed from an initial ‘oral’ stage through an ‘anal’ to a ‘phallic’ stage.
This process was completed by around the age of five. The child then developed the
‘Oedipus complex’, which, if male, led him to desire his mother and hate his father whom
he feared would castrate him; if the child was female, she would desire her father and
conclude that she had already been castrated. At about the age of six, the Oedipus complex
was eventually repressed and the child’s sex drive disappeared, only to remerge at puberty. If
the infant failed to negotiate these stages and became arrested or ‘fixated’ at a particular
stage, then neurotic symptoms would arise in later life. (Please see Chapter 2, Box 6, for
a contemporary clinical perspective on ‘oedipal’ dynamics and the transition of moving
from a dyadic relationship to navigating three-person relationships.) Neurosis in adulthood
represented a return or ‘regression’ to this early fixated level. In 1923, Freud proposed a new
tripartite model of mind, which encompassed the ego, the id, and the superego. The id
represented the primitive, unconscious basis of the psyche and was dominated by basic
urges. The ego was the guide to reality and acted as an inhibiting agency. The superego
represented parental authority, which had been internalised.

Increasingly in his later years, Freud commented on the wider society and the
human condition. In 1920, he published Beyond the Pleasure Principle in which he
argued that human beings had a tendency to be drawn towards the ‘pleasure principle’,
but that the ‘reality principle’ served to delay pleasure if there were risks involved. In
The Future of an Illusion of 1928, he attacked religion as a ‘universal obsessional
neurosis’. In his 1930 book Civilization and Its Discontents, Freud observed that there
was an irreconcilable tension between the individual who sought instinctual freedom
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and society, which sought conformity and the repression of desire. As a result, individ-
uals were doomed to feel discontent. In 1938, Freud was forced to flee Nazi Europe with
his wife and daughter, Anna.17 They sought refuge in London, where Freud died in
1939.

Clinical Practice
Freud held that the most suitable case for analysis was a young adult of good intelligence,
reasonably educated, well-motivated, and of reliable character. Patients with psychosis or an
organic brain condition were unsuitable. Freud saw patients six times a week. He would sit
behind the patient who lay on a couch. He advised that the analyst should only make
occasional comments and that the physician should be ‘opaque’ to the patient. The analyst
must not permit pity for his suffering patients to overwhelm him. He must not offer
reassurance as this would keep the neurosis in place.18 Gay has observed that although
Freud outlined a rather austere therapeutic technique, in practice he didn’t always follow his
own prescriptions.19 He could be chatty, give advice, and even befriend some of his patients.
Elsewhere in his writings, he emphasised the emotional receptiveness of the analyst towards
the patient. He wrote that the analyst ‘must turn his own unconscious like a receptive organ
towards the transmitting unconscious of the patient. He must adjust himself to the patient
as a telephone receiver is adjusted to the transmitting microphone.’20

Freud encountered a phenomenon in analysis which he called ‘transference’. This was
the process by which the patient displaced on to their analyst feelings and ideas, which
derived from previous significant figures in his or her life, and then related to the analyst as if
they were the significant figure.21 Initially transference was seen as a problem preventing
recovery. However, by 1912 Freud had come to see it as an essential part of the therapeutic
process.

Anthony Clare examined Freud’s published case histories and was struck by how few
there were.22 He found that there were only six extended accounts by Freud of patients
undergoing psychoanalysis: the Schreber case; Little Hans; Dora; the Rat Man; the Wolf
Man; and an unnamed female patient. Two were not treated first-hand by Freud. In the case
of Schreber, Freud based his analysis on the patient’s memoirs, and in the case of Little
Hans, he spoke to the father but not the little boy. Clare judged that the Wolf Man was no
better and that the Rat Man was Freud’s only therapeutic success, although details of his
follow-up were sparse, making a definitive judgment difficult. Against Clare’s rather bleak
judgment, other commentators have praised Freud’s clinical abilities. For example, in his
biography, Gay gives a very thorough account of Freud’s clinical style and judges that it was
humane, thoughtful, and, at times, daring.23 And, although he only published six full case
histories, Freud saw very many patients throughout his professional life, most of whom he
did not write up for publication, though his papers do contain many shorter clinical
excerpts.

Freud’s Legacy
Freud’s legacy remains contested. Ellenberger feels that Freud’s originality resides in four
innovations: firstly, his model of the dream where he distinguishes between its manifest and
latent content; secondly, his observation that the manifest content is a distortion of the
latent content; thirdly, his technique of free association as a method of analysing the dream;
and lastly, his practice of systematic dream interpretation as a tool of psychotherapy.24
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There is, however, a vast literature, much of it critical, of the founder of
psychoanalysis.25,26,27,28 Critics have objected to what they see as the psychic determinism
of Freudian theory, which manifests itself in several ways: firstly, it rests on an out-of-date
mechanistic model of the mind, based on the closed, deterministic world-view of
nineteenth-century physics; secondly, it lacks an ethical dimension – if the behaviour of
human beings is entirely the result of mental mechanisms, then they are not free to make
ethical choices; and thirdly, it neglects the interpersonal and social context. Such limita-
tions were to be addressed by later psychotherapists. For example, Rycroft and others have
argued that psychoanalysis is better understood as a hermeneutic activity, rather than as
part of the natural sciences.

Rycroft writes:

Although psychoanalysis is usually presented as a causal theory which explains psycho-
logical phenomena as the consequences of prior events, a number of analysts . . . argued
that it . . . is really a theory of meaning, and that Freud’s crucial observation that hysterical
symptoms were psychogenic was really the discovery that they have meaning, i.e. that they
could be interpreted as gestures and communications. Advocates of this view argue that
theories of causality are only applicable to the world of inanimate objects and that Freud’s
attempt to apply deterministic principles derived from the physical sciences to human
behaviour fails to take account of the fact that man is a living agent capable of making
decisions and choices and of being creative.29

(See also Clinical Example 1: Everything may mean something, in Chapter 7.)

An important early criticism was advanced by Ellenberger. Although admiring of Freud,
he described what he called the ‘Freudian Legend’, and outlined two of its cardinal
features:

The first is the theme of the solitary hero struggling against a host of enemies, suffering ‘the
slings and arrows of outrageous fortune’ but triumphing in the end. The legend considerably
exaggerates the extent and role of anti-Semitism, the hostility of the academic world, and of
alleged Victorian prejudices. The second feature . . . is the blotting out of the greatest part of
the scientific and cultural context in which psychoanalysis developed, hence the theme of the
absolute originality of the achievements, in which the hero is credited with the achievements
of his predecessors, associates, disciples, rivals and contemporaries.30

Ellenberger warns against accepting at face value the traditional account of the emergence of
psychoanalysis, an account largely promulgated by Freud and loyally recounted by his some
of his early followers. As Paul Roazen has suggested, Freud had very little ability to tolerate
criticism from his followers or deviance from his theories. Fellow analysts who developed
their own ideas were dismissed as ‘heretics’.31 This was the fate of, amongst others, Carl
Jung, Alfred Adler, and also, to some extent, Sandor Ferenczi. Though it should be noted
that initially and for several years, Freud had a good relationship with these men, particu-
larly Ferenczi and Jung, the latter of whom he saw as the ‘Crown Prince’, entrusted to
continue Freud’s work after he was gone.

J. A. C. Brown notes that after the defections of Adler and Jung:

. . . orthodox Freudians began to show the peculiar intolerance to criticism . . . and, as in
certain religious and political bodies but in sharp contrast to what is usually regarded as
scientific procedure, those within the group were expected not to criticize its fundamental
beliefs and those without were informed that they had no authority to do so.32
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Roazen comments: ‘Whether he liked to admit it or not, Freud had become the head of
a sect . . . If one sees psychoanalysis as partly a religious phenomenon, then it is not
surprising if the followers were united in their worship of Freud and of the unconscious.’33

Jung, like many others, objected to Freud’s emphasis on the sexual drive being the sole
determinant of human behaviour, arguing that other factors, such as the spiritual, were also
important. He also objected to Freud’s notion that the first five years of life determined
future development. For Jung, all stages in life were important, a journey which he saw as
a process of ‘individuation’. Adler, likewise, objected to the Freudian emphasis on sexuality
and posited the concept of the inferiority complex, whereby individuals strive to counter
their feelings of physical and mental inadequacy. Ferenczi criticised the idea that the analyst
should be remote and unresponsive, arguing that they should interact with the patient. He
developed what he called ‘active therapy’ and ‘mutual analysis’, which involved bestowing
affection on patients and introducing an element of mutuality into the relationship.
According to Brown, Ferenczi was the first to recognise the importance of the interpersonal
aspect of analysis.34 However, some of Ferenczi’s experiments went too far and served to
confuse the boundary between patient and therapist in a way that was unhelpful to both.
Ferenczi should be given credit, though, for his early recognition that children who had been
sexually abused suffered particular psychological damage. In the 1940s, he described how
the abused child might dissociate when overwhelmed by their traumatic experience. The
child had to deal with their guilty feelings and confusion about their part in the abuse: were
they to blame, or was it the adult perpetrator?

Later analysts, such as Eric Fromm and Karen Horney, maintained that it was important
to consider the role that society played in an individual’s difficulties and that it was not just
a matter of the internal workings of the mind.35,36 Freudian theory has also attracted
criticism from feminists (see Chapter 2, Box 6).

At the beginning of this section, we quoted Makari who acknowledged that the founder
of psychoanalysis continues to divide opinion. However, in the conclusion to his book
Revolution in the Mind, he judged:

Psychoanalysis emerged from the rubble of postwar Europe as the leadingmodern theory of
the mind. Its model of unconscious passions, its notion of defence and inner conflict, and its
method of unravelling self-deception, encroached upon traditional sources of self-
understanding like religion. In the U.S., psychoanalysis made its way into the courts, schools
and hospitals, and informed literature, cinema, television, journalism, theatre, and art. Its
ideas spread into popular discourse as adages, clichés, and jokes.37

Indeed, many contemporary psychotherapists hold that Freud made formative contribu-
tions to therapeutic practice, which include the concepts of transference, inner conflict,
repression, and the superego, all of which remain useful today in the understanding of
mental life.

The First World War and Shell Shock
The First World War and, in particular, the phenomenon of shell shock was to have a great
impact on the standing of psychotherapy in Britain.38 The term shell shock was coined by
the experimental psychologist Dr Charles Myers in 1915 to describe the mental disintegra-
tion that afflictedmany soldiers fighting on the Front. Conventional psychiatric approaches,
built on notions that mental disorder was the result of brain disease and hereditary
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degeneration, proved to be ineffective and misguided. For a start, the condition seemed to
disproportionately affect the officer class, most of whom had shown no previous signs of
degeneration. Secondly, physical methods of treatment were of little benefit. In contrast,
psychotherapeutic approaches proved to be more fruitful. Three clinicians were prominent
in pushing psychotherapeutic approaches: William McDougall, William Brown, and, most
famously, W. H. Rivers, whose article in The Lancet in 1917, ‘Freud’s Psychology of the
Unconscious’, was very influential and helped bring about the acceptance of Freud’s ideas in
medical circles. Although these clinicians were influenced by Freud, they did not agree with
his central tenet that sexual factors played a crucial role in the cause of neurosis. Instead,
they maintained that the soldier experienced a conflict between doing his duty and trying to
stay alive. For many it was an impossible choice, which eventually led tomental disturbance,
or more specifically shell shock. There was a widespread feeling amongst British doctors
after the First World War that shell shock had effectively ‘disproved’ Freud’s theory of the
primacy of sexual factors in the aetiology of neurosis.

During the war, Rivers was based at Craiglockhart Hospital in Edinburgh, and he used
a modified form of Freudian psychotherapy. His clinical work, which included treating the
poet Siegfried Sassoon, has subsequently achieved wider public attention due to the novels
of Pat Barker and the accompanying film. Ben Shephard39 argues that Rivers’s views had
a considerable impact on British medicine, while Malcolm Pines40 has judged: ‘it was Rivers
who, probably more than anyone else, made psychoanalytical thinking acceptable to a wide
circle of influential persons – psychiatrists, psychologists, and anthropologists’.

Before 1914 there were only a small number of doctors using psychological methods to
treat nervous disorders and most of these were based in private practice in and around
London.41 The situation was a little different in Scotland, and, for example, Isobel Hutton,
the first woman psychiatrist at the Royal Edinburgh Asylum, described how the asylum
chief Dr George Robertson welcomed Freudian ideas, which helped to contribute to the
relatively positive attitude to psychoanalysis in Scottish psychiatry at the time.42 However,
the vast majority of British neurologists and asylum doctors took no practical interest in
psychotherapy. By the end of the war this situation had changed dramatically. There was
a great increase in the number of doctors practising and being trained in psychotherapy. Drs
Maurice Craig and Henry Head established the Cassel Hospital in London, whose remit was
to provide psychotherapy for the civilian population. The Tavistock Clinic was also founded
during this period and it too provided psychotherapy for the public. The concept of mental
disorder expanded, and it came to be seen as something that could afflict anyone, not just
those of ‘tainted stock’. From the early 1920s a proliferation of books on psychotherapy were
published. These changes had been brought about by the war-time experience of shell shock.

Early Twentieth Century Developments
The Tavistock Clinic was established in 1920 as one of the first outpatient clinics in Britain
to provide systematic psychodynamic psychotherapy for patients who could not afford
private fees.43 Its founding medical director was Hugh Crichton-Miller who had worked
with shell shock victims in the First World War. He wished to bring Freudian theory to the
civilian population and, in particular, to those suffering from neuroses and personality
disorder. He brought an eclectic approach to the clinic, which embraced other therapies, but
in the years following the Second World War, orthodox psychoanalysis came to dominate
the institution. The period from 1930 to 1960 saw an upsurge of interest in psychoanalysis in
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Britain, greatly stimulated by the many refugees fleeing Nazi Europe and settling in Britain.
As we have seen, this included Freud and his daughter Anna in 1938, but also Hannah Segal
and Michael Balint. During this period, there emerged the Tavistock Institute of Human
Relations, which became responsible for teaching and research.

Anna Freud
In 1936, Anna Freud published The Ego and theMechanism of Defence, which developed her
father’s concept of the ego and the role of defence mechanisms. Her work was favourably
received in America by the so-called ego psychologists such as Heinz Hartmann. Anna
Freud, along with Melanie Klein, was a pioneer in establishing psychoanalytic psychother-
apy for children. Unfortunately, they strongly disagreed with each other’s theoretical
position and clinical approach. As Likierman has observed, the technique of child analysis
developed through disputes and conflicts, leading finally to an open confrontation,
described as the ‘controversial discussions’.44 These took place between 1941 and 1945 in
London, to where both women had emigrated. No consensus could be reached. Anna
defended her father’s position against Klein’s view that the Oedipus complex occurred
earlier than Freud had speculated. Unlike Klein, Anna thought that children were not
capable of developing transferences the way adults could. She emphasised the importance
of forming a supportive bond with a child in analysis. Since children were still under the
influence of their parents, she argued, the internal structure of their mind had not yet fully
formed and was not capable of developing a transference relation with a therapist.45 Anna
Freud emphasised the importance of the environment in a child’s development, an envir-
onment which in the first instance mainly involved the mother whom the analyst must not
displace but rather work alongside.46

Melanie Klein and Object Relations Theory
Melanie Klein was responsible for an approach to psychoanalysis that came to be known as
object relations theory.47,48 Object relations theory aimed to replace Freud’s drive theory
with a radically different model which emphasised the primacy of relations with others. It
was concerned with exploring the relationship between real people in the external world and
the internal images of them that individuals formed. It sought to examine how these two
entities, external and internal ‘objects’, interacted.

Klein was an Austrian analyst who moved to London in the 1920s at the invitation of
Ernest Jones, a British colleague of Freud and his first major biographer.49 Klein depicted
the mental life of the child and adult as being an intricate web of phantasied relations
between the self and others, both in the external world and in the internal world of internal
‘objects’. She maintained that aspects of the internal world, such as feelings or images, could
be ‘projected’ externally, while aspects of the outer world could be ‘introjected’ into the
inner world. Klein worked with children as well as adults, and her technique with children
involved using play and art materials (Figure 1.1).

Klein held that the crucial period in life was infancy when the baby experienced an
intolerable conflict between love and hate. The baby tried to resolve this conflict by
projecting the aggressive part of him or herself on to the outer world. The infant perceived
‘objects’ as partial: they were split into the all-good, as represented by the nourishing ‘good
breast’, or the all-bad as represented by the unsatisfying ‘bad breast’. At a later period, the
infant was said to develop a more balanced relation to the mother and see her as a whole
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person made up of good and bad qualities. However, the infant also felt guilt, remorse, and
depression at the realisation that they had entertained violent emotions about the mother.
This led to what Klein termed the ‘paranoid position’ and the ‘depressive position’, with the
former defending the child against the ‘depressed’ feelings (i.e. more mixed and realistic
feelings) of the latter. As Lisa Appignanesi has observed, Klein’s complex theory gradually
permeated wider society and led to the impossible implication for the mother that she was
both utterly passive and infinitely responsible for her child.52

The Scottish Contribution: Ian Suttie and Ronald Fairbairn
Some of the early criticism of Klein and of Freud came from Scotland. The Glasgow
psychiatrist Ian Suttie, author of The Origins of Love and Hate, objected to the Kleinian
picture of the infant as paranoid and aggressive.53 Instead, Suttie held that the infant had an
innately benign and sociable relationship with others, and that negative qualities only
emerged if normal development had been impaired by a troubled upbringing. Suttie quoted
with approval Ferenczi’s contention that it was the therapist’s ‘love’ that cured the patient.
In Freud and the Post-Freudians, Brown contrasted Suttie’s The Origins of Love and Hate,
which he maintained offered a democratic and matriarchal perspective, based on love, with
what he saw as Freud’s authoritarian and patriarchal perspective, based on the sexual
drive.54

The Edinburgh analyst Ronald Fairbairn objected that Freud’s theory was mechanistic,
atomistic, and was expressed in depersonalised language.55 His own theory shifted from

Figure 1.1 Drawing by ‘Richard’, one of Klein’s patients, in 1941. Klein described this work with ‘Richard’ in detail in
‘Narrative of a Child Analysis’ in 1961.50 Klein viewed child’s spontaneous play as the equivalent of free association in
the adult. Her work, along with other early child psychotherapists, influenced the subsequent development of the
discipline of play therapy.51 Reproduced with kind permission of The Melanie Klein Trust.
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Freud’s drive model to a relational one.Where Freud had suggested that the infant was born
into the world unrelated to others and became related only secondarily as they provided him
or her with pleasure, Fairbairn held that infants were orientated towards others from the
start. Subsequent emotional and mental difficulties were seen not as deriving from conflicts
over pleasure-seeking impulses, but disturbances in relations with others. Fairburn also
criticised Melanie Klein, in particular her notion that all the action took place within the
child’s head, and argued, instead, for the importance of seeing the child’s parents as real
people, rather than objects of fantasy.

Towards the end of his career, Fairbairn became critical of the standard analytic method.
He maintained that ‘The relationship existing between the patient and analyst is more
important than the details of technique.’56 Gomez57 has judged that Fairbairn’s work had
a far-reaching effect on how psychotherapy was practised. Analysts began to accept that
patients needed a genuine relationship with their therapist rather than just merely being
given interpretations. Suttie and Fairbairn have been seen by Gavin Miller58 as providing
a particularly Scottish perspective on psychoanalysis characterised by a philosophy of
questioning from first principles the foundations of Freudian theory, and by an emphasis
on kinship and community, rather than on the isolated and self-seeking ego of classical
analysis. In later years, Dr Jock Sutherland, who had been the Medical Director of the
Tavistock Clinic from 1947 to 1968, returned to his native Edinburgh, where in 1972 he was
instrumental in the formation of the Scottish Institute for Human Relations, considered the
Scottish counterpart to the Tavistock.

The ‘Middle Group’: Michael Balint, John Bowlby, and Donald
Winnicott
In the post-war period, there emerged a permanent split in the training programme at the
Tavistock: one group followed Melanie Klein, and another, Anna Freud.59 Those who were
appalled by the dogmatisms of the Kleinians and Freudians joined the so-called Middle
Group, which included Michael Balint, Jock Sutherland, John Bowlby, Donald Winnicott,
Charles Rycroft, and Marion Milner.

Michael Balint
Michael Balint was an Hungarian psychoanalyst who had been analysed by Ferenczi. He is
remembered for creating the ‘Balint groups’.60 Balint realised that from a practical point of
view, the high cost and time-consuming nature of psychoanalysis militated against it
making a major impact on the general population. Instead, he proposed that frontline
workers in the mental health field should be trained in psychodynamic thinking. He set up
groups where clinicians wouldmeet regularly with a psychoanalytically trained facilitator to
discuss case material brought by participants. Such groups proved very successful, and
versions of them still run today (see Chapter 18).

John Bowlby
John Bowlby, along with Donald Winnicott, played a major role in shaping the post-war
establishment’s consensus on parenting.61 Bowlby was one of the few clinicians to play an
influential part, both within British psychoanalysis and in the setting up of the NHS after the
war. Bowlby had been sent away early to boarding school by his rather cold, upper-class
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family, and was acutely sensitive to the importance of separation for young children.62 After
the SecondWorldWar, he undertook groundbreaking investigations into the lives of children
who had been evacuated or displaced during the conflict. In his Forty-Four Thieves: Their
Characters and Home Life, Bowlby argued that prolonged separation of small children from
their homes and their mothers led in many cases to the development of a criminal character.
In the 1951 WHO Report, Maternal Care and Mental Health, Bowlby concluded that it was
essential for their mental health that an infant or young child experienced a warm, intimate,
and continuous relationship with their mother or her permanent substitute. If not, the child
would subsequently show signs of deprivation, manifest by depression or an excessive need
for love or revenge. He emphasised the importance of the quality of this real relationship
rather than the infant’s fantasies about it. As Appignanesi has commented, Bowlby’s work
consolidated the theory that mothers needed to stay as close to their infants as possible, while
fathers went out to work to provide money for the home.63

Drawing on research in ethology as well as psychoanalysis, Bowlby fully developed his
theory of ‘attachment’ in his influential trilogy: Attachment (1969), Separation (1973), and
Loss, Grief and Mourning (1980). He argued that the mother or ‘attachment figure’ should
acknowledge the infant’s needs for comfort and protection, while also respecting their need
for autonomy. If this ‘secure attachment’ was successfully achieved, then the child would
develop an internal model of the self as valued and reliable. If it was unsuccessful, the result
was an ‘insecure attachment’ and the creation of an unworthy and incompetent self. Bowlby
saw therapy as a ‘reparative’, emotional process, and maintained that it was not just about
attaining intellectual insights. However, the understanding of attachment has evolved since
Bowlby outlined his initial theories and there is now a recognition that insecure attachment
is common and does not inevitably lead to major emotional problems, although it does
influence how an individual develops psychologically (see Chapter 2).

Donald Winnicott
Donald Winnicott was a paediatrician by training and, like Bowlby, had studied the effects
on young children of being evacuated from their homes during the SecondWorld War.64,65

Appignanesi sees him as a romantic who believed that an infant who enjoyed a relationship
with a ‘good-enough mother’ would develop an authentic and creative self.66 Winnicott
constructed a theory to explain how the self emerged out of its relations with others. He held
that a lack of contact with others or, alternatively, an immersion in the world of others,
presented dangers. He focused on the conditions that enabled the child to see his or herself
as separate from others. The mother provided a crucial role in helping the self of the infant
to emerge. If maternal provision was inadequate, the infant self might fragment. The infant
would become overwhelmed by the demands of others and would lose touch with their own
spontaneous needs. This would result in a split between the ‘true self’ and the ‘false self’. The
‘true self’ would hide away, while the ‘false self’, which was moulded by maternal expect-
ations, would deal with the outside world. The ‘false self’ served to protect the integrity of
the ‘true self’. In adult life, if this strategy failed, the self could fragment into several parts
and psychosis could develop. Winnicott’s work was to influence the radical Scottish
psychiatrist R. D. Laing when he came to depict the inner world of psychosis.67

Winnicott believed that Klein had described the infant in isolation from the actual
reciprocal primary relationship in which he or she developed. He noted that Freud and
Klein had emphasised the role of disillusionment in human development, during which
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growing up was portrayed as a process of mourning, but, in contrast, he contended,
development was better viewed as a creative process of collaboration between mother and
child. Adam Phillips has judged that one ofWinnicott’s major contributions to therapy ‘was
to have evolved a genuinely collaborative model of psychoanalytic treatment in which the
analyst creates a setting that also makes possible the patient’s self-interpretations’.68 The
therapist’s role was not to be overly interpretative, but to provide a congenial milieu in
which the patient would make a journey of self-discovery.

The Turn to the Child
Commentators have noted how the focus in psychoanalytic thinking shifted from the sex
instinct to themother and child relationship. Just as the experience of shell shock in the First
World War had been influential in the development and acceptance of psychoanalytic
theory, the problems of evacuated children in Britain during the Second World War
changed psychoanalytic thinking about childhood.69

As Appignanesi observes:

Mothers displaced castrating fathers as the crucial authority dominating both childhood and the
inner life: it was on the base of that earliest and fundamental relationship, not the paternal one,
that all future relations, of love and power, of attachment and dependence, would be placed.70

Phillips pointed out that this new conception of child development had social consequences,
especially for women:

Just as women were being encouraged to stay at home again after their crucial work during
the war, coercive and convincing theories about the importance for children of continuous
mothering, of the potential dangers of separation, began to be published which could easily
be used to persuade them to stay there.71

Another consequence of the Second World War was the development of both group psycho-
therapy and the ‘therapeutic community’. In the 1940s at the Northfield Military Hospital near
Birmingham, two clinicians, John Rickman and Wilfred Bion, set up what was known as the
‘first Northfield experiment’.72,73 This was taken over by Michael Foulkes for a second experi-
ment, this time comprising group psychotherapy. The lessons learnt informed the future use of
group psychotherapy with civilian populations in the post-war period. Also working at the
Northfield Hospital was Tom Main, who coined the term ‘therapeutic community’. Main
introduced a more democratic structure to the hospital which involved patients in decision-
making and which sought ‘resocialisation of the neurotic individual.’74 In civilian life, he
continued this work at the Cassel Hospital, as did Maxwell Jones at the Henderson Hospital.
In Europe, Victor Frankl, who had survived the Nazi concentration camps, returned to Vienna
where he introduced his existential-inspired ‘Logotherapy’, founded on his belief that human
beings were primarily concerned with finding a meaning to their life.75

Psychosis
Although Freud generally did not think that people with psychotic illnesses could be treated
with psychoanalysis, he observed that ‘so many things that in the neuroses have to be
laboriously fetched up from the depths are found in the psychoses upon the surface, visible
to every eye’.76
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The attempt to use psychotherapy to treat patients with psychosis was practised much
more in America than Britain. An exception was R. D. Laing, who had trained at the
Tavistock in the late 1950s. Holmes credits Laing with introducing British readers to
therapists such Harry Stack Sullivan, Harold Searles, and Fromm-Reichmann and their
psychoanalytic models of psychosis. Holmes writes:

Laing’s long-term influence should not be underestimated . . . He validated the inner world
and experience of the severely mentally ill, seeing psychotic phenomena as covert commu-
nications, often about traumatic or painful experiences, rather than meaningless manifest-
ations of a dysfunctional brain. He emphasised the family context of psychosis.77

Concluding Remarks
This brief history has shown how social and cultural factors have influenced both the theory
and practice of psychodynamic psychotherapy. We have seen how the two world wars had
a significant impact on the development of psychotherapy. We have also seen how Freud’s
original theories were challenged and, it could be argued, this has led to improvements in
how psychotherapy is conducted and thought about. The therapist is more active and
responsive to the patient. Courses of treatments are shorter. Patriarchal assumptions have
been exposed, and, in theorising about psychotherapy, more attention is paid to the role of
the mother and her interaction with her child.

Some commentators, though, have seen the emergence of psychotherapy in modern
times and the apparent extension of its concepts to all aspects of everyday life as a cause for
concern. The sociologist Frank Furedi has used the term ‘therapy culture’ to decry what he
sees as people’s loss of the ability to be stoical and accepting in the face of the inevitable
hardships of life.78 Instead, people increasingly see themselves as passive victims in need of
therapy. While there is undoubtedly some truth in Furedi’s contention, he has been
criticised for minimising human suffering and advocating an old-fashioned stiff-upper-lip
approach to mental pain.

At the beginning of this chapter, we observed that there has often been a conflict between
psychotherapeutic and biological approaches to the treatment of mental illness but that
many clinicians wished to see a rapprochement between the two sides. This would seem to
be vital. No matter what advances are made in biological psychiatry, the patient remains
a unique individual with a unique set of experiences and personal history. Contemporary
neuroscience has a tendency to see human beings as malfunctioning mechanisms.
Psychodynamic psychotherapy, with its stress on attending in great detail to the individual’s
life story, is especially placed to ensure that the patient as a person does not disappear.
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Introduction
At its heart, psychodynamic theory is interested in the underlying dynamics of humans and
their relationships. Psychoanalytic theory covers a wide breadth of matters, and, as dis-
cussed in Chapter 4, there are various ‘schools’ with much overlap, but also differences. As
such, this theory chapter can in no way be exhaustive, but is intended as an accessible
introduction to this rich area. We draw on, and at times integrate, various aspects of
psychodynamic therapy, focusing on aspects of theory that we have found particularly
useful in clinical practice.
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Adverse social circumstances including poverty, inequality, and social injustice are
hugely influential on human relationships and are linked with adverse interpersonal
experiences in childhood. This dimension is crucial for an understanding of human
development, as is awareness of the correlation between childhood experiences of neglect,
abuse, and family difficulties on a person’s subsequent physical and mental health.[1] These
aspects are expanded on in Chapter 15. Beyond the scope of this chapter is an understanding
about war, displacement, and refugees in terms of the impacts on human development and
implications for therapeutic work (see e.g. R. K. Papadopoulos’s ‘Refugees, trauma and
adversity-activated development’[2]).

Throughout this chapter we will expand on some key aspects of early psychoanalytic
theory, including the work of Freud, which has already been touched on in Chapter 1. Later
psychodynamic theorists have often used Freud’s psychoanalytic ideas as their starting point
and many of his concepts remain in common use in contemporary psychodynamic psycho-
therapy, although the way they are used has often changed.

This chapter will commence with a clinical vignette which will be used to illustrate some
of the theoretical concepts throughout the chapter.

Clinical Example 1 Andrew

Andrew, a 45-year-old dentist, came to therapy with a long history of depression for which
he had been admitted to hospital on several occasions. Initially he seemed motivated and
keen to attend, but quite quickly became convinced that the therapist disliked him and
began to write numerous letters demanding reassuring responses and suggesting that he be
discharged as he was obviously a hopeless case. Eventually the therapist began to dread
seeing the patient and started to hope that he would drop out of therapy.

Both patient and therapist were initially happy to work together, so how can we
understand what happened here? We will explore this as the chapter progresses.

The Importance of Early Development
In our life as an infant, we are totally dependent on others. How expression of our basic
needs is met – and the ‘fit’ between the nature and intensity of our needs and the capacities
of the family environment – is important in the development of our sense of self and others.
This is a basic place to start, but much else of what follows relates to this.

As the psychoanalyst and neuropsychologist Solms explains: ‘The human infant is not
a blank slate; like all other species, we are born with innate needs. These needs [. . .] are felt
and expressed as emotions.’[3] Object relations and attachment theory (see later) emphasise
a central human need to seek and be in contact with caregivers. Developing a safe-enough,
trusting relationship with one or more caring figures provides a secure base, which brings
the capacity for learning, exploration, play, and the expression and meeting of other needs
(see Box 2.1 for other innate needs). Separation from key caregivers is felt as panic, and loss
of them as despair.[3]

Whilst we have innate needs in common with each other, the personal expression and
character of these vary according to an individual’s temperament. Furthermore, the nature
of the interactions between the infant and those around him influences how the infant
expresses and relates to his needs and feelings.
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From an infant observation and neuroscience perspective, in the daily life of an infant they
experience many ‘highly arousing, affect-laden and short interpersonal events that expose the
infant to high levels of cognitive and social information’.[5] This refers to the ordinary
processes of family life, which mostly function in good-enough ways. For example, a baby
has a need to be close to someone and therefore cries. This is noticed by the parent or carer
who moves closer, perhaps holding the infant. Through these early interactions and how they
feel, the infant learns, gradually, something about their own inner and outer worlds.

Gwen Adshead, psychiatrist and psychotherapist, describes the importance of communi-
cation and understanding of feelings in human relationships: ‘An individual who experiences
a strong emotion is able to transmit that experience to others (and vice versa).’[5] In accounting
for this observation, Adshead draws on the neuroscience of the operation ofmirror neurons[6]

which ‘fire when another’s emotional experience is witnessed’.[5] Adshead continues:

‘The closer the emotional tie, the more pronounced the experience: we do feel the pain of
others, especially those with whom we are in close relationships.[7] Caregivers of infants,
both human and non-human, regulate the stress responses of those infants through
attachment relationships.’

Through repeated cycles of interactions in which the child experiences the caregiver as
recognising their mental states, the infant develops the capacity to reflect on their own
feelings, and also reflect on the mental states of others.[8] This is referred to as ‘reflective
functioning’ or ‘mentalizing’. The more someone develops these reflective abilities in their
early years, the easier they are likely to find navigating relationships as they grow up. This
modern conception has its roots in earlier psychodynamic theory, particularly the work of
Bion (see Box 2.2). Finding containment for feelings through these kinds of interactions
with a trusted other continues in various forms throughout adult life – including in the
therapeutic relationship (see section on Containment later in this chapter).

Box 2.1 Innate emotional needs

- To seek and be in contact with people who look after us (as described above)
Other needs include (after Solms[3]):

- To explore and interact with the world and people in it, as our bodily and emotional
survival depends on this. This is a ‘foraging or seeking or “wanting” instinct’, which is
felt as interest and curiosity.

- To ‘care for and nurture others, especially our offspring’.
- Other needs include to escape dangerous situations (felt as fear), and a need to try and

remove frustrating things that get ‘between us and satisfaction of our needs’ (felt as
rage). There is a need for sexual partners (felt as lust), the timing of which is a complex
discussion beyond the scope of this chapter, but suffice to say that this matures during
adolescence.

The need for play
- Psychodynamic theory regards playing as being vital, not just for cognitive and motor

development, but for its importance in developing creativity and ‘transitional spaces’.
The latter refers to the use of play and objects as a transition from the early intimate
feeding and nurturing relationship with a parent to something more separate. Play
gives, as Suttie describes, ‘that reassuring contact with his fellows which he has lost
when mother’s nurtural services are no longer offered or required’.[4]
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The process of an infant developing their reflective abilities hasmany influences, including
neurodevelopmental factors, wider social circumstances, and the parent’s capacity to reflect
on their own and others’ feelings. This latter dimension is, in turn, influenced by the parent’s
experiences of being parented. Hence the concept arises of intergenerational patterns of
mental health, ranging from being good-enough to cycles of distress and deprivation and
everything in between. Fonagy and Allison,[10] drawing on attachment research,[11] explain
that when family circumstances are such that the child has ‘not benefitted from the oppor-
tunity to be understood and thought about in [a good-enough] way by a sensitive caregiver’
then the child’s development of the capacity to notice and reflect on their own feelings and
those of others may be compromised. At the more extreme end, when a child’s feelings are
repeatedly met with indifference, attack, or neglect (e.g. if their fear is ignored), this can have
important adverse effects on the child’s emotional development – both in terms of the kinds of
templates the child forms of relationships, and also the psychological defences that develop to
manage uncontained feelings.

As Winnicott explains, with regard to parent-infant attunement, the parent or carer does
not need to get every interaction ‘right’; this is neither possible or desirable.[12] In fact,
attempting ‘perfect’ care may be a dynamic more likely to communicate that distress and
discomfort cannot be tolerated. With family life, as in therapy, mistakes happen and people
get things ‘wrong’. These situations potentially offer opportunities for coming to terms with
external realities and the ordinary limitations and disappointments of life; as well as providing
experiences of repairing relationships after ruptures. Furthermore, Winnicott posits that the
disappointment when the other ‘gets it wrong’ can help the individual with developing a sense
of being their own person who is separate from the other[12] – a gradual realisation that I’m
going to have to do something about this myself then, you can’t do it all for me.

Development of the Internal Relational World – Object Relations
Influenced by repeated encounters with caring figures (external ‘objects’) in our early
months and years, we develop – through learning – mental representations of these
interpersonal interactions.[13] We develop mental representations of what others and the
outside world are felt to be like (‘object-representations’) in relation to self-representations,
which are oriented towards, and influenced by, these representations of others (see Box 2.3).

Box 2.2 Bion and containment

W. R. Bion’s conception of emotional containment and of container/contained has been
influential on subsequent understandings of how we manage our feelings and get to know
ourselves.
Bion captures the infant’s world as not wholly blissful, but as sometimes confusing,

strange, and with intense feelings. In ‘A theory of thinking’ (1962) Bion uses the example
of an infantile fear of dying or disintegrating to illustrate a process of containment. He writes
how ‘normal’ development follows if the relationship between infant and mother ‘permits
the infant to project a feeling, say, that it is dying into themother and to reintroject it after its
sojourn [in the mother] has made it tolerable to the infant psyche’.[9] In this case the mother
is the ‘container’ and the infant’s anxieties are ‘contained’. Conversely, if these projections
are repeatedly not accepted, the infant might reintroject ‘not a fear of dying made tolerable,
but a nameless dread’.
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As Adshead explains, as the infant grows, it is experiences of the relationship with caregivers,
rather than the memory of any particular caregiver, that influences the natures of our inner
object relations.[5] These inner object relations are the underpinnings of fundamental
aspects of our lives: how we relate to ourselves and others; how we regulate and respond
to our affects and needs and those of others. From a neuroscience perspective, self- and
object-representations ‘are not “things” stored in memory, but connections among mental
units (ideas, memories, sensations, affects, etc.) that “fire together”’.[14]

There is a consensus across psychodynamic schools of thought that our internal world
(and our defences and difficulties ensuing from this) is not shaped purely by external
experiences. Inner objects are not exact replicas of real caregivers, but how we inwardly
experience these relationships and events using our own specific defences. In other words,
we interpret the external world in our own highly individualised ways.[18] Some psychoana-
lytic writers, for example Melanie Klein, emphasise the important role of the infant’s
constitutional ways of experiencing, interpreting, and relating to the external world, and
how these factors may influence how others response to the infant.[19] As Cierpka explains:

Box 2.3 Development of object relations theory

‘The shadow of the object falls on the ego.’ Mourning and Melancholia, Freud [15]

Contained in this 1917 paper are the beginnings of the idea of internal objects. Freud
describes how an aspect of the ego can become identified with an external other. The ego
is a term for the part of experience felt as ‘I’.[16] Later, in his structural model, Freud
suggested that as the child grows up, the ‘superego’ is formed by an aspect of the ego
which has adopted parental values (a process referred to as ‘internalisation’). The superego
influences and is influenced by other aspects of the mind. For example, someone may be
described as having a ‘harsh’ superego if their superego is never satisfied and makes harsh
criticisms towards the ego, leaving the ego feeling criticised and inadequate.
Fairbairn (who was introduced in Chapter 1) builds on earlier theorists. He postulates that

there are dynamic aspects of the person’s mind, which function semi-independently whilst
also influencing each other. Similar to aspects of Bowlby’s attachment theory approach,
Fairbairn describes how, growing up, we develop an internal model of the relationship with
our key external ‘objects’ (i.e. caregivers). Continuing these theoretical ideas, Ogden (1983)
postulates that an internal object relationship comprises a pair of ‘dynamically unconscious
suborganizations of the ego, one identified with the self and the other with the object in the
original early object relationship. These aspects of ego stand in a particular relationship to
one another, the nature of which is determined by the infant’s subjective experience of the
early relationship.’[17] Chapter 4 discusses this topic further from a contemporary neurosci-
ence perspective.

Language

The term ‘object’ links to the language of grammar where in a sentence there is a subject and
an object, as in the phrase: ‘the object of somebody’s affection’ (or attention, hate, fear, etc.).
The psychodynamic use of the term ‘object’ derives from early Freudian drive theory as
referring to the object of a drive – usually a person or a part of a person. The term has
persisted and evolved within the field. Although the word ‘object’ might initially evoke
a notion of a static thing, in psychodynamic therapy the words ‘object’ and ‘object relations’
refer to lively dynamics of our inner and interpersonal life.
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‘children do not only identify with the caregiver and familial relations and functions, they
also influence and change them from the beginning of their lives’.[20] What this means is
that, depending on circumstances, the child can contribute to the very relationship patterns
they identify with.

Internal object relationships ‘are repeated again and again throughout life’ (see Clinical
Example 2).[13] Object relationships provide a template for subsequent relationships – pre-
dicting what others will be like and what position the self will be cast in by others. The roles
can be reversed as when an individual, at times, takes up the position of the object-
representation and casts others in the role of the self-representation (see Figure 8.2 in
Chapter 8). Object relationships also influence themainways that a person relates to themself.
The question of why one would identify with a ‘bad’ object is discussed further in Chapter 12.

Clinical Example 2 Ben: to illustrate the link between internal and external worlds

Ben was a man in his fifties with a paranoid presentation. He had an internal world domin-
ated by a suspicious, persecutory object in relation to a representation of self as afraid and
scrutinised. He had experienced his father as a violent man, and his mother as unable to
protect him. In the present day, Ben experienced his neighbours according to the template
of his inner persecutory object and felt they were unaccountably hostile towards him –
accordingly, he automatically treated them with suspicion, aggression, and put security
cameras up. His neighbours felt threatened by him and acted on these feeling by treating the
patient in unfriendly and sometimes frankly hostile ways. Ben himself did not recognise this
account of his interpersonal behaviour – he experienced himself and his actions as wholly
benign and that the neighbours were unaccountably treating him in a terrible way. When
Ben moved house because of the ‘bad neighbours’, the problem soon recurred.

These internal relational dynamics – sometimes referred to as the internal ‘drama’ – can
take myriad forms, including abandoning, rejecting, absent, intrusive, passive, demanding,
as well as, of course, many benign forms. If the infant has had ‘good-enough’ experiences,
internal object relationships are likely to be benign, able to be influenced by external reality,
and flexible – this is sometimes referred to as a ‘good object’. This leads to good mental
health, the ability to trust others and make use of caring relationships, and reality testing.
However, due to a difficult early environment or constitutional factors or both, this internal
world can operate with harsh, critical, internal object relationships which can be persecu-
tory and more rigidly held. What seem like troubling or destructive ways of being in
relationships as an adult, can be understood in terms of the context and subjective experi-
ences where they were learnt.

Clinical Example
Clinically, when we talk about object relations, what does this look like? Picking up the
example of the dentist Andrew in Clinical Example 1, over time in therapy, it transpired
that, time and again, his relationships were dominated by a dynamic between:

- a criticising and rejecting object-representation, associated with feeling of dislike and
irritation towards himself and others.

- a rejected, useless, and unlikable self-representation, associated with a feeling of low
mood.

This is depicted in Figure 2.1.
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Note that these dynamics operate largely unconsciously (see Box 2.4). Andrew did not
come to therapy saying ‘I tend to treat myself in a rejecting way, leaving a part of me feeling
useless’. Instead, he was aware of feeling low and suicidal. A patient’s presenting feelings are
a signal that something is happening in his internal world; feelings may also signal that one
or more innate emotional needs are not being met. That is, Andrew’s low mood may also
signal that his need for nurturing contact with others was not being met. Furthermore,
Andrew was not initially aware that the criticism he experienced repeatedly from others
(including the therapist) had anything to do with how he perceived or treated others.
Instead he told story after story about hostile bosses, and invited discharge from the
therapist as he must be a ‘hopeless case’.

A patient’s feelings and repeated patterns of interpersonal dynamics can give indications
as to the underlying internal object relationship. The therapist’s observations of these dynam-
ics – and the patient having the space to listen in to himself – provide a way in for the patient
to becoming better acquainted with his inner world and his relationships with external others.
The steady therapeutic relationship offers a relationship where underlying patterns ‘can be
thought about and understood in a way that frees people to change’.[21] The theory of this is
expanded later in this chapter (and Chapter 4), and the practice in Chapters 7 and 8.

Criticising
Rejecting

Rejected
Useless

Unlikeable

Object-representation

Self- (or subject)
representation

Irritation, disdain

Low mood

Main affectsObject relationship

Figure 2.1 Schematic illustration of a key object relationship in operation for Andrew from Clinical Example 1.

Box 2.4 Most of mental functioning operates unconsciously

Thinking about an adult who comes for psychotherapy, significant ways that they interact
with themselves and with others are often so automatic as to seem unremarkable or
unnoticeable to the patient.
The reason behind this is that most of our inner life, our intentions, and how we relate to

our self and others happens automatically, without us being consciously aware. Solms
explains that: ‘Consciousness (“working memory”) is an extremely limited resource, so
there is enormous pressure to consolidate and automatise learned solutions to life’s
problems . . . only 5% of our goal-directed actions are conscious’.[3] Early interpersonal
learning is ‘procedural’; as with riding a bike, procedural learning operates unconsciously.
(See Chapter 4 for more detail about memory systems.)
These relational patterns may be observed and become clearer through how the patient

relates to the therapist (the ‘transference’ – see later in this chapter).
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To summarise, under the influence of early childhood relational experiences, transge-
nerational patterns of relating, social circumstances, and constitutional factors (and the
interaction between all these), the individual develops an inner world with internal objects,
which operate mostly unconsciously and in relation to each other.

Accommodating to the World As We Find It
No human’s development is smooth and without predicaments, difficult periods, or crises.
How we negotiate the predicaments we face is strongly influenced by the kinds of relation-
ships we have. Are we generally able to express our needs and feelings and, if so, how are
these received and responded to? The infant learns how to manage the inevitable mis-
matches between his innate needs and the realities of the outside world to make the best out
of situations he is faced with (see Box 2.5). Later in life, we continue to learn about how to be
in relationships, but the early period is particularly formative for brain development,
heightened by the infant’s vulnerability and dependence on others.

We develop patterns of responses to manage competing pressures from the external
world, our internal objects, and our needs. These responses include learning how to
compromise and how to meet these needs symbolically (classically, this is referred to as
‘ego functioning’). We learn interpersonal ways of being and acting to get the best out of the
world as we experience it, and develop psychological defences to avoid overwhelming
emotional pain and distress.[3] In summary, in our early years, we learn templates of ‘how
to be with the other’ that remain and influence us throughout our adult lives.

Box 2.5 Bowlby and attachment theory

Bowlby, working as an analyst during the Second World War, noticed the effects of evacu-
ation on children as they were separated from their caregivers. Using these observations and
also the behaviours of very young animals around their caregivers, he developed his
attachment theory. This theory was different from the drive theories of Freud in that
Bowlby considered that the human infant was primarily relationship seeking – not just for
reduction of unpleasant feelings, but because proximity to the caregiver made the infant feel
safe and secure. Bowlby theorised that attachment seeking had a basis in evolution and
biology in that proximity to a more experienced adult kept the infant safe from environmen-
tal dangers.
Bowlby described secure attachment, which was associated with good-enough and

responsive caregiving by the adult, and insecure attachment – further divided into disor-
ganised, avoidant, and ambivalent. These attachment styles can be directly observed in
children and adults.[22] Attachment style is relatively stable across a person’s lifespan, though
it is not fixed.[23] Securely attached children seek out care when distressed and canmake use
of relationships to feel understood and to regulate their feelings. Children with a more
avoidant pattern tend to avoid caring figures when distressed and may themselves discon-
nect from their feelings and indeed appear undisturbed on the surface; however, distressing
feelings are likely to intensify as they remain unprocessed and may suddenly and unexpect-
edly surface before retreating again. Individuals with highly ambivalent attachment ‘may
seek and then reject help. They are likely to be fearful of asking for help, and this fear can
cause increasing arousal and ultimately hostility towards those they are approaching for
help’.[5] These patterns can be understood as the infant adapting to get the best out of the
relationships he finds himself in.
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The Dynamics of Insoluble and Overwhelming Problems
We learn unconscious interpersonal adaptations (‘solutions’) to problems, even if they do
not seemingly work very well. When we are overwhelmed with an insoluble problem and
cannot work out how to reconcile core emotional needs with the situation we find
ourselves in, the automatic (unconscious) interpersonal ‘solutions’ we learn will necessar-
ily be inadequate. There are many kinds of attempted solutions. This might involve, for
example, learning to retreat from relationships and be as invisible as possible. Other
adaptations might include: learning to please others to keep others’ affection; using
aggression to feel powerful and distanced from vulnerable feelings; or using other
defences to provide relief from intense or unacceptable feelings experiences (see later in
this chapter).

Although the best adaptation at the time, these ‘solutions’may cause difficulties later in
life if these ways of being persist and continue to influence us even as external circumstances
change. Solms explains the subtle but important point that our inadequate but least-bad
‘solutions’ to insoluble difficulties are treated by us as if they do work well.[3] Hence an adult
patient may hold on tightly to a habitual way of operating in the world learnt as a child or
infant, even though they may intellectually understand that it currently does not work well
and is responsible for present-day distress (see Clinical Example 3). This lack of awareness
about relational patterns and difficulty in modifying these is related to a number of factors,
including: our ‘lack of conscious access to implicit procedures’ and associations; our
unconscious avoidance of the painful process of getting to know personal patterns that
developed in relation to insoluble problems;[14] and fear about doing something different
with unknown results.

Clinical Example 3 Anna: holding on to old ‘solutions’

Anna, a psychiatric nurse, undertook one-year of weekly therapy. She missed a few early
sessions as she felt compelled to take on additional shifts at work, although inwardly she felt
completely overwhelmed by her workload. She realised, after some months of therapy, that
her way of never showing her needs was driving her into a depression. At work, she felt
overwhelmed with the stress and pressure of the job, but she kept this hidden from others,
not letting her manager know – hence she kept on being given more work. It transpired that
she had learnt this interpersonal ‘solution’ as a child in the context of being the oldest child
in what was experienced as a fragile home environment (her father was frequently admitted
to hospital and Anna assumed a caring role). Anna recalled feeling afraid and overwhelmed
during her primary school years, with a sense there was no one to depend on. It seemed that
it gradually became habitual not to turn to others.
Through repression of her unmet needs, she carried this solution into adulthood as if it did

work well. Despite an intellectual understanding of the situation, for many months into the
therapy, the notion of any departure from this familiar and unquestioned way of being was
unthinkable.

Core Psychodynamic Theory
We now move on from the topic of early development to look at elements of ‘classic’
psychodynamic theory. This section moves us closer to the dynamics encountered in
therapy sessions.
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Internal Conflict
The notion of internal dynamic conflict is particularly associated with Freud’s topographical
model (1900) and structural model (1923).[24] For Freud, the inner world does not run
smoothly with ‘one mind’. At the heart of Freud’s model is a portrayal of how different
aspects of the internal world and external reality influence each other andmay be in conflict.
The essence of this conception continues into modern psychodynamic practice, although
schools of thought have subsequently developed the specifics.

There are many kinds of conflict that might emerge. These include conflicts between
wanting care versus refusing help; needing to control others versus wanting to submit; or
feeling guilty versus blaming others.[20] There may also be a conflict between core emotional
needs. A therapist working with an object relations approach would approach unconscious
conflict as arising from the dynamics of underlying object relationships and associated
defences. In particular, there may be ‘conflicts between certain units of self- and object
representations’.[25] For example, a person with a controlling/submitting conflict may
internally have both sides of this dynamic – an object-representation characterised by the
need for control with a linked self-representation characterised by a pattern of submitting.
In one mode of operating, a fight for authority and control may dominate the relational
scene, with associated fear of being controlled by others and anger if faced with the prospect
of being told what to do. In a more passive mode, the self-representation is more to the fore
with the person anxious to submit to others and be led, rather than asserting their ideas and
risking ‘breaking the rules’.[20]

Patients often seek therapy because of their instability or unease with internal conflict,
which may manifest as anxiety or another symptom. This idea is discussed further in
Chapter 7 (the section on ‘Working Through’) and Chapter 11 (the section ‘Anxiety as
a Signal of Internal Conflict’). A premise of psychodynamic therapy is that it is helpful to
becomemore aware of our inner conflicts as this allows us to understand better the meaning
of these, which is the starting point for change.

Defence Mechanisms
This section on psychodynamic defences complements and overlaps with the section earlier
on ‘Accommodations to the World As We Find It’. These related concepts are perhaps best
understood as slightly different approaches to the same issue – that of finding psychological
safety and survival. Both sections outline the benefits as well as the limitations and side
effects of protective mechanisms.

In Freud’s affect-trauma model (1885–1897), defences were thought of as being neces-
sary to defend against painful affects coming into consciousness. This concept evolved with
the development of the structural theory (1923) (see Box 2.6).

Defences were considered to be mechanisms to minimise inner tension and conflict
when the gulf between different aspects of the inner world and external reality was too large
to be accommodated without some form of distortion or manoeuvre. A contemporary
perspective builds on Freud’s 1923 conception, bringing it into the relational realm:
defences are still viewed as being about avoiding painful affects, minimising conflict, and
regulating distress, but are also to do with accommodating to difficulties in relationships.
Defences are psychological configurations (or ‘strategies’) that operate to help preserve ‘a
sense of self-esteem in the face of shame and narcissistic vulnerability, ensuring a sense of
safety when one feels dangerously threatened by abandonment or other perils, and
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insulating oneself from external dangers . . . ’.[13] Research using observer ratings has
demonstrated that defences are brought into play when an individual is under increased
stress.[27,28] However, in some individuals, defences are employed ‘as if the danger is always
present’, inadvertently increasing a person’s vulnerability and distress.[29]

Defences may be internally directed, regulating impulses and affects as an aspect of self-
regulation, and/or interpersonally directed ‘involving others in psychosocial arrangements
or collusions for regulating mental balance’.[30] Defences can be thought about as being on
a spectrum from ‘archaic’ to ‘neurotic’ through to ‘mature’. As with most aspects of mental
life, defences are thought to operate mostly unconsciously, though as we move into mature
defence mechanisms, we have increasing awareness of their operation. As McWilliams
writes: ‘virtually any psychological process can be used defensively’.[31] Indeed, the topic
of psychodynamic defences is a large one, and a detailed account of the various defence
mechanisms is beyond the scope of this chapter (see e.g. Vaillant[32] for more information).
For clinical practice, rather than learning by rote about many different defences and fitting
these to the patient, it may be more attuned to the patient to try get to know their personal
ways of trying to maintain equilibrium and avoid distress. Certainly in terms of speaking
with patients, Lemma’s supervisory advice is helpful: ‘It is far more useful clinically to
describe in plain language what the patient is trying to do and why they need to do it than to
use the shorthand of labels.’[33] Having set this context, we now outline a number of
illustrative defences.

Archaic defences (sometimes referred to as ‘primitive’ defences) refer to defences first
used in early development. They may persist into later life as ways of managing marked
inner disturbance, particularly when someone lacks the capacity to make use of caring
relationships to feel emotionally contained, or when such supports are not available.
Examples of archaic defences include splitting, projection, and projective identification –
these three important mechanisms are described in more detail in subsequent sections of
this chapter (and also in Chapters 13 and 14). Denial is another archaic defence, referring to
the distortion of external reality to reduce overwhelming distress – for example, in the
aftermath of the death of a relative, a person may not consciously be in contact with the
reality that a loved one has died. As a further example, when we hurt or harm another

Box 2.6 Freud’s structural model

The structural theory (1923)[24] is a useful prototype for understanding how there may be
conflict between different aspects of the mind. The structural theory describes the tripartite
model which is familiar to many and which consists of the ‘id’, ‘ego’, and ‘superego’.
In this model the ‘id’ is to do with instinctive ‘drives’ and the impulse to seek pleasure and

avoid pain – this corresponds to a modern conception of innate needs. The ego is to do with
thought and action (mostly conscious) and usually operates with rational, reality-based
thinking. The ego is in contact with the external world via the senses. According to Freud,
the superego is formed by the child’s introjection of the parents’ values and ways of living
and is thought to be the vehicle of conscience. A large part of the superego operates
unconsciously.
The ego mediates between the id, superego, and the external world – hence the concept

of dynamic conflict: ‘The poor ego [. . .] serves three severe masters and does what it can to
bring their claims and demands into harmony with one another. . .’ .[26] When this is not
possible, mechanisms of defence come more into operation.
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person, we may be in denial about our destructive impact on others to ward off difficult
feelings of guilt and the painful realisation that we have hurt someone else. Dissociation
can be considered an archaic defence, occurring as a reaction to trauma and serving to
protect a person in the moment from unbearably painful or horrific experiences. As
McWilliams explains, a drawback of this defence is ‘its tendency to [subsequently] operate
automatically under conditions in which one’s survival is not realistically at risk, and
when more discriminating adaptations to threat would extract far less from one’s overall
functioning’.[31]

Moving on to ‘neurotic’ defences, a key defence is repression. As illustrated in the case of
Anna from earlier (Clinical Example 3), repression refers to the pushing out of awareness of
distressing, painful, or conflictual internal experiences (but not to the extent of distorting
external reality – that moves into denial). As therapy progressed, Anna became more aware
of her needs for others and how and why she avoided expressing her vulnerability in
relationships – however, this growing awareness caused her marked anxiety and so, for
a period, she continued to repress her inner feelings and her need for others. Repression
may be successful for a while – potentially someone’s whole life – but the underlying affect or
need does not go away. In fact, itmay bemore likely to intensify by virtue of it being neglected,
and at some point it may return either in the original form or in a displaced manner,
a phenomenon referred to as ‘the return of the repressed’. A patient may suffer but, to
paraphrase Tynan, not know that he is ‘keeping a secret’ from himself.[34] Another neurotic
defence is ‘reaction formation’ – this is the adopting of an opposite position to what one feels
or wants, as the original position feels unacceptable or overwhelming. For example, caring for
someone else when one actually wishes to be cared for, or showing excessive kindness towards
someone whom one dislikes. ‘Displacement’ refers to the redirection of feelings or intentions
away from the original intended recipient on to someone or something else because the
original direction was anxiety-provoking in some way. A classic example of this phenomenon
is taking our anger out on our loved ones when we come home from work, when the real
target of our anger is something or someone at work.

Examples of ‘mature’ defences include sublimation (the channelling of difficult feelings
or wishes into a productive endeavour as a way of managing the feelings), humour, and
intellectualisation (assuming an abstract, intellectual approach to protect oneself from
difficult emotions).

Vaillant found that the use of mature defences is associated with higher adaptive
functioning and that more archaic defence mechanisms are more likely to be associated
with difficulties in functioning.[27] Different clinical presentations are associated with
particular types of defence usage. For example, splitting, projection, and projective identifi-
cation are common in someone operating at a borderline developmental level of psycho-
logical organisation (see Chapter 13). Through the therapeutic encounter, a patient may
become more aware of when their defences come into operation, and what their functions
are. Some research suggests that psychodynamic psychotherapy can modify the pattern of
defences used from archaic to more mature.[35]

Resistance
Freud’s original use of the term resistance was used to describe those dynamics in the patient
which specifically oppose the progress of therapy. In 1936, Anna Freud emphasised the
extent to which the resistances could provide information about the patient’s mental
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functioning. Thus resistance became an object of analytic study in itself – rather than being
something that only gets in the way of therapeutic progress.

Some examples of resistance include: ending therapy prematurely; coming late or
missing sessions altogether; silences during sessions or alternatively speaking a lot but
with little affect; automatically dismissing all the therapist’s interventions as useless or
wrong.[36] An alternative but more unobtrusive form of resistance would be to agree with
everything the therapist says but not changing anything outwith the sessions. This is not
a comprehensive list however as resistances are subtle and individualised because people
coming to therapy will all have had their own difficulties with different ways of dealing with
them.[37]

There is a close link between resistance and defences. Resistance refers to when, during
therapy, existing defences are activated and old ways of being (the adaptations described
earlier) are held onto tightly to defend the status quo, particularly when the prospect of
change may be on the horizon.

Theoretical Approach to Working with Defences and Resistance
Not all defences are pathological and they are present for a reason. It is only when they are
used rigidly or in an overgeneralised manner that they can cause problems. It is therefore
important for psychotherapists to respect defences and not to interpret them over enthusi-
astically or too quickly.

From a theoretical perspective, the task is not to try and ‘break through’ defences or
overcome resistance by force like smashing through a dam. It is likely that many therapists
might privately recognise that, from time to time, we have found ourselves trying to prise
a patient away from their defences, perhaps due to our feelings of frustration when working
long-term with someone who has a rigid defensive structure (Therapist: ‘But can’t you see
how keeping going with this is making you feel worse?’ Patient: ‘But you don’t understand . . . ’).
Such an approach tends to make the person grip on tighter to their defences and increases
their resistance to change.

Instead, as Schafer describes, the aim is to repeatedly come alongside the patient to
understand as fully as possible the function of the defences and the resistance, and then
empathise with this.[38] This approach does not mean colluding with the patient’s defences
or denying their potential destructive impact on the patient or others – indeed the defences
can and should be spoken about explicitly. Continuing the dammetaphor, the task is to take
an interest in why the dam needed to be built, why do its contents need to be held back?
Clinically this might translate into questions such as:What does taking the drugs do for you?
What would it feel like to change? What would you lose? What is making you stop yourself
crying? Only once the patient understands the function of their defences and feels under-
stood by the therapist, then, very slowly, they may find it possible to contemplate a journey
towards change and the anxieties this brings. Chapter 7 on technique expands further on
how to apply this theory in practice.

To let go of something that has kept someone going for so long is not easy. Often, letting
go of defences requires a sort of mourning process – this might entail facing and coming to
terms with regret for the years lost caught up in defensive ways of being; letting go of the
hope for an ideal solution; or mourning the loss of the security derived from a certain way of
being, even if that way of being is inadequate for present-day circumstances (see Chapter 8
for further on mourning).
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Movement between Defensive ‘Splitting’ and a More Integrated
Position
Melanie Klein postulated that the early infant cannot make sense of the world in an
integrated and realistic way. Coupled with a lack of object permanence (i.e. the ability to
grasp that something still exists even when it is not physically present), relationships are not
experienced as having shades of grey. Instead, according to Klein, others and the self may be
experienced in extreme polarisations of either all good (associated with loving feelings) or
all bad (associated with fear, anger, and hatred). This division into good and bad is called
splitting, and the state of mind where splitting occurs is referred to as the ‘paranoid-schizoid
position’. ‘Paranoid’ refers to the persecutory ‘bad object’ and ‘schizoid’ to the splitting up of
whole, realistic relational experiences into polarised ‘good’ and ‘bad’ parts. One might see
something of this in how a baby’s blissful state of peace in himself and security in others can
collapse quickly to one of anger and upset at the other who appears to have ‘gone bad’; this
switch occurring when the mismatch between the baby’s needs and what he experiences
grows beyond a certain point.

Developmentally, from around the middle of the first year onwards, the infant can begin
to move from the split position into a more integrated position where others are experi-
enced as having both ‘good’ and ‘bad’ parts, and correspondingly the infant experiences new
and more mixed feelings.[39] The infant requires a sufficient experience of security in their
world to move into this more integrated position (referred to classically as the ‘depressive’
position) as it entails the loss of the ideal relationship. The integrated position is more
complicated and realistic, with less certainty, and comes with feelings of concern for others
and the infant’s own impact on them.

To summarise, the ‘depressive’ position refers to a state of mind capable of integrating
various dimensions of experience (it does not refer to a state of depression). The ‘paranoid-
schizoid’ position refers to a state of mind characterised by polarised extremes of perception
and experience.

If the infant does not feel secure enough – due to a combination of the infant’s
environmental experiences and biological vulnerabilities – the paranoid-schizoid position
may not be easily left due to the fact it preserves the child’s sense of the ideal object
relationship. For example, if faced with experiences of abusive or neglectful relationships
with caregivers, it may be more bearable for a child to hold on to a sense of relationships at
home as being ideal, with all the ‘bad’ located (projected) elsewhere (e.g. teachers, health or
social work professionals). This position protects the child from recognising a position
which may be overwhelming: that the people the child depends on for survival are also
a source of threat and pain. In some circumstances, paranoid-schizoid functioning may
persist as the default state into adulthood even if the external world changes. If a person
functions predominantly in the paranoid-schizoid position as an adult, they may fail to see
the destructive aspects of others who are initially idealised, leading potentially to falling into
relationships that repeat early abusive experiences. Equally, a person may not register the
good aspects of others who are experienced as ‘all bad’ persecuting or abandoning figures –
as with Ben in Clinical Example 2. Frequently, experiences of good and bad alternate.
Additionally, the person may struggle to derive benefit from caring professionals, with ‘no
person fully coming up to expectations’.[40]

The post-Kleinian psychoanalyst John Steiner considers that a ‘normal developmental’
aspect of splitting persists throughout life: all people – not just those with borderline
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difficulties – move between the paranoid-schizoid and the depressive position, sometimes
on a moment-by-moment basis.[41] This can shed some light on our tendency as individuals
(and also in groups, organisations, and as countries) to move away from regarding our-
selves, other people, and ideas as having many characteristics and as inhabiting ‘grey areas’;
and to move towards more polarised extremes of perception.[29] Increased stress and
anxieties make us more likely to retreat into the paranoid-schizoid position; more inner
security permits movement back into the integrated position where ‘depressive’ realities can
be faced and losses mourned. This concept may be useful clinically within a session in
tracking how someone (or a group or organisation) is functioning at a basic developmental
level and in guiding what kind of responses may be therapeutic. It is one kind of ‘analytic
listening’ (see Chapter 7).

Key Transitions in Life
Whilst tuning into paranoid-schizoid or depressive functioning is one way of understanding
and listening to a patient, the therapist can also listen for other developmental transitions.
Human emotional and relational development is a complex and interesting business. There
are various schemes for characterising the phases or tasks of development such as those by
Erikson or Mahler – but the essence is that at different stages in our lives we are more likely
to be faced with certain kinds of developmental challenges, tasks, or transitions. More
important perhaps than learning all of these by rote, is to recognise the importance of taking
an interest in the whole trajectory of someone’s life.

In the earliest months, the vulnerable and dependent infant may be faced with ‘archaic’
and intense anxieties, dependent on the other for emotional and physical containment to
help navigate these. A toddler has to negotiate a transition from a ‘two-person world’ into
three-person dynamics – that is, recognising and coming to terms with the reality that there
are others who share the attention of their main caring figure (see Box 2.7 on contemporary
perspective on the Oedipal situation). There are currents of separation and reunion, such as
are encountered at starting nursery or school, and the development of one’s own sense of
being an individual. Development continues through adolescence with the challenges this
brings and the potential for confusion. Moving into adulthood there is the development of
sexual maturity to be navigated, and later on the phases of mid and later life which carry the
potential for crises to do with a sense of despair, loss of personal potency, or passing time.

With some patients, a useful lens for understanding can be observing when and in what
transition, developmental issues may have become ‘stuck’. Some patients present with very
early developmental difficulties; others are preoccupied with jealousy and being left out. For
some adults the adolescent confusions are as alive as they ever were, whilst others have
functioned well until transitions such as the birth of their child or the prospect of retirement
brought breakdown or the fear of it. Tuning into these undercurrents in someone’s
presentation may help the therapist to pick up what may be central predicaments and
dynamics for the patient; the therapist may then direct the patient’s interest and attention to
these in the service of understanding what is happening in the present.

Relational Dynamics
We now turn our focus even more on to relational dynamics, with an emphasis on how this
aspect of theory supports the practice of psychodynamic psychotherapy. The concepts we
will present on relational dynamics come alongside the previous section on ‘Core Theory’,

32 Part 1

https://doi.org/10.1017/9781009104425.004 Published online by Cambridge University Press

https://doi.org/10.1017/9781009104425.004


and there are many links between the present section and what has come earlier in this
chapter. For example, projection has already been mentioned in the context of defences and
in the paranoid-schizoid position. Therapeutic ‘containment’ links conceptually to early
infant-parent communication discussed earlier in the section on ‘Early Development’; and
‘transference’ was introduced earlier when discussing how a person’s object relations can
become observable in the therapy relationship (Box 2.3).

Projection
Projection is where impulses, feelings, or desires that are intense, unacceptable, or particu-
larly distressing to the individual are unconsciously attributed to another person. In other
words, what is inside is experienced as coming from the outside. Experiences arising from
the self- or object-representation, or both, may be projected. Projection is a phenomenon
that all of us can unconsciously employ to varying degrees, particularly at times of increased

Box 2.7 Moving from a dyadic relationship to navigating three-person relation-
ships – a contemporary perspective on Oedipal dynamics

The historical concept of the Oedipus complex was mentioned in the opening chapter.
Whilst there are a variety of schools of thought, much modern-day psychotherapy and
feminist thought is critical towards Freud’s conception of the Oedipus complex, not least
for its lack of understanding about girls’ development and the notion of castration fears and
phantasies. Even one of his most sympathetic biographers Peter Gay concedes: ‘Freud
seemed to have adopted the position that the little girl is a failed boy, the grown woman
a kind of castrated man.’[42]

However, there is relevance to modern-day psychotherapy in Freud’s attempt to grasp the
dynamics of a key transition – the movement from a ‘two-person world’ into three-person
dynamics. A modern perspective is about the developmental task the infant (regardless of their
sex or gender) faces as they grow up in recognising and coming to terms with the reality that
there are others (e.g. another parent, siblings) who share the attention of their main caring
figure. With three (or more) people there is the need for sharing, for waiting, and the potential
to feel left out, excluded, and jealous. Suttie (1935), an early critic of Freud’s Oedipus complex,
framed the developmental task as noting the infant’s initial dependency on the other and that
‘the surrender of the sheltered role entails emotional stresses’ (p. 239).[4] This role may not be
surrendered easily, and in this phase the child may experience and display rage towards the
father or indeed anyone else experienced as taking away the mother’s love. This can provide
a useful lens for understanding the episodic upset of children as they grow up and grapple with
the reality that they are not the centre of their mother’s world, but one of several loves.
It can take time, but it is considered that most of us are able to navigate through this

transition reasonably well, although dealing with feelings of jealousy and exclusion can
remain a lifelong work in progress. The parent(s) in a young family have the potential to
provide a model for the child about how these difficult feelings can be borne and managed.
The child’s ability to work through these issues may be disrupted if one of the parents, say,

the child’s father, himself has significant issues with feeling left out or excluded. This might
lead the father to excessively compete for the mother’s attention, and hence not provide
a container for the child’s feelings of exclusion and rage. This is especially so if a parent acts
aggressively in connection to feeling excluded, or alternatively retreats and excludes himself
from the family.[43]
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intensity of feelings or disturbance. More intense and prolonged projection is associated
with borderline states. One way of understanding Anna from Clinical Example 3 is that she
projects her own vulnerability and needs onto others: Other are needy, I am not. This gives
her a more acceptable experience of a caring relationship, albeit one where her own needs
are not properly attended to.

The term ‘projection’ can sound obscure, and a helpful analogy is that of an image
projector used to transfer (i.e. project) images from film on to a surface. The psychological
process of projection is in some ways similar, in that we project a picture onto others (the
surface), derived from our own internal world (the film). To extend the analogy further, the
projector bulb may be projecting dimly, meaning the surface remains not so different from
how it looked originally, with some ambiguity remaining. Or the image may be intensely
projected, completely colouring and changing the appearance of the surface projected onto.
So it is with psychological projection, that our inner experiences may be projected to greater
or lesser degrees onto others.

The person who is the object of an individual’s projections may not be random.
Particularly in a group situation, an individual may be more likely to project onto someone
who appears – even if superficially – a good ‘fit’ for whatever is being projected. For example,
in an opening session of a therapy group, an insecure groupmember kept on referring to the
younger and quieter of the two therapists as looking frightened.

A projection may be partial in that the individual retains some connection to the
experience being projected – as when someone is having a bad day and feels irritated and
angry, whilst also experiencing others as short-tempered and brittle (when they may
actually not be). When employed for more defensive purposes, a projection may be ‘clean’
with the originator retaining little or no conscious connection with the state being pro-
jected. It all resides in the other – as in when someone who harbours underlying guilt about
something consciously feels utterly blameless and is convinced everyone else is at fault.

Grosz explains the function and consequences of projection: ‘In the short term, this gives
us some relief – “I’mnot bad, you are.” But in denying and projecting a part of ourselves into
another, we come to regard these [. . .] aspects as outside of our control’.[44] Furthermore,
when projection is employed extensively by an individual (or a group), their ability to reality
test is reduced, and the world may appear to be populated by the very things that are felt to
be dangerous or unacceptable.

Some experiences that are projected seem counter-intuitive. In therapy, a person might
project their ‘good’ attributes, such as their own abilities, onto the therapist – endowing the
therapist with all the resources, whilst the patient assumes a reverent but passive role
themselves. It may transpire, for example, that it feels frightening for the person to risk
using their abilities, given past experiences of being ignored or rejected when they applied
themself. This projecting out of one’s inner resources in this way is depleting for the
protector, who is cut off from their inner resources and they may have a feeling of
‘emptiness’.

Projective Identification
Projection is closely linked with projective identification. When a person more intensely or
forcefully projects an inner experience onto another, the other person may pick up on the
projections in their own feelings and responses. This phenomenon is known as projective
identification – that is, the recipient identifies with what is being projected onto them, or
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rather into them. In ordinary language, it gets ‘under the skin’. Like with projection,
projective identification is also ubiquitous, especially with more ‘mature’ forms (see below).

When projection alone is happening, the person being projected onto may be surprised
at what is being attributed to them. A person may say to their clinician: ‘you dislike me’.
When the clinician actually quite likes them, this is projection (without projective identifi-
cation). This contrasts with a situation when an individual has (unconsciously) interacted
with their clinician in such a way that has evoked a feeling of dislike in the clinician towards
the patient. This can be seen to have happened in the example of Andrew from Clinical
Example 1, when the therapist begins to dread seeing him and has a desire to discharge him.

The infant’s communication of his inner feelings and states in early infant-parent
dynamics was discussed at the start of this chapter – this mode of communication continues
throughout the lifespan. Infants do not have words to communicate feelings but certainly
communicate feelings through non-verbal means (tone of voice, style of interactions, body
movements and posture, facial expression). A similar process occurs in adults in projective
identification, with an addition being the use of more complex language and a wider
repertoire of accompanying actions.

Projective identification in therapy can be thought of as being a two-step process. As
Gabbard describes:

‘1. A self or object representation (often accompanied by an affect state) is projectively
disavowed by unconsciously placing it into someone else.

2. The projector exerts interpersonal pressure that nudges the other person to experience
or unconsciously identity with that which has been projected.’[13]

In the explanations that follow, it is helpful to hold in mind that projective identification is
a process that takes places unconsciously – that is, the feelings and ‘aims’ involved are not
necessarily in our conscious awareness, though it is possible that matters may become more
conscious through the course of therapy. Bion describes a mature form of projective
identification as being a way of communicating an aspect of our experience that we feel,
at some level, we can’t manage, in the hope that the other will help us manage it. The aim
being ‘to introduce into the object a state of mind, as a means of communicating with it
about this mental state’.[45] An example is someone in an anxious state in a therapy session
who appeals to the therapist to ‘do something to help’ – in this way the anxious state is
communicated to the therapist who themselves palpably start to feel anxious. A response is
sought from the other person, the hope being for containment and understanding about the
state that is projected (see the next section on ‘Containment’). A contemporary perspective
is that projective identification is not only about communicating difficult feelings – as with
the infant, in adults too, warm and loving feelings may be communicated to the other.[46]

One way to think about projective identification is to consider working in an outpatient
clinic. Throughout the clinic you will not feel exactly the same, you may feel sad, anxious,
hopeless, protective, and so on depending on who you are with. The evocation of these
feelings is not random or mysterious but considered to be stimulated by the patient’s use of
projective identification and is brought about subliminally by the patient’s tone of voice,
body language, and topics chosen for discussion. To summarise, if a therapist pays close
attention to how they are feeling during a session and notes a feeling that may be foreign to
them, this could be projective identification at work.

Bion describes a more defensive and archaic form of projective identification where an
internal experience is so unwelcome to a person that they cannot tolerate contact with it. At the
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far end of this spectrum, with increasing inner disturbance, an experience is projected out
forcefully, for immediate relief, to evacuate the feelings. This ‘last resort’ kind of defence is
associated with varying degrees of control of the object (i.e. an external person) in some way to
induce the unwanted feelings in the recipient and ensure they remain there. Chapter 16 on
anger, aggression, and violence picks up this theme, but a more everyday example might be
someone who shouts at reception staff in a hospital. This leaves the staff feeling vulnerable and
afraid. In this situation, the staffmay be experiencing the kind of feelings that were unacceptable
to the person.

When someone projects extensively as their typical mode of operating, this can be
depleting for the person who may describe feelings of emptiness.

Whilst the mechanism of projective identification can give a person psychological
respite from a troubling aspect of their internal world, like all defences, this defensive
form is only partially effective. When an intensely unpleasant experience is forcefully
communicated to another person, be that a health professional or one’s neighbour, by
virtue of the corresponding disturbing feelings evoked in the other, they are likely in turn to
attempt to return the projections back to the sender in an unprocessed way. For example, by
assuming a restrictive or punitive response (as happened with Ben in Clinical Example 2), or
by withdrawing the offer of care (see illustration – Figure 2.2).

Figure 2.2 Projective identification without containment. The patient’s feelings of inadequacy are projected onto
the therapist who identifies with them concretely, rather than reflecting on the interpersonal processes taking place.
Illustration by Robert Bangham.
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This process can be the basis for deteriorating relationships between service users and staff
across a range of settings. The alternative is for staff to make time to stop and reflect on their
relationships with patients as the central activity of care.[47] Reflective practice groups offer
a space for staffwhere projective identifications can be recognised, spoken about, and explored –
both to reduce unprocessed staff reactions towards patients and to make use of the identifica-
tions as a source of information as to patients’ experiences (see Chapter 18 on reflective practice
groups).

Containment
Projective identification may have a third step, depending on the reflective capacity and
training of the therapist and the support of the working environment:

3. The therapist processes and contains the projected contents and ‘re-projects back into
the patient a modified form of the projection’[45]

Point 3 describes a crucial process known as containment (see Figure 2.3). This concept was
introduced earlier in this chapter (Box 2.2) when discussing parental responses conducive to
the infant recognising and managing their feelings.

Figure 2.3 Containment. The therapist undertakes internal reflective work, which allows her to stay with the
patient’s overwhelming experiences and offer a space to explore these.
Illustration by Robert Bangham.
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In psychotherapy, the therapist’s role is to reflect on the projections rather than act
on them – to notice how one feels when working with a patient, to label states
(internally), and to try to understand where a feeling may be coming from. When
a patient’s projections are received by a therapist, considerable inner effort and work
may be required on the therapist’s part to prevent either bouncing the feelings back in
a reactive way or avoiding noticing the projections. The ‘analytic attitude’ of a warm
neutrality helps the therapist to preserve a degree of objectivity in order to observe
feelings and reflect upon them (see Chapter 7). The therapist attempts to modify the
aspect of the patient’s experience which he now contains ‘by direct mental activity of his
own going on inside himself’.[45] Bion referred to this internal work of therapists (and
parents and other caring figures) as ‘alpha-function’ – the detoxifying or digesting of
painful and difficult affects and experiences. The link to parent-infant dynamics may be
helpful here, in how a parent, when holding a distraught baby, uses his or her inner
resources to move from the urge to shout ‘Just stop crying!’ . . . to the parent inwardly
naming how he feels. I’m feeling angry, this is quite an overwhelming experience. And
then perhaps imagining this is something of how the distressed baby might feel – this is
why the baby is shouting (crying).

From a theoretical perspective, after the patient’s projections have been processed
by the therapist, then, the therapist ‘re-projects back into the patient a modified form of
the projection . . . The patient then has the benefit of introjecting not only this part of
himself but an aspect of the analyst, the understanding part of the analysts’ mind which
can then become an internal resource for the patient in making sense of himself’.[45]

It is helpful to remember that projection happens through a combination of mostly non-
verbal signals – facial expression, posture, tone of voice. Therefore, the therapist employs
these means too when communicating back to the patient (re-projecting) something about
the patient’s feelings. Through projective identification, the therapist’s emotional state may
likely resonate (or be ‘contingent’) with the patient’s. With inner reflection and processing,
the therapist takes care to signal (or ‘mark’) in her facial expression that she is reflecting
back the patient’s feelings that belong to him, as opposed to the therapist. This is the
difference between a therapist communicating to an anxious patient in her facial expression
I can see you’re anxious, which will likely be containing for the patient; as opposed to the
therapist communicating via her facial expression I’m afraid and anxious, which may give
the patient cause for alarm.[48] Most often the containing approach will be achieved through
the therapist carrying on being there and remaining interested in the patient whilst resisting
‘acting in’ by the therapist through acting in a knee-jerk way on the projections. Gabbard,
drawing on Carpy, explains the therapeutic potential in the patient seeing that ‘the therapist
can tolerate difficult internal states that seemed unbearable to the patient’.[13] Of course, one
should not take this too far and attempt to tolerate things at any cost – this would not be
containing and could end up in unsafe situations for both parties. Being containing does not
mean tolerating being maltreated – holding appropriate boundaries is part of a containing
approach (see Chapter 5).

Depending on the patient, this ‘re-projecting back’ of processed feelings may also be
through empathising with the patient’s feelings, talking about what is happening, simply
asking a clarifying question, or possibly by making a fuller interpretation when the timing is
right.

For example, to return to Andrew from Clinical Example 1, the therapist felt irritated
towards him and felt like discharging him as he was requesting. This would have been an
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easy way forward; however rather than doing this the therapist held on to this feeling and
tried to understand where it might come from. The therapist recognised that the way she felt
resonated with Andrew’s sense of key early figures as being ‘criticising’ and ‘rejecting’. This
understanding helped the therapist to formulate (inwardly) about the nature of Andrew’s
internal world, considering him to have a critical and rejecting object-representation which
was now being projected onto the therapist. Through the therapist’s inner processing of the
projections, she felt a sense of perspective on her irritation and felt less overtaken by it.
Instead of discharging the patient, the therapist talked about what might be going on in
Andrew’s experience.

In summary, it can be seen that as well as being used as a defence, projective identifica-
tion can be used as a means of communication. If the therapist is able to contain the
projections, they can be used as a means of change.

Who Is in the Therapy Room? The Dynamics of the Transference
Transference refers to when the dynamics from a person’s inner object world are uncon-
sciously transferred to a present-day relationship. A useful definition comes fromGreenson:
‘Transference is [. . .] the experiencing of feelings, drives, attitudes, fantasies and defences
towards a person in the present which are inappropriate to that person and are a repetition,
a displacement of reactions originating in regard to a significant person of early
childhood’.[49] In other words, a person relates to another as if the other were somebody
from the person’s family of origin. Høglend, in his review on research on transference,
summarises a contemporary position in recognising the various influences on adult inter-
personal functioning and transference, that is, as being determined by ‘a multitude of
genetic, biological, and interpersonal factors’.[50] Despite this range of influences on trans-
ference, which will vary in importance from person to person, transference, Høglend argues,
is nevertheless an extremely useful clinical phenomenon as it reflects ‘aspects of the patient’s
personality functioning (regardless of the developmental origin of these patterns)’.[50]

To varying degrees, the dynamics of transference occur in all relationships, not only in
the patient-therapist relationship. The object relations theory behind transference was
discussed in detail earlier in this chapter. This section focuses more on theoretical aspects
of how transference applies in the therapy context. Thinking about the patient-therapist
relationship, the therapist may be experienced not wholly as they ‘really’ are, but partially
according to the patient’s inner template of what relationships are like (the patient’s internal
object relations). So, for example, despite in reality a clinician being supportive and
interested, the clinician may be experienced as neglectful with the patient feeling un-cared
for, if these are the dynamics of the patient’s inner objects (see Figure 2.4).

Transference, like the majority of mental life, operates mostly unconsciously. However,
in therapy, there is a unique opportunity for a patient to become more conscious of their
transference dynamics. Kernberg, an American analyst, says ‘transference analysis consists
in the analysis of the reactivation in the here and now of past internalised object
relations’.[51] In ordinary human relationships the person to whom the transference is
made often acts in such a way as to correct the distorted transference perception.
However the lack of opportunity to fully reality test in the psychoanalytic situation allows
transference distortions to develop more readily and to be seen clearly.[37]

Crucially, the aim of therapy is to not leave it at that – the transference can be a vital
window for understanding the relational problems that have brought the patient into
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therapy in the first place. Furthermore, if supported by a working alliance (Chapter 8) and
a secure therapeutic frame (Chapter 5) the therapeutic relationship may allow these
problematic situations to be re-worked in the here and now (see Chapter 8 section: ‘The
Therapeutic Relationship as a Vehicle for Change’). As a counterbalance to this, it is not
the case that the only way for therapists to use the transference is to explicitly discuss the
dynamics between the patient and the therapist. Most of the time, the therapist’s observa-
tions about the transference will help with the therapist’s own understanding of the patient
and inform what approach to take – not necessarily addressing directly the dynamics within
the therapy room.

In psychodynamic therapy, the therapist has a professional, relatively warm, therapeutic
stance, whilst attempting not to introduce their own personal issues to the therapy (for a full
description of a contemporary psychodynamic ‘attitude’, see Chapter 7). We note that early
analytic views on transference (Freud 1914) led to the conception of the ‘blank screen’where
the therapist was encouraged to reveal as little of herself as possible in order to amplify the
transference relationship – this technique is outdated now.

Our view is that the transference is only useful insomuch as it promotes an understand-
ing of unconscious relational dynamics or offers the potential to work these through. If
a ‘negative’ transference is overly intense and there is not a strong-enough working alliance
to provide a viewpoint for the patient and therapist to work together and observe, this can
interfere with the patient being able to make use of the therapy. It is clearly not useful if the
relationship with the therapist is experienced as a concrete repetition of past traumas.
A psychodynamic therapist will adjust their approach according to what is most useful to
the patient, attempting to manage the level of affect so that it remains in a working range
(see ‘A Spectrum of Psychodynamic Technique’ section in Chapter 7). There is a limit as to
what is possible, and some patients do not find the psychodynamic setting to be helpful,
connected to a strong negative transference that cannot be thought about in a productive
way (see Chapter 9).

Figure 2.4 Transference. A person seeing his doctor. But who is he seeing?
Illustration by Robert Bangham.
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Not every interaction between client and therapist is based on transference. This may
sound obvious, but it is an important check to ensure that not everything the patient says is
interpreted as transference, as it will not be so. The ‘real relationship’ refers to those aspects
of how the patient experiences the therapist that are grounded in reality. Anna Freud
suggested that (1954) ‘ . . .we should leave room for the realization that patient and therapist
are two real people of equal status in a real personal relationship to each other’.[52]

Helpful attributes of the therapist – such as their willingness to listen –may, of course, be
‘real’. However, even if the patient comments on a ‘real’ aspect of the therapist, this does not
make it a dead end in terms of close listening. The therapist can still be interested in the
meaning to the patient of how the therapeutic relationship is experienced. For example,
a patient says he likes coming to see the analyst as she is patient and kind –whilst this may in
reality be so, the point is to remain curious about what this means to the patient to find
a caring, patient, and kind figure. The therapist might inwardly wonder, does this help
understand other ‘good objects’, or is this a figure that is felt to be missing elsewhere? Is the
communication defensive in some way, avoiding more complicated feelings towards the
therapist, such as feelings of dislike or perhaps attraction towards the therapist? How is this
apparently benign figure of the therapist ‘used’ – to express feelings to and find understand-
ing, or does the patient struggle to make use of a benign figure?

Countertransference
Countertransference was initially described by Freud. He thought that feelings aroused in
the analyst in the course of clinical work were a resistance in the analyst towards the
therapeutic work, brought about by the analyst’s own unconscious conflicts. Therefore, to
counteract this problem, Freud recommended that the analyst undergo analysis in order to
reduce their resistance.

Unlike his ideas about transference, Freud never got beyond thinking that countertrans-
ference was an obstacle. It took later theorists to develop the idea that it could be a useful
tool. Heimann (1950) stressed that an analysis ‘ . . . is not distinguished by the presence of
feelings in one partner, the patient, and absence in the other, the analyst but rather the way
feelings are acknowledged and worked with. The analyst’s feelings far from merely being
a source for trouble are more akin to an instrument of research into the patient’s
unconscious.’[53] Heimann considered that the unconscious of the patient related to the
unconscious of the analyst.

Racker (1957) built on these ideas by explicitly linking countertransference with pro-
jective identification. He thought that the analyst’s countertransference was brought about
by his identification with the patient’s internal objects.[54] Racker usefully divided counter-
transference responses into:

- concordant responses – where the therapist identifies with the patient’s position and
feels the same way that he does. This is the basis of feeling empathy and arises from the
therapist’s identification with the patient’s self-representation.

- complementary responses – where the therapist is made to feel like the ‘other’ in the
patient’s internal world. This reflects the therapist’s identification with the patient’s
object-representation.

The American analyst Joseph Sandler extended our understanding of complementary
countertransference responses through his work on ‘role-responsiveness’. Sandler formu-
lates that ‘the patient will attempt to actualise the self-object interaction, there is a role for
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the subject and a role for the object and these will be actualised through manipulation of the
therapist in the transference through rapid unconscious signals including non-verbal
ones’.[37] In other words, the therapist’s countertransference may be a response to the
patient’s transference – the patient unconsciously invites the therapist (and others) to feel
and act in ways familiar to the patient from past experiences in relationships. We are
focusing here on countertransference in the context of psychodynamic therapy; however,
it is worth noting that countertransference phenomena are experienced in all clinicians and
indeed in all interpersonal dynamics.

Countertransference feelings may be clear, such as when, during a session a therapist
experiences ‘that they are not acting like themselves’,[13] perhaps feeling angry, or has the
urge to be overly placatory, etc. However, like other aspects of our mental life, counter-
transference is mostly unconscious so its manifestations may be imperceptible, subtle, or
easily overlooked by clinicians. More subtle examples might be the clinician not feeling
concerned for the patient or being a few minutes late for a session.

A contemporary approach to countertransference is that this comprises two areas:[55]

1. Feelings and impulses that are due to identifying with the patient’s projections or being
due to a role the clinician is unconsciously invited into by the patient (projective
identification). This area is referred to as ‘diagnostic countertransference’.

2. Personal reactions that ‘belong’ to the therapist that are stirred up by the present work
with a patient. For example, a clinician consistently felt frustrated when their patients
did not ‘get better’ quickly This might be connected to an unconscious need to ‘heal’
their patients. These kinds of responses are more due to the therapist’s own internal
object relations than to the patient’s inner world and, if not processed, can be an obstacle
to the work.

In reality, the above two areas often interrelate in the ways particular projections from
a patient disturb or affect the therapist by virtue of the therapist being a person too with
their own inner world and personal life. For example, when a patient projects an intense
feeling of inadequacy into a therapist, alongside the ‘pure’ identification with the patient, the
situation is also likely to arouse other feelings and reactions in the therapist. However, if the
therapist has insight into their own inner workings, the therapist may be able to register and
work through their own personal responses.

As described in the earlier section on Containment, the therapist does not speak directly
from her unprocessed countertransference feelings, that is, one would not say ‘I feel fed up
and want to discharge you’. Instead, the therapist would use her countertransference feelings
to inform an understanding of the present dynamic which then influences what she says or
does. When a therapist feels provoked or stirred emotionally and is struggling to think,
attempting to make an intervention informed by countertransference feelings is unlikely to
be received well by the patient. In this common situation it is best to wait and make time
after the session is over to reflect on the dynamics, either by oneself or in supervision; and
then in a later session to ‘strike whilst the iron is cold’.[56]

A countertransference enactment is when the therapist acts on the countertransference
feelings as opposed to processing them – sometimes referred to as the therapist ‘acting-in’.
To various degrees, all clinicians fall into small countertransference enactments at times.
O’Shaughnessy explains that limited, partial acting in is inevitable in clinical work.[57]

Gabbard refers to this transference-countertransference dimension of treatment as the
‘“dance” the patient recreates within the consulting room’.[14] The important thing is for
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clinicians to try and register the situation and reflect on what is happening. A partial
countertransference enactment may have a positive impact if it provides an opportunity
for an important dynamic to be understood, articulated, and reworked in the here and now.

Small enactments, which can be reflected on by the therapist, should be distin-
guished from larger therapist enactments, which, if unrecognised, ‘interfere with or
even halt the therapeutic process’.[57] The latter kind of re-enactments on the part of the
therapist are counterproductive, and include boundary violations which are serious (see
also Chapter 5). A literal re-enactment ends up repeating the patients’ difficulties and
trauma in the therapy relationship rather than thinking about them. Taking up the
example again of when a patient projects feelings of inadequacy into the therapist –
without adequate processing, the therapist may end up acting on these concretely by
becoming convinced they are doing a bad job, or referring the patient on prematurely,
or by taking it out directly on the patient in some way (e.g. criticising them). With
processing, the therapist might think: Ah, this awful feeling of inadequacy may be
something of what it feels like to be the patient. Or perhaps, I am being shown an
important experience for the patient which is not yet put into words. Another difficult
projection for a clinician to contain is when a patient projects a feeling of hate. If the
therapist responds with outward dislike or a punitive response, rather than putting the
dynamic into words or even just inwardly reflecting on what is happening, this will
clearly be an ‘uncontaining’ (and potentially unprofessional) response.

Regular supervision is essential to help with reflecting on the transference and counter-
transference dynamics. Discussions in supervision can help tease out those aspects of the
countertransference that derive from what the patient is bringing, and to work out what
they represent. Discussion of the countertransference in supervision also helps to reduce
countertransference re-enactments by the therapist. This process requires the supervisor to
facilitate discussion without straying into personal therapy for the supervisee. Separately
from supervision, personal therapy for the therapist is often valuable and is a major part of
training to be a psychodynamic psychotherapist.

Outside the 1:1 therapy setting, countertransference theory can provide an alternative
perspective for clinicians on their everyday work. Part 4 discusses further common clinician
countertransferences and describes ways to promote reflection in clinicians and teams
and protection from large re-enactments, including through the use of reflective practice
groups. Some healthcare professionals say they are ‘not being empathic’ if they experience
non-benign feelings in relation to their patients, such as feeling dislike, anger, inadequacy,
etc. Without a psychodynamic understanding, many practitioners experience emotions like
these at work as unwarranted, unhelpful, potentially unprofessional. However, if it can be
understood that these responses, when reflected on, might tell us something about the
patient’s own inner state, then the clinician can begin to make use of a range of counter-
transference feelings as a source of empathy. Furthermore, having a framework for under-
standing their own feelings reduces the need for avoidance of feelings (repression). This
works the same with clinicians as patients: avoidance of countertransference feelings is
more likely to result in feelings intensifying, increasing the chance of acting-in by the
clinician as well as stress or burnout.

To summarise:

1. There are countertransference responses in the therapist which continue throughout the
treatment and often change over time.[37]
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2. Diagnostic countertransference can offer valuable insight into the patient’s internal
experiences.

3. Personal countertransference stems from the therapist’s own objects and may be an
obstacle to therapy if the therapist is not conscious of what they are bringing to the
dynamics.[55]

4. ‘Constant scrutiny by the [therapist] of variations in [her] feelings and attitudes towards
the patient’ can lead to increased understanding and containment.[37]

5. Small countertransference enactments are inevitable and may indeed be used
constructively in therapy work, if reflected upon and appropriately explored.

6. Across clinicians from all fields, psychodynamic therapists included, there is a risk of
larger, unhelpful, countertransference enactments, which may go unrecognised. These
can be minimised and recognised through personal reflection, supervision, reflective
practice, and therapy for the therapist.

The Narcissistic Constellation
This section is a brief introduction to the concept of narcissism. This is an important
presentation in clinical work. Narcissism is a constellation of certain relational dynamics
and defensive manoeuvres. As such, it draws on and integrates a number of key topics
from this chapter so far. Confusingly, the term narcissism is used in slightly different ways
by different writers. An understanding of narcissism is also complicated by the fact that
there may be quite different outward manifestations of a similar underlying narcissistic
dynamic. The topic of narcissism is the central theme in Chapter 14, which discusses the
role of more extreme narcissistic dynamics in some people who end up in seemingly stuck
situations in inpatient settings. In the present chapter, we refer to narcissism as pertaining
to when an individual has several interrelated underlying dynamics: a sense of underlying
shame and insecurity with respect to their own vulnerability; a fear of depending on
others; a pattern of not relating to others as others really are, but as a projection of part of
the individual.

In terms of outward symptoms or manifestations of narcissism, we often observe polar-
ities. An individual may require much in the way of external validation and seem overly
concerned about factors which signify success such as wealth or beauty; or conversely, the
same individual at others times may move into a position of (apparent) self-sufficiency with
a denial of need for others. Another common polarity is in how low self-esteemmanifests – an
individual may appear (superficially or convincingly) over-confident, somewhat grandiose;
alternatively, the same person may present as sensitive, insecure, and anxious, perhaps
particularly when a fragile sense of confidence has been wounded.[58] Some people with
narcissistic dynamics may be more stable in one pole or another. These polarities can be
thought of as different sides of the same coin where an underlying problem is related to an
internal sense of inadequacy, emptiness, and shame. As McWilliams explains: ‘in every vain
grandiose narcissist hides a self- conscious and shame-faced child. In every depressed and
self- critical narcissist lies a grandiose picture of what the person could or should be.’[59] To
a degree, many of these features may seem familiar to all of us, and ‘it should be stressed that
there is a continuum ranging from healthy narcissism to pathological as we all to a greater or
lesser extent need external affirmation’.[59]

Box 2.8 gives further clinical context to narcissism, drawing on the Greek myth of
Narcissus.
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Developmental Theories
There are several theories about how narcissistic dynamics may develop and, indeed, the
journey may vary between people. According to Freud, pathological narcissism came about
when, in the face of disappointment with the real external object, one’s emotional invest-
ment was withdrawn from external objects and was instead bound up largely in the self. Put
very simply, this was responsible for the clinical picture of vanity and need for affirmation
seen in some people with narcissistic personal traits.

Following Freud’s conception of narcissism, Kohut considers it to be the result of
a deficit in the earliest relationships. He thinks that the individual suffers from internal
feelings of emptiness due to difficulties in the early parent-infant relationship.[60] If the
earliest relationship with caregivers is experienced as being unaccepting and contemptuous
of their vulnerability then the infant may learn to hide their vulnerabilities and to regard
them as shameful. Winnicott termed the ‘false self’ where the ‘real self’ is hidden and
protected behind an external façade of acceptability. There is, hence, a fear that if they
show their real feelings they will be humiliated or rejected.

A related route to a narcissistic way of being may arise when an individual has been
related to as a ‘narcissistic extension’ of their primary caregivers. One simple description
is that of a ‘pushy parent’ who lacks a sense of having achieved, who puts their child
forward to do the achieving to benefit vicariously. If this dynamic dominates the relational
scene to the exclusion of more benign interactions, this may leave the child with the
confusing message that they are valued not for who they are but for who others would like
them to be. (See also, for example, Grosz’s essay on ‘Why too much praise can be bad for

Box 2.8 Clinical use of the Narcissus myth

Narcissus was a beautiful but vain youngman, who rejected the love of themountain nymph
Echo as he did not think she was good enough for him. As a result of his rejection, she pined
away and died leaving only her voice behind. As revenge for his behaviour the god Nemesis
condemned Narcissus to become entranced with his own reflection in a pool of water and to
fall in love with the beautiful youth he could see there, not realising that it was a reflection of
himself. He too died of unrequited love as he was unable to tear himself away from the
beauty of his reflection. Thus, the notion of the narcissistic person as being epitomised by an
appearance of vanity and self-love was born.
A key clinical use of this myth is its illustration of the difficulty in allowing vulnerability in

relationships with others, leading to a closed systemwhich doesn’t really allow others in, but
provides some security. The myth depicts the costs to oneself of this defensive constellation,
as well as the impact on others. The myth starts when Narcissus was a young man, and one
wonders what had led him to be vain, self-absorbed, and unable to contemplate
a relationship with Echo (see the next section on Developmental Theories). Despite his
beauty, a part of him may have developed an intense worry about being unlovable.
Narcissus’s superior position of ‘She is not good enough for me’ can be understood as
a protection against the unconscious anxiety ‘I’m not good enough for her.’ Or more plainly,
She’ll hate me if she gets to know me. Perhaps his self-love provided some security – albeit at
great cost – from feeling wounded by others.
A presentation of grandiosity and apparent self-love can be understood in that it feels

safer to ‘invest’ in oneself, rather than risk the exposure of showing sincere interest in
another person, when previously in development this has been a wounding experience.
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your child’.)[44] The more narcissistically disturbed caregivers can experience their infants
as indistinguishable from themselves, who they can end up harming as a proxy for
harming themselves.[61]

As a counterpoint to the above, Kernberg emphasises constitutional qualities as being
important in the configuration of narcissistic difficulties, perceiving the importance in some
individuals of an intolerance of frustration and aggressive impulses as being relevant in the
aetiology of narcissism.[60]

In summary, an underlying expectation may be that risking intimacy and trust with
another will be overly exposing and result in disappointment or emotional wounding, or
a frightening sense of absence or deprivation.

Narcissistic Object Relations
Related to the above developmental experiences, a pattern of object relations can develop
where an object-representation sets itself above the self-representation and judges the latter
critically for being weak, not valuable, and for having needs and vulnerabilities.[17] This
dynamic would then explain the sense of inadequacy and shame as an aspect of the self
berates another aspect for being useless and can lead to depressive feelings. The internal
object may have a somewhat grandiose, self-sufficient character, having picked up a sense of
what a person ‘should’ be like (needs are bad and weak, they should be hidden . . . I don’t have
needs). This internal object is, in a way, attempting to be protective to the person. The
internal object’s attacks on the subject’s needs and vulnerabilities may feel safer than being
exposed to the overwhelming anxiety that to show one’s true self and neediness would bring
rejection from those one relies on. Or perhaps worse, bring them face to face with a sense of
absence of care.

These inner object relations can make sense of certain patterns observed in narcissistic
interpersonal relations. As stated, a key dynamic here is an individual’s fear of depending on
others in the sense of really letting someone into their life and risking showing their
personal feelings. And yet, the individual’s need for love and approval is still there, in fact
made stronger through this subtle closing off to others. Through this conflict, a compromise
position can emerge. An individual may emotionally keep others in their life at arm’s length
through a somewhat pressuring style of relating that invites demonstrations of approval
from others (‘narcissistic control of the object’) rather than risking developing more
intimate emotional connections. In this way, those around the person may feel that declar-
ations of love or praise are extracted from them rather than freely given. The free space of
the other to give or not give is precisely what the individual fears and is attempting to
manage and limit. McWilliams captures this phenomenon as ‘their need for others is deep,
but their love for them is shallow’.[59] The self-psychologist Kohut uses the term ‘selfobject’
by which he means people in our lives who support our self-esteem by approving of us and
affirming us.

One perspective on Andrew, first described in Clinical Example 1, may be that he is
suffering from pathological narcissism. He experienced a distant and difficult relationship
with his mother. He has low self-esteem – which really means one aspect of the self holds
another aspect in contempt. He has a commentary in his mind telling him he is unlikeable,
no one wants him. Understandably this has led him to feel low in mood and at times suicidal
as he is actively living with an internal attacking object. Chapters 8 and 12 will explain how
these dynamics can be approached in psychotherapy.
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An Outline of Psychodynamic Approaches to Change – Theory
In this final section we offer a brief introduction to the multi-layered topic of change.
Current thinking is that there are multiple mechanisms of change in psychodynamic
therapy that operate synergistically, with greater emphasis on one component or another
depending on what is the best fit for each patient.[14] Various ideas are introduced here
which are picked up in more detail in several sections throughout this book – we have
highlighted where to look for more detail.

Psychodynamic therapy regards symptoms as a starting point for exploration – that is,
symptoms indicate that something underlying is going on. A basic premise of psychodynamic
therapy is to provide a predictable and containing relationship and a ‘therapeutic frame’ (see
Chapter 5). Within this frame there is a therapeutic space which allows a way in to under-
standing and noticing what is happening unconsciously and why. What basic needs are not
being met; what unconscious (automatic) ways of being in relationships are operating that
were adaptive in the past but not now; what defences are employed but may be ‘failing’?

The psychodynamic space and the therapist encourage the patient through ‘free associ-
ation’ to bring aspects of themselves more into awareness (see Chapter 7). Some patients may
talk about their dreams, which can sometimes be worked with to understand aspects of
unconscious functioning – the theory of dreaming and a practice for working with dreams is
described in Chapter 7. Each person finds something different within the therapeutic frame.
Whilst one person might find a sense of freedom and play, another might find the space
stifling and clam up, afraid of what the therapist wants from them. The therapist listens
outwardly and inwardly to verbal and non-verbal material, observing recurring themes and
affects (which may be projected), and noticing patterns in interpersonal behaviour, including
in the here and now with the therapist (working in the transference). As Solms explains, the
underlying object relations and the learning of ‘how to be with the other’ cannot be brought to
mind directly as they are automatic and in implicit memory: ‘Therefore, the analyst identifies
them indirectly, by bringing to awareness the repetitive patterns of behaviour derived from
them.’[3] The relationship with the therapist can be used as a creative setting for working out
how a patient interacts with others and with themself, and how things may go awry in the
present day –whilst also allowing newways of being to be ‘tried out’ and anxieties about doing
so explored and understood. Other vehicles of change include the more supportive elements
of therapy, the experience of difficult affects being tolerated and therefore made more
tolerable, and the generation of meaning (see Chapters 4 and 6).

It takes considerable time and patience from both parties (therapist and patient) for the
patient to be able to become more aware of his inner relationships, patterns of being with
others, and psychological defences, never mind contemplating changing these. Anxieties
arise with the prospect of changing patterns we are attached to and that were once adaptive.
Amourning process may be needed to loosen one’s grip on old ways of being and of seeking
security (see Chapter 8). Sometimes, old grievances may need to be worked through. These
developmental processes and new relational learnings are slow, and explain why, from
a psychodynamic perspective, therapy takes time, commitment, and multiple sessions.

Concluding Remarks
Ways of behaving in relation to others can be driven by internal object relationships which
operate for the most part unconsciously, that is the patient is unaware of what he is doing.
Often these object relationships are longstanding and deeply ingrained. It takes time to
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recognise what might be going on and much more time to make any change in these
patterns of relating. Intellectual insight is often not enough to effect lasting change, and
other processes – including new experiences in relationships – are often required.
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Introduction
There is a growing body of research pertaining to the empirical basis of psychodynamic
psychotherapy, with contributions from various angles. These include clinical trials, studies
of live therapy sessions (process research), transference and countertransference research.
Our aim here is to give a readable and clinically relevant brief description of the empirical
basis of psychodynamic psychotherapy, making links to other parts of this book where
topics are described with more clinical detail.

We start this chapter with a brief review of the clinical trial evidence in psychodynamic
therapy. The chapter then turns to a key question: what is therapeutic about psychodynamic
psychotherapy? There are likelymultiple agents of therapeutic change in psychodynamic psycho-
therapy (see Chapter 2, section ‘An Outline of Psychodynamic Approaches to Change’). The
following sections consider the contribution to psychodynamic therapy outcomes of:

- psychodynamic specific technique
- therapist attributes and characteristics
- the therapeutic alliance.
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We have separated these concepts for clarity, though in practice we acknowledge that the
above are overlapping areas. What is likely is that both ‘therapy-specific’ and therapist
factors contribute to the outcomes seen, with complex interactions between the different
contributions they make.[1] Other ‘non-specific’ therapeutic factors – including a confiding,
reliable setting – are discussed further in Chapter 5.

This chapter does not attempt to discuss contributions from neuro-psychoanalysis
although these are important (for a review, see e.g. M. L. Solms’s ‘The Neurobiological
Underpinnings of Psychoanalytic Theory and Therapy’[2]). Findings from attachment
research have been integrated into Chapter 2; in particular how the quality of early
relationships with caregivers predicts future patterns of relating to the self and others.

Clinical Trials
Psychodynamic psychotherapy is a relational approach to effecting changes in the way the
individual thinks of themself and how they experience other people. It also helps them to
understand themself in relation to other people, both past and present. The premise is that
with this intra-psychic change comes with improvement in self-awareness and the capacity
to build and maintain healthy relationships, which, in turn, is associated with symptom
reduction.

A Cochrane review of 33 studies of short-term (40 sessions or fewer) psychodynamic
psychotherapy for common psychiatric presentations found it was significantly more effect-
ive than control conditions such as treatment as usual or waiting list (overall effect size 0.71
for general symptom improvement), with benefits generally increasing in the long term.[3]

Psychodynamic psychotherapy is beneficial in those who have interpersonal
difficulties.[4–6] In people with significant relational difficulties, in which pervasive impair-
ments in affective, self, and relational functioning are central, meta-analytic evaluation has
shown psychodynamic psychotherapies to be effective treatments.[7]

Mullin et al. found that individuals’ quality and level of interpersonal functioning
significantly improved with large effect size after psychodynamic therapy and that this
was significantly and positively related to the number of psychotherapy sessions attended.[8]

The participants’ self-reported change in symptomatology was also noted to be significantly
related to the changes in interpersonal functioning, supporting the idea that improving
relational functioning leads to resolution of the difficulties described by psychiatric
presentations.

Studies have shown that in adult women with psychiatric presentations and a history of
childhood abuse, psychodynamic psychotherapy is effective in improving symptoms, inter-
personal relationships, and social role functioning.[5,6]

Psychodynamic psychotherapy (60 sessions over 18 months) has been found in the
Tavistock Adult Depression Study to be effective in people with depression who have
not found sustained benefit from previous courses of therapy.[9,10] The study found an
improvement in both the symptoms of depression and measures of social adjustment.
Another study showed that psychodynamic psychotherapy led to improvement in
individuals with PTSD including improvements in interpersonal functioning.[11]

A study of women with borderline level psychological difficulties found that psycho-
dynamic psychotherapy improved reflective functioning where dialectical behaviour
therapy or supportive therapy did not.[12] For a full review of the efficacy of
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psychodynamic therapy for people with specific psychiatric presentations, see
Leichsenring et al. 2014.[13]

Thus, psychodynamic psychotherapy has a proven beneficial impact on the ability to
relate to one’s self and to others, which has a positive impact on the individual’s experience
of themself and the world around them.

Duration of Therapy
A key premise in the field of psychodynamic psychotherapy is that intra-psychic changes
take time, and that patterns of relating that developed from a young age and have been
present for the predominant part of an individual’s life would need a substantial period of
treatment to shift. Indeed, a meta-analysis in 2011 by Leichsenring and Rabung of long-
term psychodynamic psychotherapy for people with complex mental health presentations
found that therapy lasting at least a year or 50 sessions was significantly more effective that
shorter forms of therapy (between-group effect sizes ranged between 0.44 and 0.68).[14] This
is not to say that shorter durations of therapy are ineffective; the Cochrane review of short-
term psychodynamic psychotherapies cited earlier (mean of 12–24 sessions once weekly)
showed significant improvement in general, somatic, anxiety, and depressive symptoms, as
well as interpersonal problems and social adjustment.

Ongoing Effect in the Post-Termination Phase
A range of studies, including longitudinal studies of psychoanalysis and psychodynamic
psychotherapy, have shown that positive changes from therapy are often maintained for
years after the end of treatment.[15–21] The improvements seen in the Tavistock Adult
Depression Study were noted to be evident not at the end of the therapy but in the follow-
up period two, three and four years after the treatment ended. These findings that psycho-
dynamic psychotherapy leads not just to symptom reduction but to interpersonal, social,
and relational change and that these changes are long-lasting suggest that underlying intra-
psychic change may occur in the therapy, rather than just temporary symptom relief.
Psychodynamic psychotherapy focuses on the meaning of experiences, including traumatic
experiences in individuals’ lives, helping them to integrate them into their sense of self [22,23]

and it has been shown to increase self-esteem and decrease feelings of inadequacy,[11] thus
addressing the disturbances of self. The experience of the self and the way in which we relate
to others can have a substantial connection with the experience of psychiatric symptoms
such as low mood, feelings of worthlessness, guilt, anxiety, avoidance, and paranoia. So, we
can see how changes in the formation and function of internalisedmental representations of
self and other that occur through psychodynamic psychotherapy can lead to improvements
in the symptoms of psychiatric presentations such as depression, anxiety, PTSD, relational
disturbance, and difficulties with eating.

To summarise, psychodynamic therapy is effective for a range of presentations. The
chapter now turns to examining research into what makes it an effective therapy.

Psychodynamic Processes
Before considering the relationship between use of psychodynamic processes and outcomes,
it is helpful to clarify the therapist processes and activities that characterise psychodynamic
psychotherapy.
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Blagys and Hilsenroth carried out a review of studies of process research that compared
the processes of psychodynamic-orientated therapy with cognitive behavioural therapy.[24]

Empirical process research examines therapist activity during sessions, by reviewing record-
ings or transcripts of therapy sessions and analysing these either qualitatively or with
a structured tool such as the Psychotherapy Process Q-set (PQS).[25] Blagys and
Hilsenroth identified seven core processes which were particularly emphasised in psycho-
dynamic psychotherapy (Box 3.1). The underlying principles and concepts behind these
core processes are discussed further in Chapter 4.

Shedler reviewed the literature about the use of these psychodynamic processes in a range of
psychological therapies, and how use of these related to treatment outcome.[26] Core psycho-
dynamic processes (as per Box 3.1) were used in a range of therapy approaches, not only
psychodynamic therapy, and were associated with successful treatment outcomes.[27,28] Use of
psychodynamic processes that predicted a positive therapy outcome included: experiencing and
exploring aspects ofmental life that are not initially conscious,[29] an emphasis on discussing the
patient-therapist relationship,[30] and discussion of interpersonal relations and links with
developmental relationships with early caregivers. Thus, there is evidence to suggest that
psychodynamic processes are specifically helpful even when used in other treatmentmodalities.

A focus on the therapy relationship (number 6 in Box 3.1) – otherwise referred to as
‘working in the transference’ or ‘transference work’ – is one area of psychodynamic technique
which has been particularly studied. For all patients and particularly for patients with more
severe interpersonal difficulties, there is a strong probability that their difficulties will be
activated during treatment. This may emerge as difficulties with collaboration, avoidance,
dependency, and dropout. Contemporary research and clinical practice emphasise a range of
therapist activity under the umbrella of transference work, rather than limiting it to ‘transfer-
ence interpretations’. Høglend defines transference work as ‘any therapist intervention that
points out, refers to, wonders about, or explains the patient’s experience of the therapist and
the ongoing patient-therapist interaction’.[31] As such, definitions of transference interven-
tions in research and clinical practice cover a range of dimensions, including:

- encouraging the patient to explore their feelings towards the therapy and therapist and
what they imagine the therapist feels about them

- addressing important transactions between patient and therapist

Box 3.1 Core psychodynamic processes. Blagys and Hilsenroth (2000)[24]

1. Focus on affect and the expression of patients’ emotions.
2. Exploration of attempts to avoid distressing thoughts and feelings, or engage in

activities that hinder the progress of therapy (representing exploration of defence and
resistance).

3. Identification of recurring themes and patterns in patients’ actions, thoughts, feelings,
experiences, and relationships (these help to define prominent object relationships).

4. Discussion of past experience (in terms of understanding links between past and present
experiences).

5. Focus on interpersonal relations.
6. Focus on the therapy relationship (transference and countertransference).
7. Exploration of patients’ wishes, dreams, and fantasies.
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- interpreting ‘repetitive interpersonal patterns (including relationships to parents) and
linking these patterns to transactions between the patient and the therapist’ [32]

Transference is discussed further from a clinical perspective in Chapters 7 and 8. In terms of
research, a review in 2014 examined more than 30 studies that investigated the relationship
between transference work and therapy outcomes, finding that transference interventions had
an active impact on the therapy.[31]Overall, therewas a large effect size in favour of transference-
based treatments over alternate treatments in terms of interpersonal change and personality
functioning. The review suggested that low tomoderate use of transference interventions was of
benefit, perhaps particularly for people with a higher degree of interpersonal difficulties to begin
with. A high frequency of transference interventions (defined as six or more per session in one
study[33])was associatedwith poorer outcomes. Clinically, high use of transference interventions
may reflect a defensive use of transference interventions by a therapist who feels uncertain,
deskilled, or helpless in the face of unsettling dynamics or a ‘negative therapeutic reaction’.

Transference interventions are not inert, and the approach used inmany clinical trials of
calculating the average outcomes for patients may mask individual patient differences. For
example, in a study analysing recordings of psychodynamic therapy for people with
a borderline level of psychological organisation, transference interventions tended to have
either a positive or an adverse impact on the therapeutic alliance.[34] This reflects the need to
consider any intervention in the context of the therapy as a whole, and to tailor the approach
to the individual patient. Perhaps particularly with transference interventions, timing may
be important, as is taking care to communicate challenging ideas within a climate of
empathy, support, and validation.[35]

Therapist Influences on Outcome
What contribution to therapeutic change is to do with attributes of a particular psycho-
dynamic therapist? A number of variables have been examined in studies, including
demographics (therapist age, gender); years of experience and level of skill; as well as
a therapist’s interpersonal qualities and style.

Across therapy modalities, studies suggest that there is a degree of variability in patient
outcomes depending on the therapist. In other words, some therapists have better outcomes
than others.[36] In recent studies of a range of therapy modalities, including psychodynamic
therapy amongst other approaches, it has been proposed that therapist factors account for
between 3% and 8% of patient outcomes.[37,38]

Leichsenring and Rabung’s meta-analysis of psychodynamic therapy examined whether
years of clinical experience affected outcome and they found that there was no significant
effect on outcome of the therapy; similarly, age and gender of the therapist did not appear to
significantly affect outcomes.[39] As discussed below, the literature suggests that it is the
degree of the therapist’s general competence and their reflective capacity, alongside
the therapist’s multicultural competence, that influences clinical outcomes, rather than
the duration of a therapist’s clinical experience per se.

General Therapy Competence and Reflective Capacity
A study by Cologon et al. found that reflectiveness in the psychodynamic therapist predicts
therapeutic effectiveness.[40] This underlines the importance for psychotherapists in devel-
oping self-awareness and self-reflective capacity, something gained through the experience
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of personal therapy which is a component of many psychodynamic trainings. This also
emphasises the importance of professional reflective spaces – such as supervision and
reflective practice groups – within which therapists can notice dynamics they are a part
of, including emerging enactments with the patient.

In keeping with Cologon et al.’s findings, a study by Nissen-Lie of 70 therapists seeing 255
patients in a psychodynamic outpatient service found that ‘professional self-doubt’ – that is,
a positive reflective capacity in the therapist to question their own assumptions and recognise
limitations – was linked to better outcomes.[41] This effect was increased when the therapists
had higher ‘self-affiliation’, defined as ‘a stable core of tolerance and nurturance in the personal
self’. The authors infer that patients may fare better with therapists ‘who can allow themselves
to report higher levels of self-doubt in their clinical work because of a more acceptant and less
attacking way of treating themselves as persons’. When therapists can inhabit a position where
they are comfortable with being fallible (see ‘depressive position’ in Chapter 2), this may be
more containing than a position where the therapist is defensively overconfident which could
communicate to the patient that vulnerability and mistakes cannot be tolerated.

Extrapolating from studies on non-psychodynamic approaches, facilitative interper-
sonal skills have been shown to be causally associated with positive therapeutic
outcomes.[37] These include verbal fluency, empathy, and the ability to develop an alliance.
A consistent finding from the more general literature is that there is greater variation in
treatment outcome between therapists whenworking with patients who havemore severe or
complex difficulties.[42]

The Therapist’s Multicultural Competence
Hayes, surveying the literature for therapies in general (not psychodynamic specifically),
found that some studies suggested an increased risk for premature termination of therapy
for clients from ethnically diverse backgrounds compared towhite clients, whilst other studies
did not find such differences.[43] Historically, the psychodynamic field has been largely silent
on considering issues of ethnicity within therapy.[44] More recently, there has been an increase
in psychoanalytic discursive papers on therapeutic work when the therapist and client are
from different backgrounds (further reading within Knight 2013),[44] and consideration of
colonial history and its implications for psychodynamic therapy.[45] This chapter now con-
siders two recent relevant quantitative studies and makes links to clinical practice.

Morales et al. studied 19 psychodynamic therapists working with 144 clients.[46] This
USA-based study took place in a university clinic providing low-cost, open-ended, psycho-
dynamic therapy in a culturally diverse community. The study used self-report measure-
ment tools to assess the quality of the therapeutic relationship over the course of therapy and
whether this varied according to the client’s ethnicity. At session three, there was no
difference in how white clients or those from ethnically diverse backgrounds rated the
quality of the therapeutic relationship. However, over time, from the patients’ perspectives,
some therapists were able to facilitate the development of the therapeutic alliance with their
white clients but not with clients from diverse backgrounds. In contrast, other therapists
had stronger alliance growth with clients from diverse backgrounds than with white clients.
A third group of therapists were able to facilitate alliance growth with both groups of clients.
A final group of therapists showed no growth in therapeutic alliance with either client
group. There was no association between development of the therapeutic alliance and the
therapists’ own ethnicity.
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In the second study under consideration here, Hayes et al. studied 36 therapists’ work
with 228 clients to investigate whether any observed differences in therapist effectiveness
were a function of client ethnicity.[36] Therapy outcomes did not differ between white
clients and those from ethnically diverse backgrounds – both groups’ symptoms
improved. The more detailed findings echoed those by Morales in that some therapists
had better outcomes in terms of psychological symptoms when working with clients from
ethnically diverse groups than with white clients, and vice versa. These findings were not
influenced by other therapist factors, including the therapists’ ethnicity, gender, age, or
years of experience.

Both Morales and Hayes hypothesise the importance of the therapist’s ‘multicultural
competence’ in influencing the variability observed between therapists. Multicultural com-
petence involves an approach and attitude that consists of cultural humility on the part of
the therapist, picking up on opportunities to discuss the client’s culture and their experi-
ences, rather than avoid the topic. Multicultural competence also entails the therapist
having knowledge and sensitivity to the cultural backgrounds of patients, including family
systems, traditions, and the socio-political history of that culture.[47] Furthermore, it
involves consideration of and reflection on the therapist’s own biases and assumptions
when working with a patient. In a meta-analysis of 15 studies of therapist multicultural
competence, patient-rated measures of therapist cultural competence were strongly posi-
tively correlated with better treatment outcomes (r = 0.38).[48]

The influence of the therapist’s multicultural competence is illustrated by a qualitative
study based in New York City, USA of 23 clients from ethnic minority backgrounds who
were seeing white therapists.[49] Themajority of clients believed that the therapists could not
understand key aspects of their experiences and subsequently clients avoided broaching
racial and cultural issues in the therapy. However, 70% of participants also expressed feeling
that racial differences were minimised if the therapist was compassionate, accepting (i.e.
possessed good general therapeutic competence), and comfortable discussing racial, ethnic,
and cultural issues (good multicultural competence).

Therapeutic Alliance in Psychodynamic Psychotherapy
The therapeutic alliance refers to the trusting, collaborative, and secure aspects of the
relationship between patient and therapist, which allows the patient and therapist to work
together to effect beneficial change in the patient. Developing a therapeutic alliance within
psychodynamic psychotherapy is discussed from a clinical perspective in detail in Chapter 8.
The concept of the therapeutic alliance has been a core part of psychodynamic theory and
practice since at least the 1950s,[50] and was discussed in Freud’s early work.[51] One could
argue, therefore, that the therapeutic alliance within psychodynamic psychotherapy should
be considered a specific, rather than a non-specific therapeutic factor.

The formation of a good therapeutic alliance is clinically important because psycho-
dynamic therapy has been found to be more effective in the context of a strong therapeutic
alliance.[52,53] Therapists’ basic interpersonal skills were found to predict the formation of
better patient-rated alliances in both short-term and long-term psychodynamic therapy.
Carl Rogers identified a number of core conditions that he proposed as being required for
a good therapeutic alliance: congruence, unconditional positive regard, and empathy. More
recent studies looking at psychological therapies in general have found that empathy and
genuineness are core to the development of a good therapeutic alliance.[54,55]
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A study by Heinonen et al. in 2014 examined therapist style and outcome in psycho-
analysis (i.e. lengthier therapy with more frequent sessions per week) as compared to
psychodynamic psychotherapy. Their findings suggested that there may be differences in
emphasis in terms of what is beneficial in therapist style in psychoanalysis versus psycho-
dynamic psychotherapy. With psychoanalysis, there was a suggestion that patients did best
when their therapists were highly present (i.e. not aloof) combined with being relatively
restrained in giving explicit encouragement and affirmation.[56] It is plausible that this
finding might relate to more effective working with the ‘negative transference’ over the
longer term, when therapists take such an approach (see the section ‘The Negative
Transference’ in Chapter 7). This contrasted with psychodynamic therapy, when therapists
being somewhat more affirming and encouraging was associated with better outcomes.

Rupture and Repair
Progressive growth in the therapeutic alliance, without episodes of friction between patient
and therapist, is not the only pattern observed when therapy is successful.[57] Relatively
frequently there are ruptures in the therapeutic relationship, particularly when the negative
transference comes into play. The idea of rupture and repair within therapy was described
by Jeremy Safran (see Samstag andMuran, 2019 for a review).[58] There may be ‘withdrawal
ruptures’, where the patient withdraws or retreats from the work (e.g. missed or cancelled
sessions or being distant or silent in the sessions); or ‘confrontation ruptures’, where the
patient makes a complaint or expresses dissatisfaction with the therapy or the therapist
(such as when, after a number of sessions, a patient gets in touch with a service to say that
they want a change in therapist as they are not satisfied with the way the therapy is going).
The withdrawal or complaint is a clear communication from the patient and needs to be
picked up and thought about with them. If not addressed and worked through it can lead to
premature termination of the therapy or poor outcomes if the therapy continues.

However, if ruptures can be negotiated and repaired within the therapy this may be
a transformative process for the patient. As Safran et al. explain, the process of rupture-
repair within therapy can ‘tap into fundamental dilemmas of human existence, such as the
negotiation of one’s desires with those of another, the struggle to experience oneself
authentically as a subject while at the same time recognizing the subjectivity of the other,
and the tension between the need for agency versus relatedness’.[59] In particular, Stiles et al.
measured the therapeutic alliance, session by session, in a comparative trial of psycho-
dynamic psychotherapy and CBT for people with depression.[60] They defined a subset of
courses of therapy (approximately one-third of the total sample) where there was at least
one rupture-repair sequence. Participants in the subset with rupture-repair episode(s)
averaged larger gains in outcome measures than in courses of therapy where there were
no rupture-repair sequences. In this light, the authors concluded that alliance ruptures
‘represent opportunities for clients to learn about their problems relating to others, and
repairs represent such opportunities having been taken in the here-and-now of the thera-
peutic relationship’.

It is important to consider the transference and whether this is influencing the patient’s
experience of the therapist; for example, as perceiving the therapist as cut off and uncaring,
critical, or ineffectual. It is however also vital to recognise the part played by the therapist in
the rupture, and whether the therapist has ‘acted in’ due to a countertransference enact-
ment or if something attributable to them personally has contributed. When there are
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problems in the therapeutic alliance, therapists who respond by persistently making
transference interpretations, without also supportively attending to the patient’s feelings
and taking a more reparative approach, may achieve poorer outcomes.[61] By contrast, ‘a
thoughtful exploration of transference issues and alliance ruptures may disprove negative
interpersonal expectations and strengthen alliance, self-understanding, and ultimately
outcome’.[31]

Resolving therapeutic ruptures is not necessarily straightforward because it involves
trying to repair something from within. It is therefore a process that may take some time
with movement towards repair followed by further rupture and then back towards repair,
with associated feelings of vulnerability and defensiveness evoked in both the patient and
therapist along the way. Clinical aspects of this topic are discussed further in the section on
‘Rupture and Repair’ in Chapter 7.

The Empirical Basis of Transference and Countertransference
Phenomena
Transference and countertransference are two key elements of psychodynamic theory.
Transference has been discussed in Chapter 2, referring to a patient’s patterns of feelings,
thoughts, perceptions, and behaviour that ‘emerge within the therapeutic relationship and
reflect aspects of the patient’s personality functioning’.[31] The real characteristics of the
therapist will also influence how the therapist is perceived by the patient.

Høglend reviewed empirical studies of patients’ relationship patterns within therapy and
in their everyday lives.[31] Taken together with neuroscience research on autobiographical
relationship episodes,[62] Høglend concluded that:

‘ . . . patients’ characteristic patterns of thinking and relating to others show an overlap
between relationships outside therapy and the therapeutic relationship. Patients often show
several or even many transference reactions over the course of treatment.’

Clinicians’ countertransference (for definitions see Chapter 2) can be assessed in a structured
way by asking clinicians about their emotional responses to the patients they work with. This
can be undertaken clinically in an interpersonal dynamics consultation[63] (see Chapter 19)
and also in research. Some studies have found that whilst every therapeutic encounter is
different and countertransference is not always identical between clinicians, patterns emerge
in staff responses depending on the patient’s presentation.[64,65] It perhaps goes without saying
that countertransference responses are not limited to psychodynamic clinicians, but are
experienced in all clinicians.[66]

The observation that ‘average expectable countertransference responses’[64] emerge in
relation to the same patient adds weight to the theory that these responses carry meaning.
These are important findings as the use of countertransference feelings forms a significant
part of modern-day psychotherapeutic technique. It is linked closely to transference,
projective identification, and object relations theory, as discussed in Chapter 2.

Reflection on Perceptions about the Evidence Base
There is a view – perhaps less common in recent years – that psychodynamic psychotherapy
is not evidence-based and is supported only by conjecture or limited case studies. However,
this is demonstrably not the case in recent decades. The psychodynamic field has some
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responsibility for this perception; historically, psychodynamic clinicians and researchers
were slow to adopt modern clinical trial methodology, perhaps related to anxieties
about subjecting their beliefs and technique to quantitative evaluation, and concerns
about nuance that might be lost in such methods. It is interesting that a misconception
about a lack of evidence persists in some areas, despite a wealth of research to the
contrary, of which this chapter touches on only a small fraction. From its inception
with Freud there has been a divergence in views about the clinical and theoretical value of
a psychodynamic approach. It has been hypothesised that the exploration of unconscious
processes is exposing and uncomfortable and so evokes defences such as denial; equally,
Freud and other early clinicians certainly did not get everything right and much astute
criticism has been taken on by the field which has contributed to its evolution into
contemporary practice. This emphasises the importance of ongoing support and devel-
opment of relevant and well-designed research into all the different aspects of psycho-
dynamic psychotherapy.

Concluding Remarks
This chapter has aimed to provide a brief, digestible introduction to the empirical basis of
psychodynamic psychotherapy. We provided an overview of clinical trial and meta-analytic
literature, the summary being that psychodynamic therapy is helpful for a range of presen-
tations, and there are indications of ongoing benefits in the follow-up period. The chapter
drew on psychodynamic process research and on studies evaluating the associations
between therapist style and attributes and treatment outcomes.

A chapter like this, in places, artificially deconstructs an overall treatment approach and
ethos into seemingly separate elements. In practice, a clinician’s approach is integrated and
tailored to the patient, recognising that no particular intervention or treatment will be
helpful for all patients. Reflecting on the application of research findings to clinical practice,
Gabbard encourages clinicians to ‘continually monitor the impact of interventions and
modify the approach accordingly’.[35]
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Introduction
In this chapter, we aim to provide a brief overview of psychodynamic psychotherapy:
what it is, how it may bring about change, how long therapy may go on for, and how to
combine therapy with medication. We pick up key themes from the previous chapters
on history, theory and research, and try and convey the essence of a psychodynamic
approach. We hope this chapter will be orientating to what follows in later parts of this
book.

What is Psychodynamic Psychotherapy?
Psychodynamic psychotherapy is a type of therapy, derived from psychoanalysis. It is
a study of how the mind works, emphasising unconscious aspects of human functioning,
the central importance of human relationships, and the ‘intricate interactions’ among the
parts of the mind.[1] The term ‘dynamic’ is used because these processes and relationships
are not fixed but are fluid and changeable.
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Psychodynamic psychotherapy and psychoanalytic psychotherapy are both derived
from psychoanalysis and throughout this book we will use the first two terms interchange-
ably as there is no clear distinction between them. According to the literature, the main
difference between psychoanalysis and psychodynamic psychotherapy is the frequency of
sessions. In psychoanalysis, sessions are held between four and five times per week and
psychodynamic psychotherapy sessions between one and three times. In addition, psycho-
analysts generally advocate use of the couch by the patient to facilitate their ‘free association’
(see Chapter 1), whereas psychodynamic psychotherapy tends to be conducted face to face.
Other than these factors there is little consensus on the difference between the psycho-
dynamic psychotherapy and psychoanalysis.

As psychodynamic psychotherapy and psychoanalysis have developed over the years
there has been a shift in thinking. Messer, a contemporary clinician and researcher,
summarises this shift as including a lessening of the view that the prime movers of mental
life are aggressive and sexual drives; the advent of ego psychology stressing the importance
of ego functions (i.e. the need to adapt to one’s present environment, including the use of
psychological defences); and the primacy of the human need for relatedness leading to the
theory of object relations.[2]

We discuss the goals of psychodynamic therapy at some length in Chapter 6, but a brief
summary by Messer is useful at this point: ‘The goal is to resolve conflicts, overcome
interpersonal problems or repair aspects of the self, leading the patient to feel and function
better.’ In terms of how the patient feels, ‘feeling better’, from a psychodynamic perspective,
is not as straightforward as walking away from a session feeling happier (although, of
course, that might happen too). As we discuss in this chapter and throughout this book,
within a containing therapeutic relationship, the psychodynamic process supports a patient
to recognise and understand aspects of their inner and interpersonal life that are giving rise
to their difficulties. As those of us who have been a patient in psychotherapy may attest, this
process of becoming more aware of aspects of oneself may be somewhat discomforting, at
least for a while, as we become more in touch with warded-off feelings and come to know
more about how we operate in relationships. The patient may feel better, but perhaps
through becoming more accustomed to experiencing a range of feelings and motives.

In terms of the practice of psychodynamic therapy, we, as therapists, attend particularly
to ‘the playing out of transference and countertransference; the centrality of the therapeutic
relationship or alliance as a key feature that allows therapy to progress and influences its
outcome; the clarification and interpretation of resistance and defence; and the attainment
of insight through the exploration of feelings, fantasies, and behaviour’.[2] The therapist
draws on a spectrum of psychodynamic technique, including supportive, exploratory and
interpretative dimensions (see Chapter 7).

Over the decades, a number of different ‘schools’ of psychodynamic psychotherapy have
evolved from psychoanalysis. We discuss these different slants in the following section of
this chapter. Firstly, though, we consider the commonalities across these schools that exist
in spite of their differences. To understand the basic principles of psychodynamic psycho-
therapy, it is important to recognise these commonalities, which are considerable. As we
introduced in Box 3.1 in Chapter 3, Blagys and Hilsenroth identified seven core therapeutic
processes that are particularly emphasised in psychodynamic psychotherapy and which
distinguish psychodynamic from a more cognitive behavioural approach.[3] We will now
expand briefly on each of these processes, to try and convey the essence of a psychodynamic
approach.
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Focus on affect and expression of emotion
This dimension to therapy has its roots in early Freudian psychoanalytic approaches. Breuer
and Freud posit that psychotherapy allows ‘strangulated affect to find a way out through
speech’.[4] The therapist has an ‘analytic attitude’ and listens closely to the patient, to
facilitate a therapeutic space for the patient to ‘free associate’. This allows the patient to
articulate painful, distressing or seemingly unacceptable experiences rather than suppress or
repress them (see Chapter 7). The therapist then supports the patient to explore these
emerging experiences, which brings the potential for new associations to form to these
experiences and new relational learning to take place. For example, in Chapter 11 on
depression, we give the example of how a person may suppress their anger, leading to
that person eventually exploding with anger in a way that damages relationships. In therapy,
they may discover that communicating what they are angry about before anger builds
excessively does not necessarily lead to attacks or criticism, but might be a ‘healthy’ signal
that has meaning. This may lead to the patient learning new ways of interacting with himself
and others. As Gabbard and Westen explain, ‘From an evolutionary perspective, the
function of affect is to guide thought and behavior in ways that foster adaptation, and
a chronic tendency to avoid specific affects or affect in general . . . leaves the individual
without an essential compass for navigating life, and particularly social life.’[5]

Exploration of attempts to avoid distressing thoughts and feelings (representing exploration
of defence and resistance)
It is not easy to put distressing thoughts and feelings into speech. Psychodynamic theory
and practice are particularly interested in psychological defences and the emergence of
these during therapy (‘resistance’). Rather than seeing defences as an ‘oppositional activ-
ity’ to be overcome, the psychodynamic therapist explores these with the patient and tries
to understand what is happening.[6] When a patient’s free association halts (or never gets
started) and a defence is encountered, the therapist’s focus shifts from facilitating expres-
sion of the affect to exploring what it is about a particular feeling or situation that the
patient needs to avoid. Analysis of how and why a patient ‘resists’ therapy can help the
patient to get to know a great deal about themselves, their history and their interpersonal
functioning.

Identification of recurring themes and patterns (these will help to define prominent object
relationships)
Psychodynamic therapists observe and seek to understand recurrent themes in what the
patient ‘brings’ to the session (i.e. their narrative of thoughts, feelings, and relationship
patterns), in order to gradually define the patient’s underlying relational world, that is, their
object relationships. Object relations refers to unconscious mental representations of self
and other that are ‘built up over time and reflect dispositions that arise from innate
vulnerability and early childhood experience’[7] (see Chapter 2). The neuroscientific sub-
strate of inner object relationships is discussed later in this chapter, in the section on
‘Working with Procedural Memory’. A substantial focus of the middle phase of therapy
(see Chapter 8) is supporting the patient to develop insight into how they relate to
themselves and others, whilst offering opportunities to explore new ways of being in
relationships.
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Discussion of past experience
The past is discussed, not for its own sake, but with an eye on the patient’s present-day
predicaments. Discussion of the past can help the patient to, for example: work through
‘stuck’ issues from earlier in life, where relevant (see section on ‘Key Transitions in Life’ in
Chapter 2); understand and be compassionate towards present-day ways of being; or come
to terms with past losses that continue to affect the patient. In practice, the therapist may
facilitate movement in focus between past and present or notice the links between them (see
discussion of Malan’s triangles in Chapter 7).

Focus on interpersonal relations
From a psychodynamic perspective, a patient’s difficulties arise substantially out of the
nature and quality of the relationships they form with others (and with themselves), hence
the detailed interest on relational processes within psychodynamic therapy.

Focus on the therapy relationship (transference and countertransference)
Shedler writes, ‘the essence of psychodynamic therapy is exploring those aspects of self that
are not fully known, especially as they are manifested and potentially influenced in the
therapy relationship’.[8] The therapy relationship is central to the psychodynamic approach.
There is not one way that the therapy relationship is used, but many. This is a large topic that
is explored throughout this book, in particular in the sections ‘Working with the
Transference’ (within Chapter 7) and ‘The Therapeutic Relationship as a Vehicle for
Change’ (within Chapter 8). In brief, this focus ranges from paying attention to the
therapeutic alliance, to the therapist observing how the patient relates to the therapist to
inform an emerging formulation, to transference interventions, to making use of the
countertransference to pick up on what the patient is projecting. The therapy relationship
can provide a setting where the patient can explore new ways (or ‘procedures’, see ‘Insights
from Neuroscience: Working with Procedural Memory’, later in this chapter) of interacting
with himself and others.

Exploration of wishes and fantasies
The psychodynamic therapist shows curiosity and interest in whatever the patient brings,
including their wishes, fantasies and dreams. Exploration of a person’s dream and fantasy
life can add an additional dimension to understanding themselves. Freud famously
hypothesises that ‘the interpretation of dreams is the royal road to a knowledge of the
unconscious activities of the mind’.[9] We elaborate an approach to working with uncon-
scious communications such as fantasy and dreams in Chapter 7.

To summarise, a reasonable conclusion is that all forms of psychodynamic psychother-
apy draw on these core processes to a greater or lesser extent.

Various Slants on Psychodynamic Psychotherapy
Over the years, various ‘schools’ of psychodynamic psychotherapy have evolved with
different slants on theory and treatment approach. Chapter 1 outlined the evolutions in
approach of a number of UK-based clinicians, including Melanie Klein as well as the
‘middle group’ of Balint, Bowlby, and Winnicott. We will not cover these again here,
but will mention now an influential development in the United States. Beginning in the
1960s, Kohut developed ‘self psychology’ to treat patients who we would now regard as
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experiencing narcissistic difficulties. He disagreed with Freud on a number of import-
ant points. Kohut thought that narcissism was not always a problematic trait and
considered a degree of narcissism to be necessary to develop good relations with the
self and with others. In self psychology the ‘self’ is a central concept, and it is thought
that a ‘good-enough environment’ is essential for a child to be able to develop a healthy
sense of self. If this does not happen, self-psychologists suggest that a person relies on
external people as the only way to feel good about themself. These other external
people are called ‘selfobjects’. In self psychology, it is considered that therapist empathy
is important as the therapist is needed to provide a different type of object to be
internalised by the patient.

A common way of conceptualising the range of slants within psychodynamic psycho-
therapy is between a ‘contemporary Freudian’ approach at one end of a spectrum and
a ‘relational psychodynamic’ approach at the other. A contemporary Freudian approach
emphasises the importance of core Freudian concepts, with some contemporary modifica-
tions and extensions of his theories.[10] Ego psychology, developed by Hartmann in the
United States in the 1940s, was such a development, the main evolution being a lessening of
emphasis on instinct, conflict, and drives andmore emphasis on supporting the ego’s ability
to function and adapt.

A relational psychodynamic approach, by contrast, combines an emphasis on interper-
sonal relationships (from interpersonal schools of psychoanalysis) with the object relations
tradition, in particular the concept of internalised representations of self and other.[11] This
approach retains connections to aspects of Freud’s approach, but departs from others,
particularly Freud’s early instinct and drive theories.

Different schools of thought place different emphasis on the relative importance of
external versus internal events in the aetiology of a person’s difficulties, and on whether
aggression is more ‘primary’ or arises more as secondary to frustration of needs by ‘deficits’
in the environment. We agree with Leiper and Maltby who suggest that for many contem-
porary psychodynamic practitioners, these debates seem less important now than they used
to: ‘the external and internal worlds are now thought of as existing in a dialectical interplay’.
Some psychodynamic therapists’ practice is more closely linked to one particular contem-
porary psychodynamic ‘school’ or another, whilst other therapists are more integrative,
adapting their approach depending on the patient.

It is also helpful to recognise that certain modern psychodynamic approaches are
manualised, that is, based on a manual which defines a specific theoretical approach and
practice. These approaches were often initially designed around a specific presentation such
as depression or borderline dynamics, with subsequent wider adoption.[7] They are usually
time-limited with a well-defined structure to the phases of therapy. Table 4.1, adapted from
Yakeley,[7] summarises some of the main manualised forms of therapy delivered in the UK
which are influenced by psychodynamic psychotherapy.

How Does Psychodynamic Psychotherapy Effect Change?
Following on from the practice of psychodynamic psychotherapy, in order to understand this
approach better, we now turn to the different theories on how it works, with the caveat
that there is currently no consensus on the modes of action. Gabbard and Westen’s
contemporary position, which we adopt in this book, in that there are likely to be
multiple modes of therapeutic action within psychodynamic therapy which interrelate,
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Table 4.1 Main psychodynamic therapies available in the UK’s National Health Service

Therapy and key
clinician(s) associated
with its development
(year of development)

Core features Selected clinical
indications

Interpersonal therapy
Klerman (1996)

This is a brief structured
therapy emphasising
current interpersonal
relationships. Four foci –
grief, disputes, deficits and
role transition

Depression

Psychodynamic
interpersonal therapy
Hobson (1985) and Guthrie
(1991)

Consists of humanistic and
interpersonal elements. Has
seven components –
explanatory rationale,
shared understanding,
staying with feelings, focus
on difficult feelings, gaining
insight, sequencing
interventions and making
changes

Depression, somatisation

Dynamic interpersonal
therapy
Lemma (2010)

Brief focused therapy based
on distillation of evidence-
based manualised
psychodynamic
approaches, incorporating
object relations, attachment
and mentalization theory.
Focus is on the patient’s
interpersonal and affective
functioning in the ‘here and
now’ of the session

Depression, anxiety

Cognitive analytic therapy
Ryle (1982)

Brief therapy which
integrates psychoanalytic
and cognitive techniques,
emphasising patient’s
relationships. Constructs
formulation of difficulties
with the patient using
‘reciprocal role procedures’.
Identifies the defence
mechanisms maintaining
them – ‘traps, dilemmas and
snags’

Developed originally for
people with neuroses and
people with marked
relational difficulties with
‘borderline’ dynamics.
Now used more widely

Mentalization-based
therapy

Based on attachment
theory and integrates
psychodynamic, cognitive

Developed originally for the
treatment of people with
‘borderline’ dynamics;
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rather than a single one.[5] However, for clarity, it can be helpful to artificially separate out
different possible modes of action. The following headings are adapted from Lemma:[12]

The Exploration of the Past
As described previously, one of Freud’s earliest theories of change was that insight could be
gained by bringing to the surface traumatic memories which had been repressed. This is
likely to be the model that many new therapists have in mind when thinking of psycho-
dynamic psychotherapy and yet is probably the least representative of modern practice. It is
certainly true that we are interested in a patient’s past experience but not because the past
can be altered nor because it can necessarily be blamed for the patient’s current situation.
Furthermore, through developments in neuroscience, it is now recognised that ‘memories
are not direct replicas of the past per se . . . memory undergoes a complex process of
reconstruction during retrieval’ and is influenced by a person’s present mood state and
context.[13] Knowledge of a patient’s recollections of childhood is helpful as it can be used to
understand and predict how they might form current relationships, including with their
therapist. As we have described in Chapter 2, the dynamics of the past can be recreated
(unconsciously) in the present.

The Healing Power of the Narrative
Here a narrative is created where exploration of past experiences is considered an important
aspect. Patients can experience relief through forming a more coherent narrative of their
life, integrating and making sense of various past experiences.

Therapy and key
clinician(s) associated
with its development
(year of development)

Core features Selected clinical
indications

Bateman and Fonagy (mid
2000s)

and relational components.
Focus on enhancing
mentalization which is the
ability to reflect on one’s
own and others’ state of
mind

has wider applications

Transference focused
psychotherapy
Clarkin and Kernberg (mid
2000s)

Consists of individual
therapy two or three times
a week based on
psychoanalytic object
relations theory. Focus is on
the reactivation and
interpretation of the
patient’s split-off
internalised object relations
in the transference

Developed for use with
people with marked
difficulties in relationships,
including people with
‘borderline’ dynamics

Adapted from Yakeley 2014,[7] reproduced with permission from Cambridge University Press.
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Working Through the Transference
As discussed in Chapter 2, the patient unconsciously projects aspects of himself into the
therapist (transference), which may evoke responses in the therapist (countertransfer-
ence). Using her observation of the transference and drawing on her countertransfer-
ence, the therapist uses transference interventions to support the patient to be more
aware of his projections. She does this using accessible language and in a reflective, open-
minded manner (see Chapter 7). In this way the patient may be able to take back his
projections. We can use more technical terminology and say this represents the patient
moving from ‘paranoid-schizoid’ to ‘depressive position’ functioning and in this way the
patient becomes more in touch with reality (see Chapter 2 for explanation of these
terms).

A New Relational Experience
In the psychotherapy world there is some disagreement as to how the therapy relationship
can effect change. Do we as therapists become a transference object, ‘thereby allowing the
patient to examine patterns of relating in the here and now’?[12] Alternatively, do patients
get better ‘through involvement with an emotionally responsive therapist who provides
a new interpersonal experience that disconfirms negative expectations of others’?[12]

Advocates of the latter approach consider it to be important that the patient can find in
the therapy relationship a new and different experience which can be internalised by the
patient (note, this does notmean the therapist deliberately striving to be an ‘ideal’ figure, nor
does this mean the therapist letting go of a psychodynamic frame with its boundaries). In
clinical practice, the two approaches – exploring the transference and discovering in the
therapy relationship new ways to be – can work synergistically, as we describe in Chapter 8
(in the section ‘The Therapeutic Relationship as a Vehicle for Change’).

Insights from Neuroscience: Working with Procedural Memory
To recap fromChapter 1, in early psychoanalysis it was postulated that painfulmemories were
kept out of consciousness by repression but that they found expression through neurotic
symptoms, dreams, or parapraxes (slips of the tongue). Since then, research into the neuro-
science of memory has progressed and there have been some interesting developments. In
brief, there are a number of different types of memory system, as depicted in Figure 4.1.

Sensory memory refers to the brief retention (less than a second) of information from
touch, sound and vision. Working memory refers to the temporary storage and manipula-
tion of information for complex tasks such as understanding language, learning and
reasoning.[15] Focusing specifically on long-term memory, there are two main memory
systems: declarative memory (also called explicit memory); and non-declarative memory
(also called implicit memory).

Declarative memory is where a person is orientated to themselves, events and facts. The
word declarative in this context refers to specific, explicit memories that can be consciously
recalled or ‘declared’. This type of memory orients us in the world and is not thought to fully
develop until around two to three years of age due to the immaturity of the brain systems
which mediate this type of memory.[12] Declarative memories can be experienced con-
sciously but require retrieval to become conscious.[16] There are two types of declarative
memory. Episodic memory refers to our ability to ‘recall and re-experience specific episodes
from one’s personal past’.[17] Semantic memory is our memory for facts and general
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knowledge about the world. It is thought that mechanisms of repression operate partly
through brain systems that actively inhibit retrieval of declarative memory.[12,18]

The term non-declarative refers to memory that is accessed unconsciously (i.e.
without being ‘declared’), and includes memory that may manifest implicitly through
certain skills and abilities, or through how a person interacts in relationships. Non-
declarative memory consists of four different components, all of them unconscious.
We will focus here on two components of non-declarative memory, procedural and
associative memory. We don’t know for sure, but it is thought that procedural

Haptic memory

Echoic memory

Iconic memory

Working memory
Short-term

memory

Sensory memory

Long-term
memory

Memory

Episodic memory

Semantic memory

Procedural
memory

Associative
memory

Non-associative
memory

Non-declarative/
Implicit memory

Declarative/
Explicit memory

Priming

Figure 4.1 Memory classification.
Image from Camino and Güell 2017,[14] reproduced under Creative Commons Attribution License (CC-BY 4.0).
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memory is particularly important in the young infant.[12] Procedural memory is
non-verbal and non-symbolic. Procedural memory is involved with ‘how to do’ some-
thing, for example how to ride a bike. Importantly this is the main memory system
involved in ‘how to be in a relationship’, although it is likely that the other memory
systems also have a role in influencing relationships in older children and adults. This use
of procedural memory means that early templates of how relationships work are deeply
unconscious yet influential on our everyday lives. These templates are not directly
accessible to conscious thought – they have not been ‘repressed’ as they were never
conscious in the first place. Of course, procedural memories continue to form in older
children and adults.

Associative memory refers to ‘the storage and retrieval of information resulting from an
association (i.e., resulting from an association with other information)’.[14] It is likely that
many patterns in relationships reflect both ‘implicit procedures and associations’.[5]

Emotional memory is a sub-type of associative memory. Emotional memory is the process
whereby a feeling is evoked by a specific situation. Under extreme stresses such as over-
whelming trauma, episodic memory may not be laid down, but there may be emotional
memory, and memory of the physical experience of the event (the latter as part of proced-
ural memory).[19]

In adults, as Lemma describes, declarative and non-declarative memory systems inter-
act. For example, constant conscious repetition ‘can transform a declarative memory into
a procedural one. Likewise, repeated avoidance of particular thoughts or feelings may result
in the associated behaviour becoming automated (i.e. procedural)’.[12]

Lemma goes on to explain that procedural memories ‘cannot be directly translated
into conscious memory and then into words: they can only be known by inference’,[12]

that is, by observation of interpersonal behaviour. During therapy, these relational
templates from procedural memory are re-enacted (played out) in the transference
which brings habitual, unconscious ways of relating to the fore. In this indirect way,
they can be made more conscious, in order to evaluate and modify them. Furthermore,
the therapy relationship provides an opportunity for the patient to experience with the
therapist new kinds of interaction. If these new kinds of interaction are repeated
multiple times, this may lead to the patient learning new procedures of being with
others and oneself, that is, new procedural memories forming. This latter mode of
change does not rely on verbal interpretation, but more on ‘the importance of the
quality and the nature of the interactions between the therapist and patient that bypass
language itself’.[12] We find this contribution from neuroscience helpful in clarifying the
clinical approach described above under the heading ‘A New Relational Experience’.
(Chapter 6 discusses the role of associative memory networks in a process of therapeutic
change.)

Until more research clarifies further the modes of therapeutic action, it would be
reasonable to assume that different patients, with help from their therapists, will discover
their own way of using therapy. The so-called non-specific therapeutic factors – including
the formation of a positive therapeutic alliance – are also important for therapeutic change
(these are discussed in Chapters 6 and 8). With some patients, change will be more about
making sense of the past, with some it will be more about working in the transference, and
with others it will take the form of discovering a new relationship. It is likely that over
a course of therapy, all of these modes of action will be important, and also it is likely that
different modes of action will predominate in different phases of the therapy.
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Practical Considerations
In this final part of this overview chapter, we cover a number of practical considerations to
do with psychodynamic therapy.

Brief Psychodynamic Psychotherapy versus Long-Term Therapy
Contrary to popular belief, most psychodynamic therapies carried out in the UK and the
USA are relatively brief [20,21] and research has demonstrated that these briefer therapies are
effective.[22,23] Generally, we consider a brief therapy to be between 10 and 20 sessions,
although this is not a hard and fast rule. Nor do sessions need to be weekly, so a brief therapy
can stretch over a longer period of time than might be expected by the number of sessions.

How does a brief therapy differ from a longer term one? According to Dewan et al.,
specific characteristics of a brief therapy include planning, that is, they are brief by design
and not by default and they are focused, with the aim being to achieve smaller change rather
than broad personality change.[24] Although this aim may seem modest, we can bear in
mind that even a small change in a patient’s symptoms and interpersonal functioning can
lead to a significant improvement in quality of life. For example, a small change in some-
one’s functioning may make the difference between a person not quite managing to hold
down a relationship to just being able to stay in a supportive relationship.

Specific emphases in technique in the briefer therapies include a focus on promoting
a positive therapeutic alliance. There is also an emphasis on explicitly identifying the ways in
which a patient relates to others and themself that are not helpful in the present day. Then
the therapist and patient actively explore ways to manage these relational patterns.

However, brief therapy is not for everyone. It is useful for patients with problems that
have a relatively recent onset and who are highly motivated. Patients who have severe
difficulties in interpersonal relating or who have more chronic conditions are unlikely to do
well with a brief therapy. This is because there will not be enough time to develop trust,
develop a formulation, and work things through. As Solms explains, ‘the establishment of
new procedural memories is a slow process.’[25] For these patients, brief contact may carry
a risk of making things worse through forming and then disrupting an attachment before
meaningful change can take place.

Open-Ended Therapy versus Closed Therapy
Open-ended therapy means that there is no decision at the beginning of therapy as to when
it will finish. This mean that ending occurs when the patient feels ready to finish his therapy.
For Freud, the goal of psychoanalysis was to convert neurosis into ‘ordinary humanmisery’,
meaning that there is no magical end point when a patient will feel completely better.
Therefore, in practice, the therapist plays an active role in supporting the patient to think
through when it is the right time to finish. External factors can also play an influence on
when to finish therapy, such as moving house, changing job, retirement, and so on.

Closed therapy means that the duration of therapy is agreed at the outset. Often the end
date remains a focus throughout the work, especially in a brief therapy. Once an ending has
been agreed it is important to keep to the original arrangement, otherwise the therapist is at
risk of enacting boundary transgression. This holding of the frame can be difficult, especially
if the patient seems to regress, which can be the case when faced with an ending. Good
supervision and support are invaluable in this situation. This book focuses more on closed
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therapy, which is more common for newer therapists and those working in a publicly-
funded setting.

Can Psychodynamic Psychotherapy be Combined with Psychotropic
Medications?
We know that psychotherapy can effect change, so can combining therapy with medication
result in greater change? Research suggests that a combination of the twomay be better than
for psychotherapy alone, especially in patients with moderate to severe symptoms.[24]

Clinically, for example, psychotropic medication can be used to improve biological depres-
sive symptoms which might otherwise prevent a patient from being able to make use of
therapy.

The addition of medication during therapy is not without complications, however.
Dewan et al. elegantly paraphrase Freud’s ‘a cigar is not just a cigar’ replacing this famous
quote with ‘a pill is not just a pill’.[24] What this means is that both patients and their
therapists have their individual conscious and unconscious thoughts as to the meaning of
medication (see the Clinical Example below). Considering the patient in the first instance,
the addition of medication might be experienced by the patient as the therapist thinking
them weak and unable to cope or, on the other hand, not prescribing may be experienced by
the patient as the therapist being neglectful or depriving. These experiences can, of course,
hopefully be articulated as part of the therapy and worked through. In their paper on the
placebo effect, McQueen et al.[26] state that ‘medicines often have special emotional signifi-
cance for patients that goes way beyond any realistic appreciation of their physical effects . . .
medicines may be invested with notions of food, nourishment and care (Tutter 2006)[27] or
in more paranoid contexts, poisoning’.

A therapist might withhold the possibility of medication due to their unconscious
feelings of omnipotence or may advise prescription of psychotropic medication in response
to countertransference difficulties of feeling helpless and inadequate. Both these positions
may be better explored during supervision rather than acted upon straight away. Of course,
even if countertransference feelings are implicated this does not mean that it is incorrect to
prescribe.

Clinical Example A pill is not just a pill

A young woman Ms A., with poorly controlled diabetes, was referred for psychodynamic
assessment as she had not responded well to a previous psychological intervention and
antidepressant medication. A psychodynamic assessment elicited that she had experienced
her father as a controlling and aggressive man who she had feared and disliked, and she had
rebelled against him from her early teens onwards. Further exploration elicited that she had
unconsciously equated the regime of insulin taking and attendance at endocrine clinics as
being controlling. This experience of feeling controlled had aroused rebellious and oppos-
itional tendencies in her, leading to poor diabetic management.
The same dynamic had happened with the previous therapist when they ‘agreed’ tasks to

undertake in between sessions, and this opposition increased when the previous therapist
suggested that Ms A. commence antidepressant medication. Once this was recognised and
discussed with Ms A., she became better able to distinguish between her early adverse
experience and her experience of current health professionals who were trying to help her.
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If medication is indicated, then we need to work out how this should be prescribed. In
our experience, prescribing usually works better if carried out by a different person to the
therapist as the act of prescribing can interfere with the unfolding of the therapeutic
relationship and make it more complicated. Moving from a two-person to a three-person
relationship can however increase the potential for splitting, especially if the patient’s
characteristic defensive processes already involve splitting, as with the dynamics of border-
line states of mind (see Chapter 13). In the latter situation, good communication between
the therapist and prescriber is essential. There may in fact be the potential for positive
therapeutic change if the therapist and the prescriber can work together and act in
a consistent way, thus providing what may be a new experience of a ‘parental couple’
working together and holding the patient in mind.

Finally, it is of interest that when general clinicians (i.e. non-psychotherapists) are seeing
patients but not providing formal therapy, the importance of the therapeutic relationship
remains highly significant. A study found that during the treatment of depression using
imipramine, over 9% of the variation in self-reported outcome was due to the psychiatrist
providing the treatment. The effect of the psychiatrist was nearly three times larger than that
for medication.[28] No matter what treatment was prescribed, psychiatrists had a better
outcome if they adopted behaviours which promoted a positive alliance.

Concluding Remarks
In this chapter we have described an outline of psychodynamic psychotherapy, drawing on
themes from the preceding chapters on history, theory, and research. Psychodynamic psycho-
therapy is a large subject with a long history and evolution from psychoanalysis, and we have
attempted here to give an overview of the essence of a psychodynamic approach. We acknow-
ledged the variation in approaches within the overall field of psychodynamic therapy, from
more Freudian to more relational, and between non-manualised and manualised approaches.
We also introduced contemporary contributions from neuroscience – particularly in under-
standing and working with procedural memory. Finally, we discussed practical considerations
in terms of therapy duration and the use of medication. We hope that this will be orientating
for later chapters which go into various dimensions of psychodynamic psychotherapy in more
depth.
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Part 2: The Model of Psychodynamic Psychotherapy into Practice

Chapter

5
Framing a Psychodynamic Space

‘Psychotherapy has to do with two people playing together. The corollary of this is that where
playing is not possible then the work done by the therapist is directed towards bringing the
patient from a state of not being able to play into a state of being able to play.’
(Winnicott 1968)[1]
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Introduction
The present chapter focusses on the concept of framing a psychodynamic space. This is
the basis for other aspects of psychodynamic therapy to come into play (see Chapter 7
on technique). People come to therapists in various states of mind. Some people have
histories of neglect and may carry expectations of something similar happening to them
in the therapy room. Some may be looking for help with long-term difficulties. Others
may be acutely distressed and not know why. Others still, may come to therapy at the
behest of others and may themselves be sceptical about what therapy could offer them.
If we think about times when we have been a patient – such as being in hospital, going
to the doctor worried about a symptom, or perhaps if we have been in therapy
ourselves – we can connect to the swell of anxieties, uncertainties, and psychological
defences that may characterise a person’s interactions with health services. How we as
clinicians present ourselves and organise the caring environment is crucial for a space
to be created – or framed – where something therapeutic can happen in relation to these
initial anxieties.
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(Winnicott 1968)[1]
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Introduction
The present chapter focusses on the concept of framing a psychodynamic space. This is
the basis for other aspects of psychodynamic therapy to come into play (see Chapter 7
on technique). People come to therapists in various states of mind. Some people have
histories of neglect and may carry expectations of something similar happening to them
in the therapy room. Some may be looking for help with long-term difficulties. Others
may be acutely distressed and not know why. Others still, may come to therapy at the
behest of others and may themselves be sceptical about what therapy could offer them.
If we think about times when we have been a patient – such as being in hospital, going
to the doctor worried about a symptom, or perhaps if we have been in therapy
ourselves – we can connect to the swell of anxieties, uncertainties, and psychological
defences that may characterise a person’s interactions with health services. How we as
clinicians present ourselves and organise the caring environment is crucial for a space
to be created – or framed – where something therapeutic can happen in relation to these
initial anxieties.
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Winnicott writes about parents creating a ‘holding environment’. This refers to a certain
quality of receptive and predictable interactions that parents build up in relation to their
infants, allowing the infant to feel physically and emotionally held. If this environment is
good-enough (not perfect), the developing infant may be able to make use of these
interactions with his caregivers to begin to make sense of his own mind and feelings.
Clinicians have a similar task in creating a safe ‘therapeutic frame’ (sometimes referred to
as the ‘analytic setting’) when patients present in distress and looking for help, or present as
defended against their distress and their need for help.

The psychoanalyst Michael Parsons compares a therapeutic frame with entering
a theatre, a religious building, or a playground.[2] A boundary is crossed, which allows the
potential for something different to occur on the inside compared to the outside. On the way
into a psychodynamic therapy session, a patient may encounter aspects of a therapeutic
frame through the reliable way the meeting is set up, a regular pattern to session times and
duration, the therapist’s non-judgmental interest in all aspects of the patient, and the
opportunity to talk about themself in the presence of an attentive clinician. The patient
may then feel secure enough to begin to explore things. What can unfold inside the frame is
a ‘reliable and professional relationship, where old patterns may be repeated, but can be
thought about and understood in a way that frees people to change’.[3]

A key underpinning facet of the psychodynamic therapist’s practice is tuning in to the
emerging transference (how the patient relates to and experiences the therapist) and the
countertransference (the therapist’s responses to the patient). This involves the therapist
developing a capacity to carefully observe and listen to the patient, whilst also attending to
and considering her own ‘inner instruments’ (her own feelings, impulses, ideas/
associations).[4] A reliable therapeutic frame puts up some scaffolding and allows the
therapist to be in a frame of mind where they can notice how the patient uses the therapeutic
space, as well as listen inwardly to their own responses and associations to the encounter.
Parsons calls this state of mind the ‘internal analytic setting’.[2] The frame provides the
therapist with a structure which allows them to adopt a sense of relative neutrality, both
internally and relationally (see Chapter 7 for more detail on the ‘The Psychoanalytic
Attitude’). It is against this relative neutrality that the patient’s idiosyncrasies are brought
into relief and, through this, made available for understanding. Conversely, if the frame is
not reliable, then the therapist cannot discern the patient’s personal style and peculiarities.
The patient’s relational dynamics, once noticed, can be explored within the therapy sessions
andmay become the main focus of the work itself. Does a patient, for example, use the space
easily in a straightforward way, or do they come late and find it hard to talk? Does the offer
of the therapist’s attention evoke feelings of vulnerability in the patient, perhaps leading to
defensive manoeuvres such as closing off or going on the attack? Is the therapist experienced
as neglectful, or as a harsh and critical figure?

The American psychoanalyst and educator Glen Gabbard observes that notions of
‘frame’ or ‘boundaries’ may imply an unthinking rigidity. This is a misunderstanding of
what is intended. Rather, the edges of the sessions are intended as ‘an envelope within which
the therapist can be empathic, warm and responsive [. . .] the boundaries in therapy create
a safe and secure context within which therapist and patient can enter a “play space” where
feelings, perceptions, thoughts and memories can be played with and be explored’. The
therapist should, ‘above all, be a human’.[5] The boundaries are not created with an
expectation that the patient will always hold them, but rather that if they are not set out it
is impossible to explore what might be behind them being shifted. Take for example,
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a patient who misses a couple of appointments after a particularly difficult session in which
issues around bereavement emerged. If a frame has not been established, it is harder to
explore with the patient why they felt the need to subsequently cancel.

In this chapter, we examine various considerations that go into framing a psychodynamic
space, organised roughly in sequence as they might be encountered by a patient.

Early Encounters with the Setting
Creating a therapeutic frame starts before a patient arrives at the service for the first time.
From the first communications, a psychodynamic approach attempts to convey that what is
on offer is a relationship where time can be taken to stop and think, and where realistic
expectations are set up about what is available. In practice, this is done through careful
attention to written or verbal communication with the patient in the setting-up phase. This
includes explaining the therapist’s intention about the initial meeting(s) – usually an
opportunity for a consultation with a psychotherapist as opposed to long-term treatment
starting straightaway (see Chapter 9 on Assessment and Formulation). The therapist takes
care to use straightforward, jargon-free language, and is warmwhilst also beingmeasured in
tone and realistic about what can be offered.

Even before the first appointment, a patient’s concerns and relational dynamics
might start to emerge in the ways they relate to the service; for example, by insisting on
being seen outside of normal working hours, or by being very compliant and deferential
with arranging the appointment, by repeatedly changing or cancelling appointments, or
perhaps through becoming offended at some aspect of the initial correspondence.
Clinicians try and think carefully about what these communications might signify and
how, or indeed whether, to respond. Taking time at this point to consider the possible
underlying factors at play helps the clinician to avoid reacting in extreme positions such
as being punitive (e.g. prematurely discharging a patient after they miss a single
appointment) or over accommodating (e.g. seeing a patient at 9pm when the service
is set up to run safely from 9am to 5pm). The therapist will also try and be reflective
about what she may have brought to the interaction, rather than assume it is all about
the patient. Even at this early stage, the therapist is intending to convey some important
things to the patient about the psychodynamic frame: a focus on reflection before
action; and the balance that the therapist is trying to strike – neither being prematurely
gratifying nor withholding.

On the Way into a Session
The psychoanalyst and writer Thomas Ogden describes how the build-up to the initial
encounter with a psychodynamic therapist can be a time where anxieties, fantasies, and
internal objects may surface and become noisier.[6] This intense period has the potential for
new insight and change as pre- or un- conscious aspects of the patient’s life become more
accessible. The leading edge of anxieties emanating from a patient’s inner object relations
may surface on the walk from the waiting area to the therapy room. For example, a patient in
the corridor might say: ‘I’m so sorry I’m late, you must be very busy.’ These opening ‘moves’
may contain valuable information about the patient’s ways of navigating the world. The
therapist respects the potential meaning of corridor interactions and, with tact and within
the privacy of the clinic room, may ask further about these. ‘On the way in, you apologised
for being late and expected me to be busy – can you say more?’
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The clinician’s approach of gathering these corridor anxieties and exploring them more
fully once in the room does not mean that the therapist stays steadfastly mute in response to
anything the patient says on the way in. Depending on how apprehensive the patient feels,
a mute response from the therapist could be far from ‘holding’. Instead, in the corridor, the
clinician tries to find a way to tactfully acknowledge something of the communication,
without going into matters when there is not yet the privacy to do so properly.

We need to adapt to the nature of the patient’s anxieties and their developmental level of
organisation (see Chapter 9). Some patients need light conversation on the way to the
therapy room to be put at relative ease and keep anxieties within a tolerable limit. This sort
of humane responsiveness can make all the difference for some patients between leaving
therapy early and being able to come to sessions. With other patients, it may be fine just to
listen on the way in without saying much. Patients’ requirements for ‘corridor interaction’
can change over time.

The Analytic Setting
In preparing for a session, the therapist arranges the room so the layout is consistent from
week to week. The therapist turns off their phone and, if working in a building with others,
may put an engaged sign on the door to ensure privacy and protected time for the patient
without interruptions. It is often easier for people to have new or difficult discussions when
they share the same space but are not directly facing each other – think about two people in
the front of a car in conversation on a long journey. Likewise, positioning therapy chairs at
around a 45-degree angle allows easy movement between free gaze and relaxed eye contact.
It is useful to have one or two clocks in the clinic room near both parties’ natural eye lines.

Although it can feel tempting for the therapist to note down key moments or insights at the
time, this might be distracting and mean that the therapist is not fully available during the
session. In addition, a patient might notice what is written down and what is not, and thus may
modify their narrative. Therefore, in the vast majority of situations, the therapist will not take
down notes during sessions. However, after sessions, the therapist writes a formal entry for the
record and might also write session transcripts in anonymised form for training purposes.

An unreliable setting is depicted in Figure 5.1.

Figure 5.1 An unreliable setting. The door is ajar, the therapist looks distracted, and the effect on the patient is
palpable.
Illustration by Robert Bangham.
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The situation in Figure 5.1 is clearly not conducive to a therapeutic encounter unfolding.
By contrast, to create a therapeutic frame, the therapist tries their best to be reliable. In
practice, this includes giving adequate notice about appointment times, being aware of the
start and end time of sessions, giving notice about planned breaks in therapy, and being
clear about the length of the course of therapy being offered or explaining if the contact
could be open-ended. The therapist explains that therapy is a confidential space, whilst also
acknowledging the limits to this if the patient poses a significant risk towards themselves or
others. All this is about creating a predictable, familiar setting which is conducive to an
analytic encounter unfolding (see Figure 5.2).

A consistent session duration means patients know how long they have with the
therapist – this may sound basic, but this predictability can help an anxious patient explore
new and unsettling areas.Many people feel more secure if they know they are not going to be
closed off unexpectedly. Equally, it can be containing to know that the exposure of a session
won’t go on for ever, that it will draw to a close after a predictable time. Most psycho-
dynamic sessions run for either 50 or 60 minutes, which for many people allows enough
time for something to unfold but is not too long to be overly tiring.

If a patient is embarking on something obviously distressing close to the end of a session,
it may be helpful for the therapist to mention that they are conscious of there being
only a few minutes left, and that it may not be possible to go into this fully in the present
session – though there would be time the following week. This can avoid a sudden stop and
conveys the notion of future sessions, possibly allowing the patient to feel held in the
therapist’s mind.

Sometimes, a patientmay ask a question once the session has finished, or as they are packing
up to leave the room. If this question does not realistically require urgent attention, it may be
more containing to try and keep the anxieties within the usual envelope of the session and to say
something like, ‘Can we respect this question and make proper time to look at this next week.’

If something comes up right at the end of the session that requires immediate attention –
such as significant concerns about risk – time must be taken to explore this, and appropriate
steps taken if needed. If it becomes a pattern for concerning situations to come up in this
way, then this can then be looked at within the therapy to try and understand why this is so.
For example, is it a way of avoiding separation; is a situation being repeated whereby the

Figure 5.2 The reliable external features of the therapeutic frame help to create a steady and containing
environment for therapeutic work.
Illustration by Robert Bangham.
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caring figure of the therapist is unconsciously invited into a position of either ignoring the
patient or showing extra care; or might the patient feel too vulnerable if important matters
were brought up earlier in a session and given more exposure?

Being a reliable therapist is not the same as attempting to provide ‘perfect’ care. This is
both impossible and clinically undesirable. When circumstances emerge which are out of
the therapist’s control (e.g. a short notice cancellation due to illness) then the therapist
apologises, and tries to understand how the patient might be feeling (see also sections on
‘Rupture and Repair’ in Chapters 3 and 7).

The therapist tries to be reflective when a patient does not come to sessions. Rather than
viewing a missed session as a sign of a person ‘not engaging’ and discharging them, instead
a therapist would try to think about what the missed sessions might signify for the patient. The
way a person comes or doesn’t come to sessions, or attends late or early, shows us something
about how they are engaging with offered care. Most people who come for therapy have
difficulties in the way they relate to others, particularly in caring relationships, so ambivalence
about coming to sessions is expected and working through this can be part of the therapeutic
process.

For good clinical care, the therapist will need at times to draw on their core clinical
training and skills. One does not stop being, for example, a doctor, nurse, psychologist, or
social worker when one become a psychodynamic therapist. So, when appropriate, the
therapist will, for instance, explore the patient’s current risks, assess the severity of
a depression, or liaise with other professionals as required.

Allowing a Psychodynamic Encounter to Unfold
After the creation of a therapeutic frame, the patient is invited to start: to try to put into
words what comes into their mind and to talk about what they are experiencing, whatever it
is. The therapist listens closely to the patient, with interest and curiosity. Particularly as
therapy progresses, the psychodynamic therapist may also use more ‘expressive’ (i.e.
‘interpretative’) approaches – this comes alongside the practice of close listening and
‘following’ (see Chapter 7 on technique).

Patients may come to therapy with a conscious idea of a problem they wish to address.
However, when allowed the opportunity to explore, many patients quickly find themselves
expressing different and unexpected themes, as unconscious thoughts, feelings, impulses, and
conflicts emerge. It may transpire that the initial ‘problem’ the patient was seeking relief from
was a signal that something was remiss in the patient’s internal world (see Clinical Example 1).
Alternatively, the initial ‘presenting complaint’ may in retrospect turn out to be a more
palatable displacement of the ‘real’ issue. To take an example from Freud, a patient may not
come to therapy for help with feelings of guilt. Instead, he may feel ill.[7]

Clinical example 1 Realising underlying issues

MrMcLeod, a man in his fifties, came to therapy with a conscious wish to address the feelings
of anxiety he experienced whenever he left his house. However, with the space to just talk
and see where things went, MrMcLeod discoveredwhat was really troubling himwas a sense
of not knowing what he wanted in life. He experienced a dawning realisation that he had
never taken the time to ask himself this question. With time to talk and explore things, his
anxiety receded, without a direct focus on this symptom. The initial anxiety was a signal that
something was wrong.

84 Part 2

https://doi.org/10.1017/9781009104425.007 Published online by Cambridge University Press

https://doi.org/10.1017/9781009104425.007


The Edges of Sessions
The borders between one place and another are often interesting places. In therapy too,
interesting information can emerge around the edges of sessions. Often the first few
minutes or even seconds can be revealing (see Clinical Example 2). Similarly, the
very end of a session, as the patient is leaving, can contain important interpersonal
observations.

Clinical Example 2 Hanging up a jacket

Aaron came to his first therapy session. He seemed comfortable enough in the waiting
room and walking along the corridor to my room. But as soon as he entered the room, he
looked awkward and out of place. He was worried about where he should sit and was
apologetic about hanging his jacket up on one of the pegs, as if he had done something
wrong.
When Aaron sat down and started talking the atmosphere returned to the comfortable

mood of the waiting room and corridor. After some months of working together, Aaron’s
central issues gradually emerged in words – his deep sense of never really belonging
anywhere, and a history of being adopted in early infancy.
In retrospect, something of this experience was observable in the opening of the first

session, as demonstrated in Aaron’s anxiety about taking his place in the room with me. The
observations from that first minute aided in the understanding of his situation and the
subsequent work of putting things into words.

The Limits of Therapy
Another aspect of the therapeutic frame concerns the limits of therapy. In all services there
will be limits in terms of resources, operating hours, and therapist availability. At times it
may be necessary for the therapist to explain, humanely yet clearly, what roles she is and is
not able to fulfil. For example, depending on the background and realities of a service,
a clinician will be able to fulfil the role of therapist but not necessarily that of nurse or social
worker. This reality may draw varying degrees of ‘negative’ transference – perhaps evoking
feelings of rejection or dispelling a notion of being ‘rescued’. However, when supported by
a good therapeutic alliance, these realistic limits allow the potential for such dynamics to be
put into words and understood.

Nancy McWilliams, psychologist and psychoanalyst, writes about how, when
working with patients who struggle between poles of separation or engulfment with
others, the therapist may experience a pressure to go the extra mile, perhaps through
attempting to provide the care the patient feels has always been missing. For example,
by regularly extending sessions, or carrying out tasks for the patient that are outwith
the therapeutic role or the therapist’s abilities. According to McWilliams, the therapist
will have to tolerate being told off by the patient for having ‘rigid, selfish rules’, but
clinically the patient is likely to do better when the therapist can hold on to the
agreed, realistic limits and boundaries. Furthermore, when a therapist’s limits are not
explicit a patient’s actions may escalate ‘until they find the ones which have been
unstated’.[8]

Limits which need addressing at an early stage include threats of violence or
sexual advances from the patient. These pose risks to both parties, as well as

Framing a Psychodynamic Space 85

https://doi.org/10.1017/9781009104425.007 Published online by Cambridge University Press

https://doi.org/10.1017/9781009104425.007


undermining the patient’s therapy. Consulting with a colleague or supervisor is
helpful to work out how to address these situations. The clinician’s approach is
often a combination of ‘boundaries plus understanding’, that is, addressing the
boundaries that are needed for both parties’ safety, alongside attempts to understand
what the patient is communicating through their actions.[9] This often defuses the
need to act the situation out.[10]

It is important that these realistic limits and boundaries do not grow arms and legs and
restrict the therapist’s warmth and interest within a session. Some clinicians have
a concern that they should not move from their chair to bring the patient a glass of
water if this is requested, nor look at a photograph, artwork, or another possession the
patient has brought in, as this would somehow be ‘departing from the frame’. So, to clarify,
it is part of a contemporary psychodynamic approach to be interested in what the patient
brings to the session, be that showing you a letter or a photograph or an item they have
brought with them. These interpersonal events may of course carry a great deal of
meaning and communication, and the therapist can and should consider this dimension.
It will likely be appropriate to bring a glass of water if it is requested. This act might signify
that the patient is seeking a more concrete experience of care. Such partial enactments, as
described further in Chapter 2, are inevitable and provide a way in to understanding
interpersonal dynamics. To labour the point, bringing a glass of water, and reflecting
(perhaps inwardly) on this, is a different way of responding to a patient’s thirst than
buying them bottles of mineral water to take home or giving the patient money to spend
on drinks.

Professional Boundaries and Violations
We cannot leave the topic of setting the frame without discussing the important issue of
boundary violations by the therapist. For example, the latter therapist who buys bottled
water for the patient is moving into the territory of a therapist boundary violation.
Boundary violations by clinicians and therapists can occur in any field of work, and it is
a sensible position to realise that none of us, as clinicians, are immune to this potential.
Acknowledging that all boundary violations by clinicians are serious, some writers have
conceptualised these as being on a spectrum of severity, with a ‘smaller’ boundary
violation potentially leading on to further and more serious violations.[11] A boundary
violation on the part of a clinician is likely to bring harm to the patient, even if the
patient does not feel disturbed at the time. There may be harm to the patient through
direct psychological effects or via damage to future trust in caring professionals, and
there may also be reputational damage to the profession. There is a marked power
imbalance between therapist and patient which may affect a patient’s capacity to agree
or disagree to what a therapist asks of the patient, and the therapist has to realise this
and accept that anything other than a professional relationship is neither possible nor
ethical.[12]

There are many reasons behind a professional boundary violation, and we can only
briefly introduce this important topic here. Boundary violations may be in the emotional,
financial, or sexual realm. Within psychodynamic therapy (as with other professional
relationships), at times there may be an ‘idealising transference’[13] where ‘the therapist’s
character is distorted and imbued with idealised attributes that reflect the patient’s unmet
developmental longings’.[12] Without reflection and supervision to process the associated
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countertransference, a therapist might fall into the trap of attempting to enact the love or
care that the patient feels he has been missing, rather than the therapist recognising these
dynamics and attempting to help the patient to understand his feelings and their meaning
while being clear about the therapist’s professional role and limits. Equally, a professional
boundary violation may be more to do with the clinician’s own personal issues.
Frequently, these two areas overlap, with boundary violations being more common at
a point in the clinician’s life when they are more vulnerable, such as being recently
bereaved, in conjunction with a clinical situation that carries powerful interpersonal
pressures. The management of a professional boundary breach is beyond the scope of
this book, other than to outline the principle of seeking senior advice immediately when
there is a concern, taking immediate steps to protect and support the patient, and
involving the professional’s local service and regulatory body for investigation. It is also
likely to be a difficult time for the professional involved who will need appropriate
support.

Concluding Remarks
This chapter has outlined how a therapist might go about establishing a space which
a patient might start to use therapeutically. As discussed, the notion of a therapeutic
‘frame’ is useful but is misunderstood if the word is taken literally to mean an unbending
rigid approach or an adherence to rules for their own sake. ‘To frame’ – used as a verb –
perhaps conveys the creative and attitudinal elements of this concept more accurately than
the ‘frame’ as a noun which emphasises the external manifestations.
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Chapter

6
The Goals of Psychodynamic
Psychotherapy

‘ . . . much will be gained if we succeed in transforming your hysterical misery into common
unhappiness . . . .’ Freud and Breuer, Studies in Hysteria. (1895) [1]
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Introduction
There are several schools of psychotherapy which have overlap, but also differences in
theoretical orientations; these have been briefly described in Chapter 4. These theoretical
differences lend richness in terms of conceptualising what goals a therapist is aiming for
during therapy but inevitably add a degree of complexity as to what these goals might be.
This complexity around goal definition can be seen right at the start of the development of
psychotherapy. For example, it is often thought that Freud developed his analytic method
with no goals in mind, however, as can be seen from the quote above, Freud did have aims
for his treatment, aims which are also explicit in his statement ‘Where id was, there ego shall
be’ (i.e. increasing awareness of and agency in one’s inner life and relations with others).

As other schools developed from psychoanalysis, they emphasised differing goals. For
example, aWinnicottian therapist might work towards a reduction in false-self functioning,
a Kohutian therapist might look for reorganisation of the self with a corresponding lessen-
ing of reliance on external selfobjects, and a Kleinian therapist might aim to reduce
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persecutory anxieties with a reintegration of projected parts of the self in order to function
better.[2]

Some therapists advocate that the only goal of therapy is to analyse the patient, a position
drawn from Bion (1967) where he says that ‘the purest form of listening is to listen without
memory or desire’.[3] Some theorists have taken this to mean that each session should be
approached with no memory of what has gone before and with no desire to change anything.
Leiper and Maltby describe this goalless position as being ‘wise nonsense’.[4] They go on to
explain that although the idea of approaching a session with nomemory or desire might seem
nonsensical, there is a rationale behind it. A person coming into therapy will be aware of their
conscious difficulties but they will also have a number of unconscious ones of which they not
aware, and which may even be in conflict with the conscious difficulties. Thus neither the
therapist nor the patient can initially know what the goal of a particular therapy may be and
they will need to work patiently together until things become clearer.

The experienced psychodynamic therapist therefore will not initially agree specific goals
with their patient as they may be incorrect or only partially correct.

However, whilst having a good clinical rationale, this apparently goalless position may
not necessarily feel helpful to the patient, to the therapist, or to managers responsible for
developing healthcare systems. In addition, to carry out effective research on psycho-
dynamic psychotherapy there needs to be clear criteria for what is being measured so, at
times, we need to be able to identify clearly defined goals.

We can see that there is a tension between these two positions, the first being to solely
analyse the patient and the other to have clearly formulated goals. To try to resolve this
tension it can be helpful to think that the goalless state is initially necessary to provide the
conditions where later on conscious and unconscious goals can emerge and be recognised
by the patient and therapist. Or as Cooper puts it ‘goallessness and free association are both
tactics for reaching the strategic goals of identifiable change in inner and outer life’.[2]

Keeping this tension in mind we go on to describe some of the goals in psychodynamic
psychotherapy and we use a simple schema which divides goals into those which are non-
specific to psychodynamic psychotherapy and those which are more specific. Generally the
non-specific goals tend to come into play earlier in a therapy and the specific goals later;
however, it should be stressed that this is a bit of an artificial divide as some of them will
need to be met across the whole time frame of a therapy whilst under certain circumstances
themore specific goals may need to be attended to sooner. For example, if a patient comes to
therapy and quickly develops a strong negative transference response to the therapist, it may
be necessary in the early stages to interpret this negative transference, even though this is
a specific goal. This interpretation would be necessary to try to develop a reasonable
therapeutic alliance to enable the patient to continue in therapy.

Initial Phase Goals
Goals to be worked towards in the beginning phase of therapy tend to be generalisable
across all forms of psychotherapy and thus are less specific to psychodynamic psychother-
apy. Although termed ‘non-specific’ or ‘common’ factors, they are important. For instance,
complex transference interpretations will not help a patient if he has already dropped out of
therapy due to the therapist not paying sufficient attention to non-specific aspects, such as
being empathic. Psychodynamic psychotherapy can initially seem confusing and frustrating
and developing these factors can help both the patient and therapist to settle in.
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Laska et al. summarise common factors in therapy as follows:

- An emotionally charged bond between therapist and patient.

- A confiding, healing setting in which therapy takes place.

- A therapist who provides a psychologically derived and culturally embedded explanation for
emotional distress.

- An explanation that is adaptive and is accepted by the patient.

- A set of procedures and rituals engaged by the patient and therapist that leads the patient to
enact something that is positive, helpful or adaptive.[5]

Chapter 5 has discussed how to frame a space in order to developmany of these non-specific
factors – in particular, the creation of a confiding and containing setting for therapy. In
terms of explanations for emotional distress, a key focus of psychodynamic therapy is
attending to the patient’s feelings and allowing space to both experience and also under-
stand these. Chapter 7 on technique covers the more ‘educational’ aspects of explaining and
working with distress.

Research has yet to fully determine just how important common factors are to outcomes
in psychotherapy compared tomore specific psychodynamic factors. This is not a surprising
finding as research has yet to determine how therapy works; there is much evidence to show
that it does, but there is less evidence on how. Some researchers believe that therapeutic
change is effected largely through the operation of the non-specific common factors and
others think that the specific factors are necessary.

These so-called common factors will be at play across all phases of therapy although they
will vary in importance depending on what stage the therapy is in. For example, explanation
of the rationale for therapy is more likely to be important at the beginning of a therapy
whereas the emotionally charged relationship will be necessary across all stages and may
become more intense towards the end.

Promotion of a Therapeutic Alliance
Another goal of psychodynamic psychotherapy, and a more specific one, is to foster the
therapeutic alliance. There are many definitions of this, but it can be reasonably defined as
‘the non-neurotic rational reasonable rapport which the patient has with his therapist and
which enables him to work purposefully in the analytic situation’.[6]

Numerous studies have demonstrated the importance of a good therapeutic alliance to
satisfactory outcome, and research has also demonstrated a moderately strong relationship
between dropout and a weak therapeutic alliance.[7,8]For more detailed information, see
Chapter 2 on empirical evidence, and for those curious about how to promote a positive
therapeutic alliance this will be explored in the Chapter 8 section on ‘Developing
a Therapeutic Alliance’.

Middle Phase Goals
The set of goals and concepts listed below will be expanded upon in Chapters 7 and 8, but in
brief they are important for the middle phase of therapy and include:

– Look out for and explore the transference.
– Monitor therapist countertransference.
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– Use the emergence of transference and countertransference responses to inform
formulation of the patient’s object relations.

– Link the patient’s object relations with external current relationships.
– Work with resistance and understand how the resistance demonstrates the patient’s

habitual defences.
– Promote capacity for self-analysis.

These are illustrated in the clinical example below.

Clinical Example 1 Middle stage goals

Audrey was referred with symptoms of depression and anxiety. On exploration, it transpired
that these symptoms had been precipitated by a change at work. Audrey had previously
worked formany years alongside a femalemanager she had experienced as sympathetic, but
had recently been moved to a different department where she was working with an older
male manager. This was technically a promotion, but not experienced by Audrey as such.
She described feeling that that she would not be able to succeed in her new role at work

and was afraid that she would come across as ‘stupid’.
Describing her early childhood relationships, Audrey felt that her father had been critical

and undermining of her, comparing her abilities unfavourably to her younger brother.
During the initial stages of therapy all seemed to go smoothly and her male therapist

worked hard at showing empathy, warmth, and understanding, thus aiming to promote
a therapeutic alliance, an initial phase goal.
After some months of therapy, Audrey began to worry that her therapist thought she was

inadequate and stupid (a transference). The therapist himself began to think that she wasn’t
doing as well as he had initially hoped and began to think that other therapists in his
supervision group had better patients than him (evoked countertransference).
With the help of supervision, he recognised this as being a familiar relationship constellation

to the patient (internal object relations) andwas able to talk to her about how shemayhave been
experiencing him. She admitted that she thought he was critical of her and that she had been
thinking of dropping out of therapy. Exploration of this dynamic between them allowed her to
see that what she was thinking was not accurate and had been based on a misinterpretation
when she thought he had seemed bored during one session (exploration of transference).
Following on from this admission she was able to see that she was experiencing her new
manager in the sameway, thinking, with no concrete evidence, that he thought she was stupid.
The therapy also explored what her perception of the therapist and others as being critical

of her meant for her and what it stirred up (working with the transference).
Eventually she became aware that she experienced inner thoughts that undermined her;

this inner dialogue was barely perceptible yet was persistently telling her that she wasn’t as
good as anyone else. After leaving therapy, when she was feeling anxious she was often able
to think about what was happening internally and became on the lookout for when this
‘inner voice’ was activated (capacity for self-analysis).

Final Phase Goals
The goals for the final stages of therapy are as outlined above in the beginning and middle
phases of therapy with two important additions. The patient (and therapist) needs to be able to
deal with the ending of therapy and ideally the patient needs to learn how to mourn the loss of
the good object of the therapist. This requires the patient to be able to separate from the
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therapist without feeling as if the relationship is rubbish or that all that has been gained is
completely lost.

Paradoxically, if a therapy has gone well, it can be difficult to manage the ending,
sometimes for the therapist as much as the patient. It can be difficult for a patient to leave
a therapy relationship that has been experienced as helpful and caring, and a therapist too
can find it hard to end with a patient who has been gratifying to work with.

The goal here is to manage the ending in a good-enough way without resorting to acting
out on the part of the patient or the therapist. Examples of acting out might take the form of
unthinkingly extending the number of sessions or the patient dropping out of therapy
sooner than planned.

Mourning and loss will be described in more detail in the chapter on phases of
psychotherapy (Chapter 8).

An Alternative Way of Looking at Goals in Psychodynamic
Psychotherapy
Westenberger-Brueur (2006) describes another useful way to think about goals in psycho-
dynamic psychotherapy.[2] She divides goals into four sections with no section being any
more important than another, as she considers them all to work in tandem. They are:

– Changes in symptoms and complaints
– Changes in life adjustment
– Changes in personality structure
– Realisation of procedural goals.

We now go on to describe these in more detail.

Symptom Relief
Patients enter therapy for a number of reasons. However, they usually seek help for
symptom relief; it is relatively unusual for a patient to seek therapy because of difficulties
in relationships, either with themselves or with others. They are more likely to present with
feelings of depression, anxiety, problems with substance misuse, and other symptoms. One
early goal is to try to understand the symptom in light of the patient’s habitual relational
style. For example, a person may present with depression but on exploration of his import-
ant relationships it may become clear that he has a repeated history of rejecting others in his
life, pushing them away due to a fear of intimacy. Thus, his depressive feelings are conse-
quent on feeling isolated and lonely. Another patient may present with substance misuse
and be found to have substantial difficulties regulating emotional states leading to alcohol
use when feeling rejected and lost.

Clearly, symptom relief is not specific to psychodynamic psychotherapy but, contrary to
what some believe, Westenberger-Brueur argues that it is intrinsic to the model. From the
very beginning of the psychoanalytic endeavour, Freud postulated that symptoms came
about from the interplay between unconscious and conscious processes with the symptom
being the compromise formation between the consciously unacceptable idea and the build-
up of tension in the unconscious.

To continue with Freud’s ideas, he wrote more specifically that the goal of treatment
had been reached ‘when two conditions have been approximately fulfilled: first that the
patient shall no longer be suffering from his symptoms and shall have overcome his
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anxieties and his inhibitions: and secondly, that the analyst shall judge that so much
repressed material has been made conscious, so much that was unintelligible has been
explained, and so much internal resistance conquered that there is no need to fear
a repetition of the pathological process concerned’.[9]

It follows that in the early stage of therapy it can be useful for us to take a clear history
of symptom development, including when they started and what was happening in the
patient’s life at that time. It is important to try to get under the symptom, as it were, to
understand triggers and to help the patient connect their important relationships with
what they are feeling and any symptoms they may have.

For example, on assessing a patient with depression, careful enquiry may discover that
this feeling is consequent on a recent loss of some kind. Further investigation may reveal
that the patient had been hospitalised as a child for long periods of time, sensitising them to
separation and loss. These unconscious painful feelings of abandonment having been
reawakened by the more recent loss.

Life Adjustment
Many patients will come to therapy with the conscious goal of alleviating problems with life
adjustment. For example, people who have suffered childhood sexual abuse or other
childhood trauma often present with psychological symptoms but also describe long-term
difficulties making and sustaining relationships. They often have problems with parenting,
difficulties relating to authority figures at work, or difficulties with intimacy and vulnerabil-
ity. These can be seen as an understandable response to adverse early childhood experience
resulting in understandable difficulties with trust. A very reasonable goal would be better
adjustment in this area.

Thus, early goals in therapy are to link the patient’s presenting symptoms with relation-
ship patterns, current life circumstances, and events from the past.

Structural Personality Change
This tends to be a goal for the middle and ending phases of therapy rather than early on and
we can see that this has been achieved if we can observe that the patient has new and
different kinds of relationships with others and with himself.

Taking the example of Audrey (from Clinical Example 1), by the end of her therapy she
reported a better working relationship with her male manager as she was able to see him
more as he really was rather than the person she feared he would be. She was also happier
within herself, recognising that internally, in her mind, she had not treated herself very
kindly over the years. During therapy she discovered she had an aspect of herself, which
operated mostly unconsciously, and which considered herself stupid and useless. This
aspect had been activated in relation to the change at work where she was required to relate
to an older man. If one part of the self is telling another part that it is useless then this is
likely to arouse feelings of anxiety and depression (see Chapters 11 and 12). Structural
change can therefore be seen here as Audrey has a different relationship between aspects of
herself and with others.

Other indicators of structural change are more access to emotional life and a more fluid
use of defences with less reliance on archaic defence mechanisms and a shift towards more
adaptive ones.
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Procedural Goals
This section relates to the use of techniques and processes specific to psychodynamic
psychotherapy which are required to effect change. These are:

– Promotion of free association.
– Develop transference relationship and monitor countertransference.
– Manage boundaries and resistances.

These are all discussed further in Chapter 7.

Goals from a Neuroscience Perspective
According to Gabbard and Westen (2003), almost all therapists, even those using different
theoretical models, show an underlying consistency in that they all have as a goal the altering
of unconscious associative networks.[10] The theory of memory is a rapidly expanding
science and is not fully developed; the following section is intended to be read alongside
the section ‘Insights from Neuroscience –Working with Procedural Memory’ in Chapter 4,
as they are complementary.

As described in Chapter 2, internal representations of the self and others are not things
stored in memory but are connections formed among mental units such as memories,
sensations, and emotions.[10] By the time a patient attends therapy these associative links
have been repeated many times and are subsequently strong.

One aim is therefore to try to modify or ‘weaken’ these links.[11] For example, Audrey
expected her therapist to be bored by and disinterested in her when she felt vulnerable. She
had strong associative links between her internal representation of a ‘boring self’ in relation
to a ‘disinterested other’ if she showed her vulnerability. By repeatedly exploring and
reflecting on this dynamic in the therapy, this link became weaker.

At the same time as this weakening is occurring, links between more adaptive mental
representations need to be formed in a new associative network. In therapy, by allowing the
patient to explore different kinds of interactions to those he expects, there is the potential for
new associations to form. Using the example of Audrey – because her therapist was consistent
in keeping the frame, was empathic, and recalled important material from week to week,
Audrey was able to develop a new association between a ‘vulnerable self’ and a ‘concerned and
helpful other’, as opposed to ‘vulnerable self’ and ‘disinterested other’. As expanded on in
Chapter 8 (section ‘The Therapeutic Relationship as a Vehicle for Change’), the therapist
treads a path between neither colluding with the patient’s expectations of them nor brushing
the expectations away either (avoiding the ‘negative transference’), as the latter would leave
the problem ‘out there’ and mean that the relevant underlying memory networks were not
activated and hence not in a state amenable to change.

Complications
Finally, a word of warning. As mentioned in the Introduction and in the section on
‘Symptom Relief’, although some goals are conscious, in the background there may be
other quite unconscious ones and this applies to therapists as much as patients. Therapists
can be driven by factors out with their own consciousness. For example, a need to heal can
be bound up with an archaic object relationship, perhaps connected to experiences of being
brought up by a depressed parent; or perhaps to compensate for unconscious feelings of
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guilt around infantile aggression. These issues are not likely to be problematic if therapists
are aware of them; otherwise, they may become depressed if their patients do not respond to
therapy or they may engage in boundary transgressions in a superhuman effort to make
their patients ‘well’. These issues can hopefully be explored in the therapists’ own personal
therapy or to a lesser extent in supervision.

Setting goals, even conscious ones, can further be complicated by being influenced by the
therapist’s own socio-economic background. In our role as a clinical supervisor, we have
often attempted to bring to light a dynamic whereby a trainee is trying to make a patient
change to fit in with their own ideas of what a successful life would look like.

As we have outlined earlier in this chapter, patients too have both conscious and
unconscious goals for their therapy. Some patients, whilst consciously seeking change,
may unconsciously need to hang on to their symptoms, perhaps to demonstrate to others
just how unwell they are or perhaps out of a need for vengeance (see Clinical Example 2).

Clinical Example 2 Emergence of an unconscious goal

During therapy Mr Brown proved remarkably resistant to trying anything new, even though
his life appeared empty and wretched. Rather than engaging in ever-increasing efforts to
promote change, his therapist began to explore the dynamic of Mr Brown’s reluctance to
change. After reflection, Mr Brown stated that he would not allow himself to feel better
because that would mean his father, who he felt had treated him badly (but was now dead),
would have ‘got awaywith it’. This feelingwas so intense that Mr Brownwas adamant that he
would change nothing that caused him pain even though his father was no longer around to
witness his suffering.
Thus, in opposition to his conscious goal of feeling less depressed, Mr Brown’s uncon-

scious goal was to continue his life of suffering.

In The Ailment, Main (1957) writes about the strong unconscious pull some patients
have towards sadomasochistic relationships, going on to describe how masochism can
actually become sadistic.[12] This might sound improbable until as a therapist one has
had the experience of feeling persecuted by being with a patient who will not improve, no
matter how much effort is expended in trying to help them.

Concluding Remarks
In this chapter we have discussed how a key psychodynamic approach is to allow treatment
goals to emerge as therapy unfolds, rather than prescribe these beforehand. In tension with
this, we have outlined several overarching goals for psychodynamic psychotherapy which
integrate therapy process and outcome, following the approach of Westenberger-Brueur.
Finally, we have commented on the therapist’s unconscious goals, including perhaps a need
to heal, and the need for personal reflection for the therapist to prevent issues emerging for
themself or their patients.
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Introduction
Freud compared psychotherapy to the game of chess, with the psychodynamic frame (see
Chapter 5) being the equivalent of setting up the chessboard and agreeing something of the
parameters of play.[1] How therapy then progresses is absolutely specific to any particular
patient-therapist pair, just as every game of chess unfolds differently. It follows therefore
that the skills required to be a psychodynamic psychotherapist are difficult to learn without
having the experience of being a therapist and yet trainee therapists may understandably be
reluctant to learn ‘on the job’ as they may fear not doing it well.

To try to address this concern, by way of introduction, we describe three tasks which, if
followed, are likely to make a good start to any therapy: firstly, to carefully create a therapeutic
frame with a patient, including explaining and agreeing the ‘boundaries’ of a session (i.e.
including when and where sessions are to take place); secondly, to try to maintain the frame;
and finally, to pay close attention towhat the patient talks about. As Sublette andNovick explain,
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‘as a therapist you will spend much time listening and observing. Your chances of maintaining
a strong rapport with the patient will be improved if you devote yourself to what the patient is
saying.’[2] Devote seems like a strong word to use but is a good one. It is informative to see how
both patient and therapist respond to these tasks, and it is interesting to observe how the
therapeutic frame is used by the patient and indeed by the therapist too. What does the patient
say during the session and, as importantly, how does he say it? A basic premise of psycho-
dynamic psychotherapy is that everything that goes on during the session may have meaning,
including emotions that are evoked in the therapist and how the therapist responds to these.

Clinical Example 1 Everything may mean something

A trainee psychiatrist working with a patient was being supervised along with her peers in
a supervision group. To the supervisor, the patient seemed very engaged and brought
interesting and relevant material to the sessions. The trainee however felt that her patient
was uninteresting compared to thepatients her peers were treating and she felt unsatisfied and
bored. The supervision groupmembers were supportive of the trainee but also agreedwith the
supervisor that the patientwas indeed engaged. The supervisor encouraged the trainee to hold
on to her feelings of disinterest and to resist the temptation to probe and ask interesting
questions in order to ‘spice things up’. Towards the end of the therapy the patient related
a poignant story of howwhen shewas a little girl shewould comehome from school, brimming
with excitement about what she had done that day, only to experience her mother as being
disinterested and subtly discouraging of her daughter’s accounts. This description shone a light
on the therapist’s feelings of boredom as it could be understood that this mother-daughter
dynamic was being replayed in the therapy and could be explored with the patient. The key
point here is that the therapist’s feelings that her patient was boring had meaning.

Starting psychodynamic psychotherapy with a patient is often anxiety-provoking for
both parties andmay leave a new therapist feeling deskilled. Learning a new style of working
can add to a feeling of being at sea. It is perfectly understandable to feel anxious going into
any therapeutic situation, no matter how experienced a therapist you are. It may be
reassuring to the therapist starting out to know that although the anxiety can, and indeed
should, remain, the sense of feeling deskilled and somewhat lost will lessen over time.

Psychodynamic technique is a large topic, and we have, somewhat artificially, organised
it into several sections to make it easier to digest. We start with a description of a core
psychodynamic attitude and approach – this sets a tone at the start of therapy, runs
throughout, and provides an ethos and approach on which other aspects of technique can
build. We then discuss working with the dynamics of transference and countertransference,
this approach being one of the distinctive characteristics of psychodynamic therapy. Next,
we outline a spectrum of psychodynamic technique, ranging frommore supportive to more
‘expressive’ techniques such as interpretation. In the final sections of this chapter, we discuss
working through and approaches to working with resistance. These latter approaches tend
to be more useful in the middle and end phases of therapy, but it should however be noted
that most of these techniques may be required at any point during the therapy.

Core Psychodynamic Attitude and Approach
In this section, we first consider the ‘analytic attitude’, which refers to aspects of the
therapist’s general approach and manner, before then exploring the linked topic of uncon-
scious communication and free association. We make a few preliminary remarks on free
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association at this point, as it is helpful for understanding the rationale behind the analytic
attitude.

A key skill which therapists should try to adopt from the outset is in encouraging the
patient to ‘free associate’. So, at the beginning of a session, rather than introducing a topic
for discussion, a therapist might say ‘where would you like to start today?’ and encourage the
patient go on from there. This technique is linked to Freud’s ‘fundamental rule’, where he
encourages patients to say ‘whatever comes into their heads, even if they think it unimport-
ant or irrelevant or nonsensical . . . or embarrassing or distressing’.[3] We note that this is by
no means an absolute rule, and there are times when the therapist may introduce a topic for
discussion – for example, if something important is being avoided that needs to be raised, or
to address something the patient is doing that is detrimental to their therapy.

The importance of encouraging free association is that it is a way of accessing
unconscious ideas, thoughts, wishes, feelings, and so on. This does not mean that the
therapist is inactive, however. Most patients who have not previously been in therapy
may well find it a strange and potentially unsettling experience having someone focus
exclusively on them for a full 50 or 60 minutes. Some technique and a way of listening
attentively are needed on the part of the therapist to enable the session to unfold
spontaneously without falling back on familiar ground of taking a formal history. We
will come back to this again under the heading ‘Unconscious Communication’, after
looking first at the analytic attitude.

The Psychoanalytic Attitude
Lemma, Roth, and Pilling in their competency framework characterise the analytic attitude
as being, ‘a particular way of listening: the therapist empathises with the client’s subjective
experience while at the same time being curious about its unconscious meaning, rather than
trying to solve problems or give advice’.[4] They go on to explain that keeping a reflective and
interpretative mode ‘conveys to the client, even if painfully, that difficult states of mind can
be reflected upon with another person’.

There are three aspects to the analytic attitude: neutrality, anonymity, and restraint.
These terms are useful to a degree, but it is important they are understood in a relative sense,
not be taken literally.[5] Sometimes these qualities are mistakenly considered to be the same
as Freud’s early notion of the therapist acting as amirror or a ‘blank screen’; however a blank
screen technique is not considered helpful or good practice in modern psychodynamic
psychotherapy. Use of a contemporary analytic attitude with these three aspects is con-
sidered to be necessary both to pick up unconscious communications from the patient and
to allow the transference relationship to develop.

Relative Neutrality
Neutrality (sometimes referred to as being non-judgmental) is not about being inactive or
indeed uncaring, but rather is an attempt not to influence the patient in any particular
direction. The reason this is important is because patients often present for therapy with
conflicts or more frank splits in their functioning (see Chapter 2). Whilst a patient may
express a conscious desire to achieve a certain outcome, another, perhaps more uncon-
scious, aspect may not want that outcome at all. Kernberg (2016) puts this another way,
defining neutrality as ‘the analyst not taking sides in the patient’s activated internal conflicts,
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remaining equidistant . . . from the patient’s id, ego and superego and from his external
reality’.[6]

We as therapists need to appreciate that we cannot decide what is right for the patient in
terms of how they live their life, only the patient is able to decide that. Our task is to allow the
patient to recognise the different dimensions of himself well enough to make informed
choices (see Clinical Example 2).

Clinical Example 2 Neutrality and non-judgmental inquiry

Male patient: ‘. . . so that’s why I felt so sad last week. Oh, this is irrelevant, sorry for going off
on one. . .’
On close inspection of this snippet from a therapy session, it appears that two aspects of

the patient are operating in quick succession and in conflict with each other:

- ‘So that’s why I felt so sad last week.’ An aspect that was talking to the therapist about
feeling sad.

- ‘This is irrelevant, sorry for going off on one.’ Another aspect that dismissed the feeling of
being sad and then apologised to the therapist.

Here the invitation is to side with one position or another. However, if we consistently attend
to one side of a conflict only, it will leave the other side untouched. AsMark Edmundson puts
it, ‘Any part of the self [that is] denied expression is bound to erupt – or at least assert itself –
in ways that will be harmful to the individual’.[7] Therefore, the patient and therapist need to
acknowledge and get to know the various dimensions of the patient’s inner world in order to
deepen understanding of the patient’s internal conflicts. In the example here, the therapist
went on to attend to both voices coming through:
It sounds like there is more than one thing going on here. It sounded to me like a part of you was
expressing feeling sad. And another part of you felt that was irrelevant. How did you experience
this?

Of course, being non-judgmental and neutral is an impossible ideal – the therapist is never
truly neutral; what type of intervention they make and which part of the patient’s narrative
they focus on is likely to reveal something of the therapist’s own goals (see Chapter 6), not to
mention the therapist’s own biases and interests. Furthermore, aiming to be non-judgmental
should not be confused with being inert as a therapist or passive. Gabbard clarifies that
‘psychodynamic psychotherapy should not be labelled as “non-directive”. It is frequently
necessary for the therapist to direct the patient’s attention to things that are being avoided.’[5]

Relative Anonymity
Here, the therapist tries to be ‘as unobtrusive as possible and tries to retain a more neutral,
relatively anonymous stance towards the client’ – it is, after all, a space for the patient. Such
an approach ‘prioritises reflection and interpretation over action’.[4] Over time, we as
therapists find a way to be ourselves, to be emotionally available whilst not over-
disclosing information about our private lives. Again, it needs to be stressed that the latter
does not mean being cold and aloof. Gabbard observes that novice therapists are more likely
to be too cold rather than too warm, perhaps being influenced by images embedded in wider
culture of a cold, detached, analyst. This is to be guarded against. In practice, the therapist’s
office, choice of pictures, way of dressing, and other clues all present a picture of what they
may be like as a person. This cannot and should not be avoided and it is unlikely that these
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factors would provide enough of a picture of the therapist to preclude transference reactions
to form.[5]

Asking questions of the therapist is common, especially in the earlier phases of
a therapy. This may make the therapist feel uncertain as to how to respond. Generally,
there are two categories of query. Firstly, questions concerning professional matters,
which can be answered openly; for example, what are the qualifications of the therapist
or what is the cost of therapy. Secondly, personal questions which ought not to be
answered, such as, is the therapist married, do they have children or do they hold religious
beliefs.

To slightly contradict the above advice, however, we consider that no question is
without meaning, even a ‘legitimate’ one. One way of dealing with a question is to say
something like ‘I will answer your question in a moment, but first could we explore
what may be behind it?’ Questions of a more personal nature could be responded to by
saying ‘I can understand why you might be interested in whether or not I may have
children; however, I wonder what might be behind your question?’ This might then,
depending on the context, lead on to a tentative interpretation such as ‘ . . . Perhaps
you are worried that I might not be able to relate to the difficulties you are experiencing
with your teenage son . . . ’

An approach of relative anonymity frees up the patient to project onto (and into) the
therapist. Through the process of projection (see Chapter 2), the therapist can then be
experienced in a number of ways by the same patient at different points in the therapy.
Different aspects of the patient’s internal object relations are brought to light, and therefore
made available for consideration and understanding. This is the basis for the transference
response. As the transference develops organically, the therapist neither brushes it away
when it arises nor accepts it uncritically. In this way, the therapist conveys respect for the
patient’s experiences of the therapist as being something important to be explored and
reflected on. If all goes well, the patient will discover and learn over time, through experi-
ence, that the relationship with the therapist does not necessarily fit all the patient’s
predictions (see section on Transference in this chapter and Clinical Example 1 about
Audrey in Chapter 6).

With the therapist’s help, an observing position, also called the ‘third position’, needs to
be achieved by the patient. Lemma et al. explain that the therapist needs ‘to stand back from
the interaction with the client so as to reflect and comment on it, thereby helping the client
gain understanding of how they relate to others’.[4] This position allows the possibility for
the patient to observe the transference situation and reflect upon it, otherwise the therapy
could just be experienced as a concrete traumatic repetition of past relationships. Of course,
at times during therapy, the therapist is likely to be experienced somewhat concretely ‘as’ the
patient’s critical mother, for example. This might happen a number of times before the
therapist and the patient can notice and think about this.

Therapists need to allow themselves to be affected by their patients and their ailments
and distress. This is an important point and necessary because sometimes trainees feel it is
unprofessional to be affected by the patient or feel things about them. As Lemma at al.
explain, ‘rather than being aloof, the psychoanalytic / psychodynamic therapist should be
actively engaged and emotionally attuned to the client’s subjective experience: they are
a participant in the therapeutic process and will experience strong feelings in response to the
client’s communications’.[4]

102 Part 2

https://doi.org/10.1017/9781009104425.009 Published online by Cambridge University Press

https://doi.org/10.1017/9781009104425.009


The boundary around the therapist’s personal details is distinguished from times when
patients may ask if the therapist is familiar with a certain film, book, or computer game. This
may be a prelude to using the subject matter to express something by analogy or association:

[Midway in a session, the patient has been talking about suppressing feelings]

PATIENT: Do you know the film The Work?

THERAPIST: Yes, a bit. What’s coming up for you about it?

PATIENT:Well, the bit where the prisoner suddenly breaks down in tears, I wish I could do that . . .

Such territory can often be rich and helpful to explore, and might have unnecessarily been
shut down had the therapist declined to say if they had or hadn’t seen the film. Even if the
therapist isn’t familiar with the topic raised, they can still take an interest in what the patient
made of it. These conversations may allow movement into a playful space (analogous to the
use of music-making or art materials in arts therapies) that can free something up from
a two-person intensity. Depending on the situation, links might later emerge to the therapy
situation or to the patient’s interpersonal relationships outwith therapy.

Relative Restraint
This final aspect of the analytic attitude concerns not excessively gratifying the patient’s
conscious or unconscious wishes for care beyond the limits of the therapeutic frame.
Examples of what might be considered excessive gratification by the therapist include:

- trying to show they are the longed-for figure a patient has been seeking
- buying the patient items or gifts
- trying to be overly reassuring and moving squarely into an advice-giving mode rather

than exploring anxieties.

To put this into perspective, Gabbard points out that a ‘total absence of gratification would
result in losing the patient. Unless the patient gets something from the therapist, the therapy
is unlikely to continue . . . Therapists provide a good deal of gratification in simply listening
in a humane and warm way to the patient’s concerns.’[5]

Rather than excessively gratifying the patient’s wishes, the therapist tries to supportively
explore and talk about these interpersonal pressures and dynamics so they can be under-
stood and processed. People frequently enter therapy with a fantasy that they will be fixed or
cured by the therapist. A related fantasy is that the therapist has all the answers of how to live
the perfect life. Smith described the ‘golden fantasy’ as ‘a wish to have all of one’s needs met
in a relationship hallowed by perfection’.[8] When this fantasy is in operation the therapist
may feel a great pressure to offer help and advice. However, on reflection, how is the
therapist really to know what is best for a patient seeking help? Rather than being nudged
by the patient to enact the golden fantasy, it would be kinder and more therapeutic for the
therapist to help the patient mourn the fact that all their desires cannot be gratified by one
single relationship. This gives the patient the opportunity to learn about living in the real
world with its limits and frustrations.

If the therapist is repeatedly ‘invited’ by the patient into an advice-giving role, it may be
helpful to explain the therapist’s rationale: ‘I think I may be more useful to you in the long run
if I try and help you to work out what you need, even though this is frustrating for you.’

This may be followed up by further exploration or a tentative interpretation. For example,
with a patient who seemed afraid of makingmistakes, the therapist enquired: ‘I’m interested in
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your asking me what you should do . . . is there perhaps a worry about making decisions, to know
what is best for you? Maybe we could explore this . . . ’

Closely linked to excessive advice-giving is the excessive giving of reassurance.
Feeling drawn into being overly reassuring can be a therapist’s response to feelings of
helplessness and despair. It follows that these feelings may be being projected into the
therapist by the patient. Therapists may experience a strong urge to tell a patient that
everything will work out for the best, or that their problems may not be as bad as they
fear. However, this temptation to reassure can be understood as the taking up of an
omnipotent position – how does the therapist know that things will work out? Clearly,
they do not.

Overly reassuring statements can feel to the patient as if the therapist is not taking their
problems seriously or that the therapist is unable to tolerate their distress. This may cause
the patient to hold back in the therapy for fear of damaging or upsetting the therapist. In
other words, reassurance is not necessarily reassuring. It may well be more containing to
explore these difficult feelings. Looking at the following patient statement:

‘I am so worried that this therapy is not going to help me, I feel so depressed and frustrated
and I worry my wife will leave me . . . ’

The therapist’s attempt at reassurance might look like: ‘I am sure it will all work out fine,
she has never left you before . . . ’

Amore reflective response could be: ‘I think it is very hard for you to have these feelings of
sadness and frustration and I can understand you would be worried about driving people
away. I wonder if we can think about what it is that is making you feel this way?’

As hopefully will be becoming clearer, an analytic attitude can, sometimes fairly quickly,
open up quite striking and unexpected conversations. These conversations can bring to the
surface previously unconscious dimensions of a person’s life. The next part considers
unconscious communication in more detail.

Working with Unconscious Communication
One goal of psychodynamic psychotherapy, which we introduced in Chapter 6, is to make
that which is unconscious conscious. In the context of the kind of conversations that an
analytic attitude gives rise to, we now consider three main ways of picking up and working
with unconscious communication: by using the patient’s narrative alongside their free
association; by exploring their ways of relating; and by analysing dreams.

The patient’s narrative is what they talk about in the session. The patient may appear
able to talk spontaneously and freely, or may find speaking difficult and the session feels
stilted and awkward. As a therapist, we need to take an active interest in what the patient is
actually saying, but also try to think about what other things they may be communicating
too; in other words, what might be behind what they are talking about. This is linked to the
concept of free association, which we introduced earlier, which was initially developed by
Freud. He advised patients to follow his ‘fundamental rule’ in order to access preconscious
(i.e. just beneath the surface) or unconscious material. In a modern version of this ‘rule’, the
patient is encouraged to speak freely and what they talk about is listened to carefully by
the therapist who is trying to understand underlying thoughts and phantasies and what the
transference may be at that point in time (see Clinical Example 3). The term for this is
analytic listening. It can be helpful for the therapist to try to notice how they are feeling and
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responding internally to what their patient is talking about (countertransference) as this can
provide vital information about unconscious communications.

Clinical Example 3 Listening to the patient’s free association

Early on in her therapy, Ms Y spoke about how, after her previous session, she found herself
gazing longingly at some cream cakes in a bakery window. She wanted one very much, but
felt greedy and guilty about this.
In the therapist’s mind, the idea of ‘cream cakes just out of reach’ captured a central

dynamic for this patient. She had always felt deprived and as if good care was just out of
reach. The vignette also illustrated her tendency to deprive herself of nourishment; she
seemed to compulsively care for others, whilst depriving herself of good things. She was
stick-thin and miserable. Here, this single incident encapsulated some key themes at play in
this patient’s internal world. The exploration and elaboration of this dynamic with the
patient proved a fruitful area of the work.

Observing how the patient relates to others is another way of accessing unconscious
aspects of a patient. Therefore in a session it can be useful to note not only what the patient is
saying but how they are saying it and what impact this has on the therapist. For example,
a patient of one of the authors –Mrs S – tended to talk loudly and angrily, even though she
was describing seemingly ordinary matters, and came across as hostile and threatening.
When this was tactfully pointed out toMrs S, she was astonished as she considered herself to
be downtrodden and subservient. She was completely unaware of how she could project the
fearful and cowed part of herself into others, making them feel intimidated by the way she
spoke. This kind of interpersonal focus is picked up later in this chapter in the section on
working with the transference.

The final approach is dream analysis. During Freud’s topographical phase of psycho-
analysis, he asked patients to bring fantasies and dream material to their analysis. He
theorised that the content of unconscious repressed fantasies could be expressed (in
disguise) in the form of dreams, parapraxes (slips of the tongue), symptoms, or acts of
creativity. More about Freudian dream theory is described in Box 7.1.

Many patients bring dreams to therapy. A standard approach to exploring a dream is
to start with the manifest content presented by the patient; and then from there, to work
towards deeper layers of meaning, seeking to understand the patient’s disguised wishes,

Box 7.1 Freudian dream theory

According to Freudian dream theory, the dream which is remembered upon wakening is
referred to as the manifest content. ‘Dream work’ carried out by the individual during sleep
consists of the transformation of dreammaterial from the latent (i.e. unconscious) content to
the manifest content. Freud postulated that dream work is necessitated by the continuing
need during sleep to censor unacceptable or overwhelming wishes and feelings and,
through this process, to preserve sleep. He considered dreams to be ‘sleep’s guardian’.[9]

The level of censorship achieved during dreaming is less than during waking life. Therefore
the analysis of dream material represents a route into the patient’s unconscious internal
world. In modern thinking, dreams are not just considered to be a product of repressed
fantasies but reflect in symbolic form fears, conflicts, and, in the case of PTSD, an attempt to
overcome and master traumatic experiences.[5]
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fears, and conflicts. This is a joint endeavour between patient and therapist. The
therapist encourages the patient to free associate to (i.e. expand on) the various dimen-
sions and elements of the dream (such as a scene, or a prevailing mood, or a theme); all
the while, the therapist is using analytic listening to inform what she says or does. As
Bollas puts it, the aim is to discover ‘what the dream itself evoke[s] in the mind of the
dreamer’.[10]

In object relations theory, aspects of a dream can be thought of as representing
internal objects and the relations between them. For example, a sleeper who dreams of
being chased by a frightening killer might be understood as having an internal relation-
ship whereby a frightened part of the self is threatened by a sadistic other part. Perhaps
this would be evidenced in waking life as the patient’s self-destructive behaviours such
as self-harm, risky sexual behaviour, drug use, and so on. In this way, dreams can
provide a way in to talking about important aspects of the patient’s life, both internal
and external.

To summarise, by listening analytically, the therapist attempts to tune into the patient’s
unconscious communications. The therapist is alert to the different streams of communi-
cation, from the conscious, more-surface levels to depth. Lemma sums it up: ‘the bulk of our
analytic work . . . thus becomes a matter of symbolic decoding’.[11]

Working with the Transference
‘We all bring something to a new encounter . . . we transfer’.
(Høglend, 2014)[12]

We have mentioned an interest in the dynamics of the transference several times thus far
in this chapter, and we now take up this important theme in more detail. We explained the
theoretical aspects of transference in some detail in Chapter 2 (section ‘Who Is in the Therapy
Room? The Dynamics of Transference’). To recap briefly, transference refers to the patient’s
‘patterns of feelings, thoughts, perceptions, and behaviour that emerge within the therapeutic
relationship and reflect aspects of the patient’s personality functioning’.[12] Other aspects of
the patient’s experience of the therapist will reflect what the therapist is actually like (the ‘real
relationship’). The subset of all the patient’s feelings towards the therapist that represent the
transference often originate in early developmental experiences and, as such, are ‘misplaced’
in the present in the relationship with the therapist. Transference feelings can often be
understood as the patient projecting their internal ‘object-representation’ onto the therapist
(see Clinical example 4, Part 1). At other times in the transference relationship, the patient
might project their internal ‘self-representation’ onto the therapist (see Figure 8.2 in
Chapter 8).

Clinical Example 4 – Part 1 Early intense negative transference

Coming from a deprived area, John, was referred with a history of depression. He was sent an
appointment quickly and was seen, on time, in a suitable therapy room. The first thing he
said as he was shown into the room was that he hoped that he wasn’t going to be given the
‘f***ing runaround’. This was said in an aggressive and prickly manner.
The transference was immediate – John felt he was in the presence of someone who was

not going to care for him or treat him with respect. On exploration of his childhood history,
he described having a lot of brothers and sisters. By John’s account, his mother had been
unable to cope with all her children and he had been put into care. Care placement after care
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placement had broken down and his experience was of being passed from pillar to post.
Latterly the placements broke down due to his aggressive and hostile presentation.
The therapist tried to explore the negative transference he had developed towards her by

trying to slow the interaction down, allowing him space to explore his feelings about what
was happening as well as exploring his perspectives about the consultation process and
therapist.

John’s recollected experience of receiving care in his past was that his parents had been
rejecting and negligent. Thus, in spite of being offered a reasonable experience in clinic, his
unconscious fear was that the therapist would give him the ‘runaround’. His Fantasy was that
she would be neglectful and depriving too, like others from his past. He then behaved as if
this was actually the case, in the process creating a new relationship that was heavily
influenced by his expectations.

As a result of the analytic attitude described earlier, patients undergoing psycho-
dynamic psychotherapy are more likely to develop intense transference feelings than
patients in other types of therapy. This should always be taken into consideration with
patients who have particularly persecutory internal objects such as with John. When
these persecutory objects are projected onto a therapist, it may make this type of work
especially challenging for both parties. There can, however, be a lot to gain from
working in the transference. Indeed, a recent study of psychodynamic therapy suggests
that patients with worse interpersonal functioning and less helpful object relationships,
on average, benefit more from transference interventions compared to those patients
with better functioning.[12] This makes sense as patients with less helpful ways of
relating and with internal worlds that function with difficult objects are more likely to
project these and to develop problematic transference relationships. On the other hand,
some of these patients might find a more explicitly structured model of therapy, in
which the transference may be less likely to be stimulated, to be more tolerable for them.
Assessing who is likely find benefit from psychodynamic work is discussed more fully in
Chapter 9.

As has been shown in Chapter 2, the phenomenon of transference can show us how
a patient’s internal world, including their predominant object relationships, is configured.
As these are unconscious, the patient (like all of us) is often unaware of how he relates to
other people. Psychodynamic psychotherapists work alongside the patient to discover what
it is he does in relation to the therapist; because what is happening within the therapeutic
relationship is likely to be happening with others in the patient’s life. A transference
intervention might look like the following:

‘This may be difficult to hear but I wonder if you are experiencing me as being dismissive and
rejecting, especially as I have just cancelled a session?’

Depending on how the patient responds, the therapist might then go on to explore the
patient’s experience of himself: ‘How does this leave you feeling?’

If it is possible to help the patient to recognise a stereotyped relational pattern, as enacted
within the here and now of the transference relationship, this can be amoment of significant
therapeutic opportunity. The freedom conferred by this kind of insight may pave the way
for the patient to develop new ways of relating in their lives outside of therapy. Returning to
John from Clinical Example 4 – Part 1, he was mistrustful of others and aggressive towards
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them due to his expectation that they would reject him. This dynamic led other people to
avoid contact with him as his demeanour was off-putting and made them feel uncomfort-
able. Sadly, this only confirmed to him that people were rejecting and uncaring, thus
strengthening his internal world view. In this way, his internal world configuration gets
recreated in his actual world; it becomes a self-fulfilling prophecy. This dynamic was alive in
the therapy room – thus posing both a challenge, but also an opportunity for John to
develop insight into his difficulties and discover new ways of relating to himself and others.

Contemporary research and clinical practice within psychodynamic psychotherapy
emphasise a range of therapist activity under the umbrella of transference work, rather
than limiting matters to ‘transference interpretations’ (see Box 7.2). (This topic is discussed
further from a research perspective in Chapter 3, in the section on ‘Psychodynamic
Processes’.)

In general, transference interventions are thought to be more beneficial if used sparingly
during a session, with higher use of transference interventions being associated with poorer
outcomes (see Chapter 3). There are various schools of thought on howmuch and how early
to analyse the transference, and it clearly should depend on what is most useful for each
patient (this is discussed further in the section on ‘Interpretation’ later on in this chapter).

This process of elucidating and working with the transference may sound relatively
straightforward. However, it needs to be emphasised that in the therapy room there are two
people, both of whom have internal worlds and internal object relationships. This maymake
the therapeutic situation complicated and confusing – hence the need for a supervisory
process (Chapter 10).

The Negative Transference
A negative transference refers to when the patient experiences the therapist as being
exceptionally unhelpful, useless, or even persecutory. This can feel difficult, or even intoler-
able, for both parties. People choose to become therapists for a number of reasons,
sometimes due to reparative drives derived from past childhood experiences, both con-
scious and unconscious. Therefore, some therapists feel a particularly strong need to be
a ‘helpful and good therapist’, in order to placate their own internal objects. This can make
working in the negative transference a particular challenge for some of us.

When any therapy is under the influence of a pronounced negative transference, the
therapist can be tempted to prove that the patient’s negative view of her is wrong by trying to

Box 7.2 Dimensions of transference work used in research studies and clinical
practice[13]

1. The therapist encourages exploration of thoughts and feelings about the therapy,
therapist, and the therapist’s style and behaviour

2. The therapist encourages the patient to discuss how they believe the therapist might
feel or think about the patient

3. The therapist addresses transactions in the patient-therapist relationship
4. The therapist includes themselves explicitly in interpretive linking of dynamic elements

(conflicts), direct manifestations of transference, and allusions to the transference
5. The therapist interprets repetitive interpersonal patterns (including relationships to

parents) and links these patterns to transactions between the patient and the therapist

108 Part 2

https://doi.org/10.1017/9781009104425.009 Published online by Cambridge University Press

https://doi.org/10.1017/9781009104425.009


be ever more understanding andmore caring. Understandable though this responsemay be,
it is unlikely to succeed as no therapist is able to offer perfect care and, even if they could,
this would not be helpful to the patient as it limits the opportunity for mourning the loss of
the ideal. A psychodynamic approach is, instead, to offer the potential for the patient to
forge new associations and ways of being, through encountering something of the problem-
atic relational dynamics in therapy – but discovering new ways that relationships can
function compared to predictions. Mitchell summarises this as discovering ‘something
new from something old’.[14] This can then enable the patient to extrapolate how he may
also do this in other areas of his life. (The reader is directed to section on ‘The Therapeutic
Relationship as a Vehicle for Change’ in Chapter 8, which expands further on this topic.)

Working in the negative transference takes patience and understanding on the part of
the therapist (and the patient too) and can be dispiriting and tiring. Here, supervision can
be invaluable in helping the therapist to tolerate periods of working in the negative
transference where they may feel they are making little progress, through making sense
of the interpersonal dynamics and providing support in processing and tolerating the
countertransference.

Using the Countertransference
Working with the transference is intertwined with using the countertransference. The
theoretical concept of countertransference has already been described in Chapter 2. To
briefly recap, the countertransference refers to two, interrelated, areas: firstly, the therapist’s
feelings that are due to identifying with the patient’s projections; secondly, personal reac-
tions that ‘belong’ more to the therapist that are stirred up by current work with a patient.

As described in more depth in Chapter 2, Racker usefully subdivided the first area of
countertransference responses (i.e. therapist responses linked to the patient’s projections)
into two forms.[15] There are concordant responses – where the therapist identifies with the
patient’s position and feels the same way that he does. And complementary responses –
where the therapist is made to feel like the ‘other’ in the patient’s internal world.[16]

The countertransference can inform the therapist about the present relational dynamics
between the patient and the therapist (see Clinical Example 4 – Part 2). Furthermore,
processing and reflecting on the countertransference is essential in bearing the emotional
demands of working in the transference, as mentioned earlier.[17]

Clinical Example 4 – Part 2 To illustrate countertransference: John continued

The predominant feeling evoked in me when seeing John was irritation. I felt I had done
a good job by attending to his referral in good time and I felt cross that he did not
acknowledge this. I did not like to recognise this feeling in myself, but it was there. After
our first meeting he cancelled the following two sessions at short notice. At this point my
usual practice would be to write to ask him to contact me if he wished for another session.
However, I found myself sending him a further date and time for an appointment. On
reflection this was partly to try to compensate for feeling dismissive and angry with him
and partly to try to make up for his childhood history of deprivation. This would be an
example of a small countertransference enactment. This means I acted in response to
feelings generated in me by John, rather than reflecting on them and trying to understand
them with him. Interestingly he did not attend this session, though did telephone again
asking for another appointment. Ultimately, it was me who, in John’s own words, was given
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‘the runaround’ and who ended up feeling rejected and deprived. This is an example of
projective identification.
Eventually, John did attend a second appointment. Although he expressed a wish not to

undertake longer-term therapy, we continued to meet for several more sessions. These
provided an opportunity for him to reflect on the dynamics that had become alive so quickly
in relation to his contact withme. The door was left open for him to seek a re-referral again in
the future, should he wish to consider exploring things in more depth.

In practice it can be hard to recognise when countertransference due to a patient’s
projections is at play. A useful way to identify when a therapist’s feelings are being evoked by
a patient is to consider whether or not the therapist would expect to be feeling a particular
way. If they have not slept well or perhaps are preoccupied with personal matters, it is likely
that they will feel tired or anxious no matter how a patient is presenting. However, if all is
generally going well in life and these feelings are being experienced under particular
circumstances with a patient, it is possible that projective identification is taking place
(see Chapter 2). In this situation, the therapist’s feelings can be used to identify and
understand the feelings the patient may be unconsciously trying to avoid, as well as the
positions that others may be ‘invited’ into by the patient.

By way of example, when working with Mrs S (the patient who shouted at the therapist
without realising it – see section on ‘Working with Unconscious Communication’), the
therapist had the experience of feeling intimidated and afraid to speak in case she said the
wrong thing. This would not be the therapist’s usual state of mind so, using the principle of
the ‘internal supervisor’,[18] she came to the conclusion that these feelings may in fact
represent a split off part of the patient, a frightened and cowed part, which Mrs S had
unconsciously projected into the therapist as it was intolerable for Mrs S herself to feel it.
The therapist then became identified with this projected aspect and experienced it as
countertransference.

Conceptualised in this way, the phenomenon of feelings being evoked in the therapist by
a patient can be considered to be a useful tool rather than something to be avoided.
However, as is often the case, the theory is more straightforward than the practice.
Sometimes projected feelings are so powerful that it can be difficult to think at all and it
can be hard to understand what may be happening in the therapy session. One useful way of
dealing with this situation is to comment on it: ‘It feels as if there are quite strong feelings
coming up just now, I think it might be helpful if we stopped to have a think about what might
be going on.’ At other times, countertransference feelings are hard to notice or may go
unnoticed, and it is worth remembering that countertransference, like most of mental life,
operates predominantly unconsciously (see Clinical Example 5).

Clinical Example 5 An absence of concern in the countertransference

A lack of concern in the countertransference can be hard to register at the time. For example,
in A&E in themiddle of the night, a trainee psychiatrist was assessing amanwho had recently
taken an overdose. The patient wished to go home and did not appear distressed. He spoke
pleasantly about his plans for the next few days in a way that left the doctor feeling nothing
in particular. His troubles were behind him, he said. The doctor left the patient to write up her
notes. It was then that her insides twisted with anxiety as she realised that the patient’s lack
of concern could be, in fact, a particularly concerning sign that indicated a severe lack of
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concern for himself and his own life. The doctor realised that the patient may have projected
his lack of anxiety into her so that she had not taken his presentation as seriously as it
warranted. When she went back to the patient to explore things in more depth, it transpired
that the patient did in fact have well-formed plans to end his life – in the patient’s current
state of mind, he was not bothered whether he lived or died.

Some common countertransference feelings are difficult to bear – such as feeling
inadequate, useless, cruel, or depriving – perhaps especially so if a therapist is motivated
by particularly strong reparative drives of their own. It is important to try to reflect on
countertransference feelings in order to understand what they may represent in terms of the
patient’s internal world and object relationships and then to talk to the patient about this
understanding – or, putting this another way, giving back to the patient their projections in
a more manageable form. This processing on the part of the therapist is known as
containment.

Small countertransference enactments (i.e. acting on the countertransference without
reflection and processing) are inevitable to a degree and, if reflected on afterwards, are
simply part of the therapeutic process (see Chapter 2). When countertransference feelings
go unrecognised and unprocessed, this may result in therapists inadvertently assuming
unhelpful positions towards the patient that can bring about an escalation in the patient’s
difficulties. As stated earlier, supervision can provide a space in which the therapist’s
feelings can be described, processed, and some sense made of what is generating them
and how this may be dealt with. Reflective group settings such as reflective practice groups
or Balint groups have an important role here too (see Chapter 18).

Working with Rupture and Repair
A ‘rupture’ is a threatened breakdown in the therapy relationship and can take place at any
time during therapy. As described in Chapter 3, a rupture is often due to an interaction of
transference and countertransference phenomena, where both patient and therapist may
have contributed to the situation. The ways that a patient has of defending themselves and
interacting with the therapist may have brought up countertransference feelings in the
therapist, who, for their part, has acted on these rather than contained them. The hope is
that a positive therapeutic alliance, along with the preparation that patient has been given in
the consultation phase, is strong enough to keep the patient in therapy so that what is
happening can be put into words as opposed to being acted upon. If the therapist and patient
can work together to repair the rupture, this may actually be productive for the therapy (see
Chapter 3). The key points of psychodynamic technique around rupture and repair are:

- If a patient has stopped coming to sessions, in a reflective way, consider efforts to try and
encourage the patient back to sessions (whilst also respecting aspects of the patient that
may not wish to come).

- Talk about what is happening with the patient. Ideally early on when we sense that
a rupture may be developing but, if not, then once the patient is back in dialogue.

- Don’t get defensive but be curious about what has happened.
- If there has been a countertransference enactment, then apologise and acknowledge our

part in things breaking down. Some patients may value the therapist’s humility in
apologising when the therapist has made a mistake, and this can be a model for the
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patient, demonstrating that making mistakes is part of being human and doesn’t have to
come with shame or persecution.

- Try and empathically explore what has been happening for the patient, and how they
experienced things when we did something ‘wrong’.

- When things are a bit ‘cooler’ emotionally we can try and help the patient to understand
possible links between the present situation, when this has occurred elsewhere, and what
underlying issues have been stirred up.

The following clinical example may illustrate these principles:

Clinical Example 6 Example of a rupture-repair

A psychiatric trainee was 8 months into a one-year therapy working with Jan. Due to being
on night duty the trainee had to cancel a session and had neglected to remind her patient
the week before. Jan had come to his session as usual and waited the full 50 minutes in the
waiting room before reporting to the receptionist in a state of upset and anger saying he no
longer wished to attend therapy as he felt so let down by his therapist.
Following supervision, the doctor contacted the patient by letter apologising for her

mistake and asking him to attend at his usual session time to try to work out a way of
going forward if at all possible.
Jan agreed to attend and initially presented in an angry and distressed state, but calmed

down somewhat when the doctor acknowledged her mistake and apologised again. Later in
the session, the therapist was able to explore with the patient why he had not spoken to the
receptionist sooner but had waited alone in the waiting room for the full 50 minutes. He
became tearful and responded by telling the therapist how the situation had reminded him
of the joint custody arrangements made following his parents’ separation. On days when his
father was supposed to pick him up from school, he would often forget or be late, leaving Jan
waiting alone in the playground. He had a vivid memory of looking through the school
railings, anxiously waiting for his Dad, never being sure if he would come or not.
The therapist was able to empathise with his sadness and anger andwas also able tomake

the link with the transference feeling of being at the mercy of an unpredictable and absent
father/therapist.
The therapy continued until the end of the year with the patient making good progress

into how he tended to be passive in relationships, not voicing his needs, with the result that
he often felt let down and neglected.

To summarise, the clinical scenarios described in these sections on working with the
transference and countertransference serve to illustrate the ways that a patient’s internal
world can be activated and made clearer in the here and now of the therapeutic situation. It
needs stating that there is no point activating these ways of relating unless there is a way of
managing them and putting these dynamics to therapeutic use. To this end, we outlined
various approaches to working in the transference and using the countertransference.

A Spectrum of Psychodynamic Technique
In this section, we consider the question of what the psychodynamic therapist’s approach
might be at any given point in a session. Leiper and Maltby identify that, ‘one of the
challenges of psychodynamic practice . . . is to identify from all the possibilities available
what is the most salient, most helpful, most facilitating of change at any given time.’[19]

There are several, complementary ways to approach this question.

112 Part 2

https://doi.org/10.1017/9781009104425.009 Published online by Cambridge University Press

https://doi.org/10.1017/9781009104425.009


Leiper and Maltby, in advising therapists as to what may be most facilitative to the
process of therapy, go on to suggest that ‘this is often achieved through choosing to focus on
the clearest connections that can be made with the main difficulties or conflicts the client is
experiencing in her life’.[19] An important way of making clear connections and getting to
what matters is through exploring the patient’s affects and attempts to avoid affects (see also
Chapter 3, Box 3.1). This involves the therapist trying to follow the affects in a session and
their intensity.When the therapist is faced with several affects or possible avenues to pursue,
Ogden advises the therapist to try to tune into and understand the ‘leading edge of
anxiety . . . the principal source of the disruption’ at any given moment.[20] There is
a balance to be struck between, on the one hand, things becoming too intellectual and
flattening affect so the session feels lifeless; and, on the other hand, promoting so much
affect that the patient becomes overly distressed and unable to think.

Various psychodynamic writers since the 1970s have conceptualised psychodynamic
technique as ranging from the more supportive to the more ‘expressive’ (i.e. interpretative)
(Box 7.3).[21] This can be orientating for clinicians. We note that not all comments or
techniques fit neatly into this idea of a spectrum of technique, and concerns about what
technique to use when ‘should not interfere with spontaneous conversation as it unfolds in
the therapeutic dialogue’.[5]

In very general terms, supportive techniques help develop the therapeutic alliance and
may be particularly useful in the earlier stages of therapy whereas the more expressive
techniques, such as interpretation, tend to be more helpful once the therapy is more
established.

This is however an oversimplification and much depends on the individual patient.
Techniques from all parts of the spectrummay be useful in all phases of therapy. Sometimes
a ‘deep’ interpretation early on in therapy (or indeed in the assessment phase) might feel
very containing to a patient and may give them an experience of being really understood. In
other cases, a patient may develop a negative transference almost immediately and it may be
necessary to explore and interpret this quickly in order to prevent the therapy from breaking
down (Clinical Example 4). Other therapies may never or only rarely require a transference
interpretation as they progress well with a good therapeutic alliance.

Sublette and Novick provide helpful ‘pearls’, distilled from clinical practice and the
psychotherapy literature, for consideration by the novice therapist. These suggestions
map reasonably well on to the spectrum of technique in Box 7.2, and provide

Box 7.3 A spectrum of psychodynamic technique, drawing on various authors [5,21,22]

Interpretative interventions (including transference and extra-transference
interventions)

Therapeutic ‘confrontation’

Clarification

Exploration and elaboration

Empathic validation

Support and affirmation

In this list, more supportive interventions are listed lower down, more expressive interven-
tions are higher up.
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guidance as to whereabouts on the spectrum a therapist might be at various points in
a session:

– You will spend most of your time listening and observing . . .
– You cannot help the patient unless you can empathise with him . . .

– Clarify anything that seems vague, unusual or unclear to you . . . [We would add a caveat
to this which is that one task of therapy might be to sit with ‘not knowing’ and feeling
confused – sometimes for long periods of time.]

– Confront the patient concerning behaviours that emerge as detrimental . . .
– Interpret sparingly. The most essential areas for interpretation are behaviours that

threaten the integrity of the therapy in any way . . .
– Be prepared to revise all your comments depending on the patient’s response . . .
– You will make mistakes – this is fine and can even be useful . . . [2]

We now look at the interventions mentioned in Box 7.2 in more detail.

Support/Affirmation
Support and affirmation are often useful in the beginning stages of a therapy and can help to
promote a good therapeutic alliance. Support is implicitly provided by the reliability of the
therapist and the regularity of the contact as well as through the implicit acceptance of all
parts of themself that the patient brings. Using regular ‘ums’ and ‘aahs’, as well as ‘mild
interjections or grunts, demonstrate that the analyst is still present, alive, listening, follow-
ing and trying to understand’.[23]

Examples of encouragement might be saying something along the lines of ‘You tried
something different there’ or ‘I can see that you are struggling to stick with exploring this when
it is difficult for you.’

Empathy
Put simply, this means trying to understand a patient’s experience and to communicate to
them that they have been understood. Here the therapist tries to immerse herself in the
patient’s experience. In order to do this, it can be helpful to consciously think – how would
I feel if this was happening to me? This can help to understand what the patient is going
through and can help to frame empathic responses, for example ‘I imagine that you would
feel upset and worried by that . . . ’

Information Giving
Information giving is a technique which does not fit neatly in the spectrum in Box 7.2.
Information giving might be advising on the natural history of a depressive episode or
the stages of mourning. It may also take the form of explaining the link between
symptoms such as depression or anxiety and difficult interpersonal or even intraper-
sonal relations.

Psychoeducational interventions are used in psychodynamic psychotherapy but
may look a little different to those used in other mental health specialties. One instance
of a psychoeducational intervention would be discussing with someone who has
a history of childhood sexual abuse that it is perfectly understandable that they have
developed defences of mistrust and avoidance of vulnerability and dependence on
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other people – as these defences would have served them well in the past. It would be
important to go on to explore how relevant these defences are to the person’s present
life – is the person operating as if the external threat is still present, when in fact things
may have changed in the external world? Are the person’s defences bringing difficulties
now? The latter questions move into exploration/elaboration, illustrating how, in
practice, the session unfolds organically rather than staying rigidly in one place on
the spectrum of technique.

Another possible psychoeducational intervention might be to discuss with a patient, at
an appropriate time, how his use of drugs could be conceptualised as a way of extinguishing
painful feelings; and that it might be helpful to try to work out what these feelings might be
in order to try to sit with them.

Exploration and Elaboration
Encouraging exploration and elaboration by the patient – in the middle of the spectrum in
Box 7.3 – is usually where therapists and patients spend much of their time in sessions. This
overlaps with several core approaches already discussed, including the core psychodynamic
attitude, encouraging the patient to free associate, exploring affects, and being interested in
how and why affects are avoided (i.e. exploring defensive processes).

Clarification
Another helpful ‘pearl’ described by Sublette and Novick is to ‘be stupid’.[2] On the face of it
this may seem like a strange instruction to a therapist but what they mean by this is, don’t
assume you know what is going on, and domaintain an attitude of curiosity. This attitude of
curiosity demonstrates to the patient that we are really thinking about them and what they
bring to the session. If we allow ourselves to be genuinely curious, then the patient might,
with time, develop their capacity for openness and curiosity about themselves. Often novice
therapists experience feelings of incompetence, which are usual when learning a new skill;
however, these feelings can influence the therapist into feeling awkward generally about not
knowing and this can inhibit asking ordinary questions. Other times, an overvaluation of
interpretative work can lead therapists to downplay other core techniques which actually are
very important in terms of the therapeutic process. It is worth bearing in mind that
competence does not mean all-knowing.

Clarification can range from a relatively simple question like ‘when did you say this
happened?’ to more complex questioning which is outwith social norms and can feel
uncomfortable for both therapist and patient. It can be helpful if a therapist develops
a way of asking difficult questions that demonstrate interest and empathy even if the enquiry
may not feel altogether comfortable for a patient. Examples might be: ‘I wonder what it was
that led you to do that?’, ‘any idea what that might have been about?’, ‘what might have been
behind your comment’, and so on.

Confrontation
This intervention is not about being argumentative as one might think from the common
use of the word. Instead, it refers to pointing out to a patient something important they are
doing which they are overlooking or avoiding, so that it can be acknowledged and further
understood (see Clinical Example 7).
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Clinical Example 7 Therapeutic confrontation

A patient, Julie, who tended to be very placatory but who also had a history of aggressive
self-harm, started to bring her therapist small gifts just before a break. When the therapist
drew attention to this, Julie admitted that the gifts were intended to disguise her angry
feelings about being abandoned (an example of the defence mechanism ‘reaction forma-
tion’). Julie was aware of her feelings but found them unpleasant and difficult to express and
she worried about how her therapist would respond to her anger and frustration. Hence the
gifts could be seen as a way to avoid anything uncomfortable coming up in the room. This
behaviour could also be recognised in her everyday life. During therapy Julie was able to
recognise that this was unhelpful to her because her true feelings could not be exploredwith
people in her life and so could not be resolved.
This therapeutic confrontation took the form of, ‘I’m not sure if you are aware of this but

I have noticed that you tend to bring me a gift just before we are due a break. I wonder what
might be behind this?’

Therapeutic confrontation is particularly relevant in the here and now of therapy. When
therapeutic confrontation is to do with something happening between the patient and
therapist, this forms part of the range of therapist activities that come under the umbrella
of ‘transference work’, which we discussed earlier in this chapter.

During sessions, patients often talk about their current lives and relationships and
inevitably there is a degree of subjectivity in their descriptions One of the tasks of the
therapist is to offer a different viewpoint of their behaviour and their way of being – this is
the third position described earlier. In this way, confrontation can offer the patient, in the
here and now, information about themselves in a very immediate and real way. These
discoveries may not always be pleasant, so making interventions of this nature requires
sensitivity and a good therapeutic alliance, otherwise the patient can feel criticised or
persecuted.

Interpretation
There can be a lot of anxiety generated around psychodynamic interpretation as it is
sometimes considered to be the gold standard technique of psychodynamic psychotherapy
and certainly it is one of the basic components of psychodynamic technique.[6] A simple
description of an interpretation is that it consists of bringing something to a patient’s
awareness that they were previously unaware of. This is achieved through the translation
of the patient’s unconscious communication as it is expressed through their narrative, free
association, dream material, and relational dynamics.[11] An interpretation is a hypothesis,
it is not intended to be an absolute truth and should be couched in a tentative manner such
as, ‘I may be wrong but I wonder if . . .’ This allows the patient to agree or disagree with it.
Even if a patient does not seem to respond well to an interpretation this does not necessarily
mean it is incorrect (although it may be), it may just have been badly timed.

As when an interpreter translates a foreign language, the interpretation of unconscious
material can never be completely accurate as it will be influenced by whoever is doing the
interpreting. What is more important than absolute accuracy is that the interpretation is
conveyed in a respectful manner and that the therapist is always open to being corrected.[11]

Winnicott provides the encouraging advice that ‘it is comparatively rare for a patient to be
hurt by wrong interpretations made in a genuine attempt to use what is presented, the
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mistakes in omissions being due to the limits that belong to all human endeavour’.[24] It
should be helpful for a novice therapist to note that a patient is unlikely to be harmed by an
incorrect or a poorly timed interpretation as long as it is couched in a tentative and empathic
manner.

What Is an Interpretation For?
There are several possible intentions of an interpretation. Firstly, ‘at its simplest, one of the
functions of an interpretation is to convey to the patient that his communications, however
incoherent or confused are meaningful . . . many interpretations serve the function of
validating the patient’s experience’.[11] Secondly, an interpretation can convey to the patient
that he is not alone. Thirdly, as raised earlier, an interpretation can also provide a different
perspective, the so-called third position. Patients often enter therapy with deeply ingrained
ways of relating to others which are not always helpful and of which they are unaware.
Interpretation can be used to tactfully point out these patterns of relating, along with
a hypothesis of what might be underlying the pattern. Used in this latter way, interpretation
overlaps with therapeutic confrontation – it is a question of what depth would be most
helpful to put into the intervention. An interpretation would go beyond just pointing out an
aspect of the patient’s interactions. To illustrate, let us go back to Julie from Clinical
Example 5, where the therapist drew attention to how Julie tended to buy the therapist
gifts before breaks in therapy. In an interpretation, the therapist might start with the same
approach as confrontation: ‘I wonder what might be behind this . . .?’ but then add an
interpretative dimension such as, ‘. . . and wonder if it is linked to me going away?
I remember you saying how you can feel abandoned if your partner goes away for the weekend.’

In practice, a good interpretation needs to be well-timed for the patient to be able to
work with it. Sometimes an interpretation may be accurate but the patient is not yet
ready to take it on board. But how is a therapist to know when the timing is right?
There is no hard and fast rule about this. Sometimes, it may be helpful to make an
interpretation when the unconscious issue in question is alive in the room and so more
accessible for the patient to grasp. For other patients, making an interpretation when
the emotion in the room is running high may result in the interpretation being taken
literally (i.e. lacking an ‘as if’ quality), or being felt as intrusive or unhelpful; for these
patients, it may be best to ‘strike when the iron is cold’.[25] In part, it is a matter of
trying it out, to tentatively make a suggestion about what the therapist thinks might be
going on, and then noting the response by the patient. Interpretations using phrases
such as ‘this may be wrong but I wonder if . . . ’ give the patient the experience that the
therapist is thinking about him and, in addition, leave the way open for him to disagree.

In terms of transference interpretations (which are but one form of interpretation),
a rule of thumb is that if the patient is attending sessions consistently and exploring issues
openly, there is probably little to be gained from making transference interpretations. This
is in keeping with Freud’s advice to wait to interpret the transference until the transference
brings resistance to the therapeutic process.[1] Freud introduced this caution to guard
against any tendency in the therapist to ‘regard it as a special triumph to fling these
“solutions” in [the patient’s] face at the first interview’.[1] A more Kleinian approach
might be to interpret the transference earlier on.

When there are issues arising within the therapy relationship such as an early thera-
peutic rupture, it is important to try and put what is happening into words and to try and
work it through. Thismay include the use of interpretation. For example, ‘I wonder if you are
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finding it difficult to get here on time because the therapy is making you feel exposed and
vulnerable?’ Depending on the particular situation, the therapist might continue, ‘ . . . and
perhaps this reminds you of times in the past when your vulnerability has been used
against you?’

As Lemma writes, ‘A good interpretation is simple, to the point and transparent.’[11] It is
helpful to demonstrate to the patient where the interpretation has come from and to show
the workings of the therapist’s mind – this is what is meant by ‘transparent’. One of the goals
of therapy is to foster the ability of self-reflection and analysis, which means to be able to
think about oneself and one’s actions in order to generate meaning. With the use of a good
interpretation, the therapist can model this.[11] There is little point in peppering the session
with clever interpretations – even if they are accurate, this does not help the patient to think
for himself and to reflect on his states of mind and responses to them.

According to Malan, following the affect in a session very closely will help the therapist
to determine if an interpretation has meaning for the patient.[26] He says that if the
interpretation has hit home there will be a deepening of the rapport between the therapist
and patient and, in addition, a further elaboration of material in the narrative which
confirms its utility. A conscious agreement without these confirmatory factors may simply
be a demonstration of a compliant patient. By contrast, conscious disagreement, but with
further unconscious elaboration, may signify an accurate intervention. Therefore a useful
means of determining whether an interpretation has meaning is to listen hard to what the
patient talks about after it has been made.

Types of Interpretation
There are various forms of interpretation. An interpretation may involve the therapist
‘pointing out connections between different phenomena when the patient does not see
the linkage’.[5] At other times, it may be about using the countertransference to tentatively
explore warded-off affects. We now describe two forms of interpretation in more detail:
extra-transference interpretations and transference interpretations.

Extra-Transference Interpretations

Sometimes called ‘reconstructive interpretations’, extra-transference interpretations make
a link between the patient’s current life and his recollections of experiences as a child. They
explicitly make a connection between the patient’s interactions outside the session and with
his accounts of family experiences when growing up. For example, ‘I think you are worried
about your boss taking advantage of you and potentially abusing you because this connects with
some of your experiences of your father when you were a boy that you were telling me about.’

Transference Interpretations

This type of interpretation references the here and now and explicitly comments on the
patient’s relationship to the therapist. These can help the patient to becomemore aware of the
way he is relating to the therapist (and possibly therefore with others). The content of
a transference interpretation is inferred from what the patient talks about during a session,
the manner in which they talk about it, and generally what kind of atmosphere is created.
Patients can say the same thing in a very different way and the therapist needs to be able to
take this into account. A transference interpretation might look something like the following:

‘I wonder if you are worried that I will be impatient and angry with you when we talk about
painful experiences that you have had in the past. Perhaps that is why you have found it
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difficult to attend our sessions on time and why, when you are here, you feel anxious and find it
difficult to speak.’

Note here that the therapist outlines the steps she has taken to get to this interpretation.
Lemma states ‘A reconstructive interpretation locates the origin of the patient’s behaviour

firmly in the past . . . By contrast a transference interpretation is bolder: it invites the patient to
examine his emotional reaction, however uncomfortable or distressing in the immediacy of
the therapeutic relationship.’[11] This can be anxiety-provoking, both for the patient and for
the therapist, partly because this is outside usual societal norms for talking to each other.
However, a transference interpretation, being both immediate and affect laden, can bring
significant insight for the patient which may give him the necessary tools for change.

The distinction between these two types of interpretation can be further illustrated by
Malan’s work and his two triangles, which we describe in the following section on working
through.

Working Through
The range of techniques just described rarely work immediately and any change is likely to
be transient. Working through refers to the repetitive process within therapy sessions of
supporting the patient to get to know how he relates to himself and others, and being able to
use this insight to explore new ways of relating (see also Chapter 8, section on the ‘Middle
Phase of Therapy’). Malan devised two triangles as an aid to supporting the therapist in
making links across the patient’s ways of relating in different situations, as a psychotherapy
session unfolds (see Figure 7.1). These triangles can help in working out what the transfer-
ence is, what the corresponding countertransference is, what a patient’s underlying object
relations are, and thus support the process of working through.

The first triangle is known as the ‘triangle of defence’. This triangle is closely linked to
the conflict model described in Chapter 2 and describes the way in which hidden feelings

DEFENCE ANXIETY

‘OTHER’ (O)
(usually current,
or recent past)

TRANSFERENCE (T)
(usually here-and-now)

O/T link

O
/P link T/

P 
lin

k

HIDDEN FEELING
(often an IMPULSE)

PARENT or SIBLING (P)
(usually distant past)

Figure 7.1 Malan’s triangles. Triangle of defence (left); triangle of person (right).
Reproduced from Malan (1995)[26] (under STM permissions guidance).
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(often an impulse) cause anxiety which in turn leads to defensive manoeuvres on the part of
the patient (Chapter 11 on anxiety expands further on this). These hidden feelings are
associated with the patient’s internal objects.

The second triangle is the ‘triangle of person’. The three tips of the triangle represent the
Other, the Therapist, and the Past. Patients usually seek therapy due to problems they are
experiencing in their current lives. These problems can be symptoms which have arisen as
a consequence of difficult relationships, or the presenting problem may be a more clear-cut
relational one. These current life problems are represented by the Other tip of the triangle.
Generally in therapy it tends to make sense to the patient if the therapist explores this area
during initial sessions.

To illustrate the triangle of person, consider Andrew, the 45-year-old dentist, described
in Chapter 2. The therapist initially explored Andrew’s depressive feelings, finding out at
what point they had arisen in relation to his current life and exploring anything that tended
to increase them. In response to this exploration Andrew described feeling undervalued and
criticised by his wife for not doing better in his career, and undermined by his manager who
he felt did not like him. This activity on the part of the therapist represented exploring the
Other tip of the triangle.

The Past tip relates to the patient’s sense of their childhood experience. Here in the case
of Andrew, he had felt he was an unwanted child and had experienced his mother as being
openly critical and rejecting of him, favouring his older sister.

Thus an extra-transference/reconstructive interpretation might take the form of linking
the current difficulties Andrew is experiencing with his manager and wife (Other) with his
sense as a child of feeling rejected in his relationship with his mother (Past). This would be
an Other-Past link.

This example demonstrates how the triangles can be used to structure a session – the
therapist can listen out carefully for themes that come up time and again, or for repeated
descriptions of difficulties in relationships. They can then consider which area(s) the
narrative refers to and, where appropriate, make interventions linking two or more points
of the triangle.

Returning to Andrew again from Chapter 2, as therapy progressed he became increas-
ingly convinced that his therapist did not like him and did not wish to work with him. He
began to write her frequent letters in illegible handwriting which were frustratingly difficult
to read, seeking reassurance that the therapist valued and wanted to continue working
with him.

Here it may have been tempting to offer reassurance to Andrew that he was liked.
However, this would have driven his anxieties underground and also would have missed
a valuable opportunity to tactfully point out (i.e. make an observation) about how he
habitually related to others, that is, as if others would not like him and potentially would
be rejecting of him. This dynamic afforded an opportunity for another side of the triangle to
be linked – Andrew’s expectations of being disliked and rejected by the therapist with his
experience of the past in relation to his mother. This would be an example of a transference
interpretation where the Transference-Past link is made.

Lastly, a link can be made between the Other and the transference as there seems to be
a clear correspondence between how Andrew experiences his wife and how he has been
relating to the therapist. As we can see, over time in therapy, wemay identify the same central
relational dynamic emerging in all three corners of the triangle (Figure 7.2). This points to the
patient’s underlying mental representations of self and other which manifest across all three
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tips of the triangle of person. Figure 7.2 follows the approach ofMolnos in combining the two
triangles – the arrows represent how the key dynamics of conflict in the first triangle may
manifest across all interpersonal settings.[27]

Malan’s triangles provide one way to help the therapist (and therefore the patient) to
organise and make sense of what might seem initially like a confusing tangle of narrative,
feelings, symptoms, defences, and so on. It can also provide some direction for what the
therapist might attend to at a given point in a course of therapy. For example, if a person’s
defensive processes might be apparent (the top left point in the triangle of conflict), but not
their feelings, the therapist might listen out in particular for feelings or explore with the
patient about what is driving their defences. The triangle of person might support the
therapist to make an interpretation that involves making links between how the patient
operates in a similar way in two or more relationships settings – that is, this paves the way
for the patient developing insight into recurring interpersonal patterns and his role in
unconsciously bringing these about.

Working with Resistance
In this final section, we address how to work clinically with the phenomenon of resistance
(for definition and theory of resistance, see Chapter 2). In brief, resistance refers to when the
patient’s defences are activated during the course of therapy, as a result of what is happening
in the work. Resistancemight occur at any point in therapy. The themes in this section could
be read alongside Chapter 8, in particular the section on ‘The Middle Phase of Therapy’.

As most of us realise, it is difficult to change. Sometimes it seems obvious that a person’s
current way of functioning is causing misery and yet there is a draw to old patterns of
behaviours in spite of all evidence that they are unhelpful. Those of us who have experienced

DEFENCE

PAST

TRANSFERENCEOTHER

HIDDEN FEELING

ANXIETY

Rejects others first
Demands for reassurance

Fear of being unwanted 
and left alone

Anxious and 
depressed

‘Critical’ wife
‘Undervaluing’ manager

Fear that therapist
dislikes him

Sense of rejection in maternal relationship
Felt unwanted

Figure 7.2 Formulation for ‘Andrew’ using Malan’s two triangle approach.
Adapted from Leiper et al. (2004)[19] and Molnos (1984)[27] with permission from SAGE and Wiley. Copyright SAGE
(2004) and Wiley (1984).
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therapy ourselves will also have struggled to do things in a different way. But why is this the
case? It is considered that there are several different reasons but one major underlying factor is
that it can feel very risky indeed to try new ways of relating as this can mean making oneself
vulnerable and may also require giving something else up. A succinct way of putting this is
‘better the devil you know.’ Leiper and Maltby, drawing on Fairbairn,[28] explain that our
present modes of relating reflect a compromise ‘created with difficulty in the past; however
painful, [these modes] were the best we could do in the circumstances . . . Even bad relation-
ships provide a subtle sense of safety and connection in the world.’[19]

Resistance has sometimes been misunderstood as being a hindrance to therapy, with
a related misunderstanding being that attempts should be made to bypass or break through
it. However, remembering that resistance is the manifestation of the defence mechanisms
a patient uses, it follows that, as all patients have defence mechanisms, all patients will show
resistance at some point in their therapy. Exploring how a patient demonstrates resistance,
and understanding where it has come from, offers valuable information as to their way of
operating in interpersonal relationships. Or as Gabbard puts it, ‘perhaps themost important
principle is to regard resistance as a phenomenon that reveals rather than conceals. We
might regard resistance as the way that patients show us who they are. Patients must do
psychotherapy in the way they must do it not the way that we think they should do it.
Resistance is not “bad” behaviour on the part of the patient.’[5]

Often it is fairly straightforward for a patient to cognitively recognise their problems and
to understand where they have come from, but in order to change their current way of
relating, much repetition is required in the therapy. The repetition required when working
with resistance is closely linked to the process of working through as described in the
previous section. Conceptualising this need for repetition in the work of change is to
understand that to give up habitual ways of being requires the work of mourning for the
loss of the old self and old object relationships (see Chapter 8, section on ‘Mourning’). This
takes effort and time because giving up old ways of relating brings up feelings of anxiety and
sadness, even if the current ways of relating are in some aspects problematic for the
patient.[19] Technically this task requires that the therapist is holding and empathic, as
previously described, but at the same time is able to be adequately distanced to be able to
note what is going on.

Resistancemay seem to emerge spontaneously ormay bemore clearly connected to what
is happening in the therapy process, sometimes occurring during or immediately after
a particular intervention. As such, the therapist needs to be prepared at any point to turn
their attention to resistance. For some, if not all, patients, resistance accompanies develop-
mental change at every step of the way.

Greenson (1967) provides a useful summary strategy for working with resistance[29],
adapted below:

– Note the fact that the patient is resisting and what it is that they are doing.
– Ask yourself, and explore with the patient, what is being kept at bay, what function does

the resistance serve? For example, what affect, loss, or idea is the patient trying to avoid?
– Think together about why the patient needs to do this and empathise with the patient’s

predicament.

During the beginning stages of therapy there are a number of ways resistance can be seen.
For example, a person may, unconsciously, turn things around and ask the therapist a lot of
questions or seek advice, as a protection against the vulnerability of becoming ‘a patient’.
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Theremay also be long silences in the session or alternatively a lot of talking with no space to
think. Usually, these resistances will settle once the patient gets used to the setting, especially
if the therapist follows the basic principles of therapy and attempts to keep a therapeutic
frame and its boundaries. However, some resistances persist, and it is important to try to
address them (see Clinical Example 8).

Clinical Example 8 Anna: Working with resistance

We now take up again the example of the psychiatric nurse, Anna, mentioned in Chapter 2
(Example 3), at a point midway through the year of therapy. Anna understood intellectually
how her way of hiding her struggles was driving her into depression, but she was in no way
prepared to let slip the role she portrayed to the outside world of the dependable, solid
carer. She said she was ‘never going to be vulnerable again’. Her defences (repression of her
own needs for care) were strong, her resistance to change evident and understandable given
her sense of family dynamics as a child.
Change was facilitated through an ongoing process of empathising with her anxieties.

This included the therapist acknowledging how frightening it felt for her in the present day
in terms of exposing unmet needs; and acknowledging the fear of the unknown and
unfamiliar. In a session two-thirds through the year, the therapist spoke with her about
how, on the one hand, Anna wished new ways of relating were possible, and noted that she
had come into therapy looking for change. Whilst, on the other hand, the therapist recog-
nised just how much she was also holding on to tried and trusted ways of being and didn’t
want to let these go. She seemed to feel understood by this. The session after this, Anna
returned looking a bit lighter. It seemed this understanding allowed her to feel contained
and, somewhat paradoxically, mobilised a capacity to do things differently.
A turning point was when she was able to risk letting her boss know something of her

inner struggles and found that this was met with sympathy and a solidity, as opposed to her
boss collapsing in the way she had experienced people doing in the past.

The following are some common ways that resistance can outwardly manifest, along
with discussion of possible ways the therapist might respond.

Flight into Health
This is when a patient tells you that they feel better, even though they have only attended
a small number of sessions and nothing obvious has changed. If this happens, we might try
to explore further with the patient what is happening both in their outside life and in the
therapy. Are there still problems present? The patient is likely to feel comforted that they no
longer have symptoms, but if their underlying issues are unchanged, this symptom relief is
unlikely to last. The therapist therefore attempts to make sure that if the patient decides to
leave therapy that they do so having some insight into any ongoing issues.

Silence
Silence can often be anxiety-provoking for a therapist. It can evoke a clinical dilemma in which
the therapist does not wish a silence would go on for too long, but at the same time does not
want to be too directive. It can be helpful to share this dilemma with the patient – ‘You are not
speaking much today and I’m not sure if you would like us to be quiet together for a while . . . or if
there is something you would like to speak about but are finding it hard to get started.’
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Timekeeping
Sometimes a patient may be late to a session for good reason, but sometimes a pattern of
lateness becomes clear. If this seems to be happening, try to identify what the actual pattern
is and then bring this to the attention of the patient. It can also be helpful to monitor the
countertransference evoked in the therapist when the patient is late and use this to frame an
intervention (see Clinical Example 9).

In practice, if a patient is late to a session, the therapist should keep to the agreed session
time, tempting though it may be to extend it, especially if the reasons for lateness seem to be
compelling. Depending on circumstances, the therapist might say something along the
lines of:

‘I appreciate there are real practical reasons why you may be late today. And I wonder
whether there may be other reasons too?’Or, the therapist might explore what it is like for the
patient having a shorter session (e.g. the patient might feel relief, or guilt, or short-changed).

This way of intervening addresses both the outside life of the patient as well as the
underlying resistance, which can make exploring the resistance more acceptable to the
patient.

Clinical Example 9 Emily: A late arrival

Emily, a patient whose initial presentation was via a dramatic suicide attempt, had outlined
fantasies of harming herself at the end of one session and had turned up 30 minutes late for
the next one. During those 30 minutes her therapist had felt frightened and panicky. This
countertransference gave the therapist a possible insight into the awful feelings her patient
may have been experiencing in relation to separations.
Using her countertransference feelings to inform her, the therapist tentatively

explored with Emily how she might be experiencing the session endings. The patient
agreed that she felt desperate in between her sessions. Talking with her about this helped
to increase the positive therapeutic alliance leading to the possibility of sensitive explor-
ation of Emily’s actions on others. This was able to give the patient a better insight into
how her behaviour impacted on others and illustrated why she found it difficult to
maintain good relationships with people. Note that the therapist did not discuss her
own feelings directly in an unprocessed form but used them to consider what might have
been getting projected into her.

Missed Sessions
Thinking about missed sessions, there may be differences between a session which has
been cancelled by prior arrangement, as this is sometimes unavoidable, and one which is
missed with no word. Unexpectedly missing a session can be a sign of an active resistance
by the patient. If this happens, it can be a good idea to contact the patient to let them know
that the therapist was sorry the patient wasn’t able to make their session and to encourage
them to attend next time. It should be noted that this is not a hard and fast rule and
practice varies according to different therapists and the needs of the specific patient.
Additionally, it can be helpful to note the emotional impact of any cancellation, lateness,
or missed session on the therapist as, again, this may provide valuable information about
the patient’s internal world.
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Acting Out
Freud (1914) writes that ‘we may say that the patient does not remember anything of what
he has forgotten and repressed but acts it out. He reproduces it not as a memory but as an
action; he repeats it without of course knowing that he is repeating it.’[30]

Acting out is used to describe events that occur outwith the analytic setting and can be
considered to be a form of resistance in that the patient is doing something active rather
than observing and reflecting on themselves. By way of example, a patient, who was angry
about a comment her therapist had made during the session, subsequently got into an
argument with a bus driver on the way home.

Acting out is often connected to the transference. However, a note of caution – not
everything that happens outside a session is connected to the transference. It can be
annoying to the patient and come across as false and lacking in empathy if a therapist
tries to relate everything back to themselves.

Resistances in the Terminal Phase
Often the ending of therapy can evoke separation anxiety which can bring up ambivalent
feelings in the patient. These can be unconsciously defended against as they can feel
unacceptable to the patient and instead are manifested in resistance. Behaviours derived
from this resistance include missing sessions, a return or worsening of the patient’s original
symptoms, and finding it difficult to find things to talk about. Patients might also try to find
an immediate replacement therapist, either seeking one out on their own or requesting an
immediate onwards referral. This can be seen as an attempt to avoid painful feelings of loss
or abandonment. These feelings should be explored well before the planned ending of the
therapy in order to give the patient the opportunity to mourn their loss. This is discussed
further in the section on the ‘Ending Phase’ in Chapter 8.

Concluding Remarks
This chapter has outlined psychodynamic psychotherapy technique, ranging from the more
supportive end of the spectrum to the more expressive (interpretative). This includes the
utilisation of transference and countertransference to elucidate internal object relations
along with how to use interpretation and other approaches to bring these to the attention of
a patient. It is important to understand and consider technique across the spectrum in order
to develop a working alliance, to address resistance, and to work with the patient to discover
and rework old ways of relating, both to others and to himself. The utilisation of technique
in psychodynamic psychotherapy is significantly influenced by the associated underpinning
theory and should be tailored according to the requirements and peculiarities of each
patient at each point in the therapy.

To conclude, as Leiper and Maltby put it – ‘Old ghosts are invoked and let loose in the
transference in the hope that they can be laid to rest.’[19]
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Introduction
It is one of the remarkable but also unsettling characteristics of psychodynamic psycho-
therapy that its course is not rigidly predetermined, so that things can emerge in therapy
that neither the therapist nor patient could have anticipated. What focus the work takes
and what therapeutic approaches are most useful for each patient need to be discovered
along the way. This does not mean it is impossible to give direction or that there is no
structure to therapy. We could continue the analogy (from Chapter 7) to chess, where
there are countless possibilities of future moves, albeit contained within the structure of
the game. Despite this, guides are available, many of which may organise play into the
dynamics of the opening, the mid-game and the endgame. Likewise, in psychotherapy,
there are many paths that the therapy can take, but it is also possible to offer guidance and
outline the general phases it may follow. In this chapter, we aim to provide orientation to
clinicians who are embarking on their first courses of therapy. We integrate theory and
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technique to offer a longitudinal perspective on howmatters can play out over a course of
therapy.

As a very rough guide, in a course of time-limited therapy, the early, middle and late
phase each last approximately one-third of the overall time. This chapter provides a general
guide to what issues and tasks are more likely to surface at various points in the work, but
several clarifications are important. Phases tend to blend into each other, rather than being
clearly demarcated like acts in a play. Furthermore, a focus that is usually associated with
one particular phase may emerge at any time. For example, the patient’s anxieties about
leaving the therapist are described in the section on the late phase, but, in reality, these
concerns may emerge at any point. Additionally, for a proportion of patients, the work may
stay in what feels like an early phase throughout much, if not all, of the work for various
reasons – for example, due to a strong defensive structure or instability in their current life –
and they may not yet be able to undertake the ‘working through’ typical of the middle phase.

There are differences and overlaps between open-ended work and time-limited work. In
time-limited work, especially in briefer courses of therapy (less than six months), the
therapist needs to stay very conscious of the number of sessions available, and often
needs to guide the therapy along using more structure. With open-ended work there is
more time and space to allow things to unfold organically, but spontaneity and space are still
very much part of brief therapy too. It is a question of degree. Sometimes in publicly funded
open-ended therapy (i.e. when the patient does not pay a fee), there comes a point in the
work when the patient may miss sessions as part of avoiding dealing with their problems.
According to O’Neill, this can happen because the patient is (unconsciously) investigating
whether or not therapy is limitless and grounded in the realities of time and value.[1] The
therapist will need to address this to prevent the therapy becoming, in the words of Freud,
‘interminable’. When this particular dynamic can be articulated and sufficiently worked
though in sessions, this can be steadying for the patient and bring about ‘a new seriousness
thereafter in the level of the patient’s involvement in the treatment’.[1] This chapter will
focus mainly on time-limited work, typically, weekly sessions over 6 to 18 months. In our
experience, this is the usual arrangement for therapists who work in publicly funded services
and those at the start of their career.

A schematic overview of a course of therapy is depicted in Figure 1. Of course, in reality,
therapy is muchmessier than this; not least, because some patients leave therapy earlier than
planned. As Leiper & Maltby explain, the purpose of imagining a simplified model in this
way is to enable us ‘to see the work as a whole, something which is not always easy to do
when in the midst of it’.[2]

The process of therapeutic change has been summarised by Freud as ‘remembering’,
‘repeating’, and then ‘working through’. In the early sessions, key tasks for the therapist
are creating a therapeutic frame (see Chapter 5), developing a ‘working alliance’, and
being interested and curious towards the patient, their life, and inner world. A therapeutic
(or ‘working’) alliance refers to the forging of a trusting, collaborative, and secure
dimension to the relationship between the patient and therapist – this is discussed further
in the section ‘Developing a Therapeutic Alliance’, below. In this early phase, some
patients feel initial symptom relief and release (sometimes referred to as ‘catharsis’),
and a sense of hope as they begin to put into words their underlying difficulties (‘remem-
bering’) and develop a clearer sense of what is going on. In the middle phase, characterised
by ‘repeating’ and ‘working through’, the work can come alive as old patterns come to the
fore and the patient and therapist attempt to understand and explore the strong
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attachments to well-established defences and ways of relating. The late phase can be
a productive period where concerns from the middle phase may come to life even more
clearly. Attention is given to the process of separation from the therapist and the various
tasks that go with this, such as coming to terms with the limitations of what is possible in
therapy. Finally, in the post-termination phase, patients may experience ongoing devel-
opment as changes in their underlying mental structures (i.e. their ways of experiencing
self and other, and associated defences) brought about in therapy make themselves felt in
their everyday lives and relationships.

The Early Phase
The early phase is typically about ‘remembering’. Through interactions with a therapist who
is listening and receptive, the patient can bring to mind and put into words aspects of
themselves, their history, and their relationships with others that hitherto may have been
out of their awareness. This may account for the observation that many patients feel some
relief and improvement during the early phase.[2]

This section on the early phase of therapy can be read alongside the chapter on creating
a therapeutic frame (Chapter 5) and the chapter on technique (Chapter 7) which cover core
approaches used early in therapy and the ‘analytic attitude’. The present section will focus
on three important aspects of the early phase of therapy: developing a therapeutic alliance;
close listening; and developing a psychodynamic formulation.

Regression
Working through

Separation/
differentiation

Resolution
Play

Integration
Self-analysis
Creativity

Interpretation/

Transference and
resistance

Well-being and symptoms
Personality structure

Hope

Early phase

+

–

Middle phase Late phase Post-termination

Expression of
affect

understanding

Figure 8.1 Idealised course of psychodynamic psychotherapy. The words underneath the graph illustrate
common processes and phenomena associated with therapy in its various phases. These processes reflect
particular interactions between patient and therapist (such as working through or attending to the emerging
transference). In terms of emphasis, some of these processes refer more to the therapist’s activity (such as
interpretation), and others more to the patient (such as self-analysis in the post-termination phase).
Adapted from Leiper et al. 2004[2] and Wolberg 1977[3] with permission from SAGE and Elsevier.
Copywrite SAGE (2004) Elsevier (1977).
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Developing a Therapeutic Alliance
The therapeutic alliance has been defined by Zetzel as ‘the consistent, stable relationship
which will allow the patient to maintain an essentially positive attitude to the psychoanalytic
task when the conflicts revived in the transference neurosis bring disturbing wishes and
fantasies close to the surface of consciousness’.[4] Freud considered that the patient needed
to observe themself as if they were another person and that this was a necessity if therapy
was to be successful. This phenomenon can also be seen as an aspect of the therapeutic
alliance. The quality of the therapeutic alliance is a strong predictor of a good therapeutic
outcome.[4]

Some people come to therapy with an idea or wish that they could somehow get rid of or
‘cut out’ unwanted aspects of their psyche, that is, aspects of their mind or personality. This
is a developmentally ‘archaic’ way of attempting to deal with anxieties. However, not only is
this impossible, but if this idea is pursued by the patient, it could well make them feel worse
about themselves. This is because the underlying needs arising from the unwanted aspects of
their mind will not be addressed; furthermore, an internal dynamic of wanting to get rid of
aspects of oneself is likely to give rise to feelings of dislike about oneself and a sense of being
unwanted. For these patients, the therapist aims to contain these troubling experiences, to
understand them, rather than get rid of them. The therapist tries to form an alliance with the
patient, more specifically with the observing aspects of the patient, to work together in
a shared aim to try and understand these troubling experiences.

The therapist cultivates the therapeutic alliance by their availability, interest, reliability,
and warmth. This is the basis of any therapeutic work. Furthermore, the therapist conveys
support through their empathic, non-judgmental approach. A reasonable therapeutic alliance
allows the patient and therapist to work together and means that the relationship can survive
‘in spite of the strong and often negative emotions that may surface during treatment’.[6]

A common school of thought is that a good therapeutic alliance is a prerequisite for more
interpretative techniques to be useful to the patient, including working in the transference.[5]

However, a recent study suggests that working in the transference (see Box 3.2 inChapter 3), if
done sensitively and skilfully, may actually bring the most benefit when there are current
difficulties in the therapeutic alliance – perhaps as the negative transference seems real to the
patient and not abstract[7] (see also Høglend 2004[8] and Chapter 7 for further discussion
about therapeutic alliance and working in the transference).

A therapeutic alliance may be formed easily with some patients. However, this may take
longer and require considerably more attention when working with someone whose
internal world lacks a benign figure (i.e. when someone lacks a sense that others or the
self could have good qualities). It is a fundamental thesis of this book that the therapist
adapts their approach to each patient, whilst retaining the core principles of psychodynamic
theory and practice. Crucially the therapist has to consider the developmental level (or
levels) that the patient is functioning at (see Chapter 9, section ‘Organisation of the Internal
World’). A quieter, ‘uncovering’ style suits many patients with a more neurotic develop-
mental organisation.[6] This contrasts with work with people operating at a borderline
developmental level, where the emotional intensity may be high for both parties. In this
situation, the therapist has to be quick-thinking, transparent in their communication about
mental states, responsive, and clear in demarcating the boundary between the patient’s and
the therapist’s mental state (see Chapter 13). Psychodynamic work with people with a more
psychotic developmental organisationmay be possible for experienced clinicians, with some
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adaptation in therapeutic technique, and where the patient is sufficiently supported within
their external environment. Interested readers are directed to McWilliams[6] and Lucas.[9]

(Please note, ‘psychotic’ in the psychodynamic sense has a somewhat different meaning to
the psychiatric use of the term – see Chapter 9 for explanation of the psychodynamic
meaning.)

Exploring the in-session process is an important way to deepen the therapeutic alliance.
This includes the therapist noticing changes in the patient’s affect from direct observation
and from countertransference experiences, and commenting on these sensitively, for
example:

– ‘Did you notice how the feeling seemed to change a minute ago from x to y? What was
happening then?’

– ‘You looked teary when you spoke about . . . ’
– ‘I’m aware we’re talking about these really serious things. But it’s as if we could be talking about

something really light – how does it feel for you?’

Not only can this facilitate a deepening in rapport, as the patient may feel that they have
really been listened to, but often these subtle changes in affect signal something that is going
on for the patient beneath the surface. Attending to these subtle changes can help promote
a patient’s interest in and awareness of their inner workings.

The therapist also takes an interest in the here-and-now situation of the patient’s
experience of being with the therapist:

– ‘What is it like talking to me about this?’
– ‘You said earlier you were worried about talking to me about feeling miserable . . . what is it

actually like?’

At this stage, this is not necessarily about interpreting the transference, but about demon-
strating an interest in the patient’s subjective experience, and facilitating open expression
and dialogue.

Certain approaches can be unhelpful to the development of the therapeutic alliance
(Box 8.1).

One might understand the points in Box 8.1 as relating either to an overly cold and strict
approach to the analytic attitude, or to the opposite problem of the therapist not bringing
enough structure and not setting boundaries (see also Box 8.2).

Box 8.1 Therapist approaches which can hinder development of a therapeutic alli-
ance. From Ackerman et al. (2001).[10]

Being inflexible

Failing to structure the session

Over-structure of the session

Inappropriate self-disclosure

Inappropriate use of silence

Unyielding transference interpretations

Superficial interventions
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Close Listening
What do patients find in psychodynamic therapy? The opening of every course of therapy is
a journey of discovery for each patient and their therapist. The therapist should aim for
spontaneity and a capacity to be surprised, and develop a respectful stance, which acknow-
ledges the individuality of each patient. The therapist encourages the patient to elaborate on
what they are saying, is curious about underlying feelings, enquires about people that are
spoken about and how the patient feels in relation to them, and is interested in how the
patient relates to themself.

This approach offers patients the experience of being listened to attentively (Ogden
1992).[12] As a result, the patient may also begin to question, perhaps for the first time, well-
established patterns of relating that hitherto appeared unremarkable.

The therapist listens and takes an interest not only in the patient’s words, but also how
they are said: the themes that emerge and what content tends to be joined or separated; the
various moods and colours of the session; whether the patient’s words and feelings match or
conflict, as when a patient says they feel fine but with a sad voice and slumped posture. In
parallel, the therapist pays attention to the nature of the transference relationship and how

Box 8.2 The therapist’s manner

A therapist striving for ideal care will likely sooner or later fall to the opposite pole in the
patient’s experience as an ideal position is unsustainable and splits experiences into extremes
of ‘good’ and ‘bad’. Furthermore, a therapist who, for personal reasons, needs to be experi-
enced as wholly good is likely to make it harder for their patients to get to know, articulate,
and process the relational dynamics they bring (such as expectation of others as absent,
frightening, aggressive, and so on). If a therapist is hasty to imply, ‘oh no, that’s not me’, it
closes the door on being able to reflect on how these dynamics are alive in the here and now.
In fact, when a therapist ducks the negative transference by insisting they are ‘good’, the
patient is likely to feel invalidated because their experience of the therapist is being dismissed.
It is easy to go too far the other way too, and for the therapist to be too cold. As early as

1935, Suttie criticised Freud as having a ‘taboo on tenderness’ in the therapeutic relationship,
with anxieties on the part of the therapist leading to an overly passive and reserved
technique.[11]

In our view and practice, rather than having a manner at one extreme or another, the
therapist takes a steady, relatively warm approach. Of course, due to the transference, this
does not mean that the therapist is necessarily experienced in this way. As therapy goes on
and projections are processed and able to be ‘taken back’ by the patient, a more realistic
picture of the therapist may emerge in the patient’s mind – referred to classically as the
‘resolution of the transference neurosis’. The therapist does not have one fixed manner, but
the degree of outward activity, transparency, and support on the part of the therapist is
tailored to what is most useful for each patient (see earlier discussion in ‘Developing
a Therapeutic Alliance’ about developmental level of the patient and adaptations in therapist
style).
For those patients who are desperately seeking an ideal in the therapist, rather than

attempting to provide an ideal, what may be more useful in the long run is a benign,
consistent (rather than all-perfect) therapist who provides a relationship where the loss of
the ideal can bemourned rather than denied, andwhere new but good-enoughways of being
can be discovered.
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they feel and react inside (countertransference). Michael Parsons compares this kind of
listening – where the therapist listens both outward and inward – to the process of reading
poems.[13] The analogy may also extend to music. We listen to the notes, but may also be
affected by them. Both sources are necessary to take in the meaning of a song. The therapist
might also observe:

- What is not being spoken about. For example, the therapist may notice in session six that
the patient has not said a single thing about their father and that this absence may turn
out to be very relevant.

- What seems to the patient so ordinary to the point of being ignored, but seems
extraordinary and significant to the therapist.

This sounds like a lot, and it is! Whilst this kind of listening does, indeed, require
concentration, if we try too hard, as when a musician or athlete gets too tense, we cannot
‘play’ (i.e. listen, be responsive) and be available to the patient. So, like a musician or athlete
who practises beforehand, but then sets this practice aside to be in themoment, the therapist
too tries to combine directed attention to the patient with a receptive state of mind that is
open to being surprised.

An empathic approach refers to an ongoing process of showing interest in the patient’s
experience and demonstrating a desire to understand. This includes exploring the patient’s
recurrent patterns of feeling and acting, and developing an understanding of how and why
they arose. Ways of being that appear ‘disordered’ nowmay have once provided some order
(see Chapter 2, section on ‘Accommodating to the World as We Find It’).

In this phase, to varying degrees, the patient’s experience moves beyond talking and
feeling listened to by the therapist. As a result of the psychodynamic space provided and the
therapist’s containing responses, the patient, too, may gradually develop an ability to listen
to himself.

Allowing a Formulation to Unfold
The nature of the relationship that the patient forms with the therapist, and the therapist’s
countertransference, provide key information about the patient’s internal world and rela-
tionships. A picture (or formulation) usually emerges as to the internal relationships,
conflicts, and associated affects and defences that underlie the patient’s problems.
Understanding the past and present dynamics provide a map which can help to orientate
the patient and allow them to work out where they came from, where they want to go, and
why they keep getting lost.

As discussed in Chapter 4, from a neuroscience perspective, interpersonal patterns
derive partly from procedural memory (i.e. ‘how to’ do something memories). Procedural
memories are ‘hard to learn and hard to forget’.[14] Hence, the psychodynamic focus on
allowing ample time and repeated opportunities to become more aware of the emerging
formulation. Furthermore, procedural memories cannot be brought directly into conscious-
ness, but we can become aware of our habitual ways of being in relationships through
inference, that is, from careful observations of our interpersonal behaviour.[15]

The generation of meaning is an important task of therapy as it is one route to effecting
change.[2] Feelings of pain and distress can seem very arbitrary. If these feelings are seen to
have meaning, they can feel more tolerable. In addition, we are able to take on more
personal responsibility if we can understand our motivations better. This gives us the
possibility of reflecting on situations, rather than merely reacting to them. Contemporary
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therapists hold that meaning is actively constructed between patient and therapist and does
not simply reflect an objective state of affairs. It is a construction of a new story.

There is now a move away from the theory that there is an objective truth to be found in
‘reconstructing’ the patient’s past and that such an endeavour would be therapeutic per se.
The understanding of a person’s history and past experience can help in working out a map
of how the patient has reached their current predicament and in helping them treat
themselves in a kinder fashion. Alongside this however, a major focus for psychotherapists
is on present-day dynamics and in mobilising the patient’s sense of ownership of their life
and decisions. Leiper and Maltby make the crucial point that, ‘It is easy for the therapist to
attend to what has conditioned her client’s ways of being’ and to neglect the person’s current
active agency and role in maintaining patterns. Such a therapeutic trap ‘runs the danger of
providing the client only with an intellectual rationalisation for her actions,’ and ‘lacks the
capacity to promote change’.[2]

Many contemporary therapists, therefore, concentrate their therapeutic efforts on the
formulation and interpretation of the patient’s current representations of himself in rela-
tionship with other people, and the patient’s current conflicts.[15]

In the very earliest sessions, a provisional formulation may help guide the therapist in
what they attend to in the sessions. This can allow space for the patient to make discoveries
for themselves, with the therapist acting as facilitator. This way, the patient will feel more
ownership of the work and of their life as opposed to feeling that they are working with
a therapeutic guru who will be irreplaceable once the therapy ends. When the patient is
working towards a new insight that the therapist can already detect, it can be tempting and
narcissistically gratifying for the therapist to ‘steal the cherries’ and get in there first.
However, it will be more useful to let the patient discover the cherries for themself.

The Early Phase in Practice
To illustrate how the early phase of therapy might play out, here are three brief examples:

1. For a withdrawn woman, who functioned well at work, the opening sessions had
a constrained, tight feel. The patient hinted at troubling issues that she wanted to talk
about, but then would clam up into silence. Within a supportive working alliance, the
patient began to put into words worries about damaging others and how she could view
herself as somehow defective. At points of emotional difficulty, the therapist noticed how
the patient could veer off into abstractions. Central therapeutic approaches in these
opening sessions were to allow a story to unfold whilst taking an interest in the patient’s
defensive (protective) moves into abstraction; and, as her anxieties about being close to
others emergedmore clearly in the therapy room, to find tolerable ways to talk about these
so they could be better understood.

2. A young man came for his session, very well-built, dressed for the gym. He spoke openly
but superficially about his past and his troubles in the present – in particular his infidelity
with every woman he had been with, how he would just walk out, and his sense that
people would ‘probably leave [him] anyway’. He repeatedly said that his employer had sent
him for therapy but how he himself didn’t really want to come. Interestingly, the therapist
felt, in the countertransference, a sense that the patient was wasting her time and had
an urge to discharge him. At other times he spoke about his poor body image and bulking
up at the gym to try and compensate – these moments felt different to the therapist,
who felt a sense of the patient’s vulnerability. For this patient, the early focus was
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acknowledging and exploring his ambivalence about being in therapy. If ignored, the
therapist felt the chance of the patient stopping therapy without warning would be high.
The therapist recognised the importance of forming a collaboration with the patient,
a place fromwhich they could both work together to understand things – as it seemed that
the patient’s object relations were probably characterised by a highly rejecting and
dismissing dynamic along with fairly strong defences against feeling vulnerable.

3. A lady in her late 50s opened the sessions with a stream of anxieties, all running one into
the other. It was hard for the therapist to follow the content. The therapist realised
that attempting to clarify each thing the patient said seemed to result in more confusion
and anxiety. Rather, the therapist felt a key task was to attend to fundamental processes
of emotional containment and to try and let the patient know she had heard how
overwhelming things could feel for her. With this approach, the patient then became
tearful and sad – seeming both to feel understood by the therapist, but also sadness in
relation to experiences that were coming to the surface. Interestingly, the therapist did at
times feel quite overwhelmed by a deluge of material and unable to listen, whilst at
other times felt quite cut off. The therapist held on to these countertransference
observations, unsure as yet what, if anything, they might mean.

The work carried out in the early phase on facilitating insights and developing the formula-
tion will potentially pave the way to more experiential processes of change. In order for old
patterns to be weakened, newer, or perhaps moderated, object relationships need to slowly
develop and consolidate alongside old patterns. This is discussed in the section on the
middle phase of therapy.

Middle Phase
During the middle phase, often the formulation becomes more alive and less abstract.
With this developing insight, the mid-phase frequently sees a person repeating old
patterns, sometimes holding on to them more strongly than when they arrived in therapy
(‘Resistance’ – see also Chapter 7).

As noted in Chapter 2 on theory, there is a gap between insight and change. Our
underlying ways of interacting with ourselves and others can be modified, but do not
necessarily change quickly as an adult. Implicit memory systems (see Chapter 4) – which
are the neuroscientific correlate of our inner objects and procedures of how-to-be-with-the
other – are not readily updated. Psychological dynamics – including defences, resistance,
and difficulties with mourning also serve to keep the status quo. Furthermore, there is the
draw to what we perceive as familiar: ‘The core of our experience is inextricably tied to the
relationship to an internal other’ (Leiper and Maltby 2004 drawing on Fairburn 1952).[2] In
early development, we form relationships with whoever is there, including with frightening,
dangerous, or neglectful external figures if that is all there is. These relational experiences –
interacting with constitutional and social factors – come to shape our internal object world
and become the norm. Leiper andMalby go on to explain that change, ‘in either our sense of
identity or our ways of connecting with others, is a threat to the opposite pole of the self-
other relationship’.[2] The prospect of changing or loosening the patterns of our inner object
relations can bring considerable anxieties. This includes a fear of change: It will be even
worse over there, in the unknown. At least I know the old way of being.

An increase in resistance is therefore an expected and normal defensive reaction to the
first tremors of structural change (see section on ‘Structural Personality Change’ in
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Chapter 6). This may be a sign that someone’s internal world has become unsettled by the
therapeutic process. For a person with well-honed and trusted defences and patterns, shifts
in their internal world are often unsettling emotionally. Theymay feel worse before they feel
better. This is depicted in Figure 1, with an increase in symptoms at the start of the middle
phase.

This turmoil in the middle phase presents an opportunity. The underlying memory traces
and associations are more labile and hence potentially more open to revision through
developing insight, new relational experiences, andmourning.[16] These repetitive processes –
which entail hard work – are what is meant by ‘repeating’ and ‘working through’.

This section on the middle phase can be read in conjunction with the closely related
topics of resistance, rupture and repair, and working with the transference and counter-
transference (all in Chapter 7 on technique).

The Formulation in Action
The process of a patient getting to knowmore closely their key object relations, as identified
in the formulation, involves experiencing and reflecting on them many times and from
many angles. In the middle phase, repeated patterns of relational dynamics may come up
week in and week out in different guises, based on what is happening in the patient’s current
life and in therapy. The therapist supports the patient to recognise and familiarise them-
selves with their own particular dynamics. As this happens, the formulation tends to become
refined and feel more solid and less intellectual. Links to recollections of childhood experi-
ences contribute to a compassionate understanding of how underlying object relationships
evolved (see Malan’s triangle in Chapter 7).

A full formulationmay identify several key object relationships. In time-limited therapy,
for pragmatic reasons, the therapist often concentrates the work on one or two key object
relationships. As introduced in Chapter 2 on Theory, different sides of an object relation-
ship will be projected in different circumstances. At this point in the chapter, we will now
concentrate on a single object relationship, the different aspects of which (i.e. the self- or
object- representation) get projected or identified with. This is depicted in Figure 8.2.

To bring Figure 8.2 into clinical practice, we will use the example of Ralph (Ralph is also
discussed in Chapter 12).

Clinical Example Ralph: Part 1

Ralph, a man in his 50s, sought therapy as he felt ‘constantly miserable, bitter’. He was single,
had ‘no friends’, and had worked for many years as a train conductor. He saw himself as a ‘shit
magnet’ and couldn’t work out why people treated him badly when he always held himself
‘correctly’. He recalled that, growing up, he experienced his father as a violent man who could
also be highly critical towards Ralph. In the opening session, Ralph criticised the therapist –Mr
Richards – for being ‘slow off the mark’ and described the building in which they met as
‘shabby’.
Through work in the early phase, it transpired that Ralph’s internal world was characterised

by an internal object which was hostile and contemptuous in relation to a demeaned part of
the self that felt useless.
In the early sessions, Ralph spoke about how he expected hostile treatment from others and

how this left him feeling useless and insecure (this corresponds to the topmost situation in
Figure 8.2). He began to becomemore curious about this, as opposed to it just being ‘the way
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it is’. Ralph used the therapy space to think about this recurring experience, how it played out
at work, in relationships, and the family circumstances in which it arose as a child.
During the middle phase of the work, Ralph spoke more about long-standing experiences

of an internal critical ‘voice’ leading to another part of himself feeling criticised and useless. In
the therapy sessions, Ralph became more familiar with how an aspect of himself (the object-
representation) treated other aspects of himself (the self-representation) in a hostile way – this
is the lower-most situation in Figure 8.2.
The therapist also noted that at times Ralph assumed a criticising and demeaning position

towards others, including towards the therapist, as in his opening criticisms about the
therapist and the clinic building (this is the middle situation in Figure 8.2). At times, the
therapist felt hurt or angry and he began to think that these identifications could lead others
around Ralph to react to him in an unsympathetic way. The therapist started to consider how
this latter scenario could begin to be articulated in a way that would be helpful for Ralph – this
is picked up in part 2 of this clinical example.

Self Object

Key.  Self = self-representation; Object = object-representation; = projection;
Bold font and outline indicates representation(s) the individual is currently more identified with

Self Object

Self Object

Projection of the object-representation. 
In this situation, a person’s internal object-
representation is projected onto others. The
individual is more identified with their self-
representation.

For example, in a patient with a criticising 
object-representation, this would come 
through in narratives of experiencing others as
criticising, with the individual himself feeling 
useless.

Identification with the object-representation.
In this situation, a person takes on the role of 
their internal object-representation. Their self-
representation is projected into others who 
may be ‘invited’ into the latter’s position. 

To keep with the same patient, he now 
criticises others who may then feel somewhat 
useless. The individual treats others in the 
same way he feels others treat him. 

How we relate to ourselves 
In this situation, the most prominent dynamic 
is how the individual is relating to himself, 
without others featuring strongly.

This might come through in the individual’s 
criticising inner dialogue, evoking a feeling of
uselessness.

Figure 8.2 Different ways that the same object relationship can manifest.
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These different manifestations of the same object relationship can initially seem to
a patient like disparate areas of their experience, but, with reflection, often they can be
helped to understand the links. The psychodynamic approach works on the basis that
a person needs multiple encounters with their core object relations in their various mani-
festations and permutations, intellectually and experientially, for these to become noticeable
to the person and to allow for new learning.

For clarity, we have separated out these three expressions of an internal object relation-
ship (as per Figure 8.2); and indeed, often one of these dominates the scene at a given point
in time. However, at other times, the reality is more complex as the underlying object
relationship colours the current relational scene in multiple ways. For example, when
working with Ralph, at times in the sessions it appeared to the therapist that Ralph
experienced the therapist as a criticising figure putting him down; whilst Ralph was also
disappointed with what the therapist had to offer; all the while experiencing an internal
‘voice’ castigating himself for his own ‘deficiencies’.

This mobilisation in the here and now of therapy of old learned patterns opens the
possibility for these to be modified and for new ways of relating to develop. A reasonable
and realistic aim may be for the patient to contemplate a loosening of attachments to these
‘old’ objects or ways of being – in a climate of compassion towards these objects – while
simultaneously exploring new experiences and new ways to relate to self and others.

The Therapeutic Relationship as a Vehicle for Change
‘Something new from something old’

(Mitchell 1997)[17]

So, when therapy is beginning to set something in motion, how might new object
relationships develop and old objects be revised? Freud puts it strikingly: ‘It is impossible
to destroy anyone in absentia or in effigie’.[18] What he means by this is that a here-and-
now experience in the room with the therapist is required for new learning. The
therapeutic setting allows the patient to make predictions about how the therapist will
feel and react – whilst the therapist encourages reflection on these expectations. The
therapist treads a path of neither colluding with the predictions (this would be a too
literal enactment of the object relationships and unhelpful) nor brushing them away as
this would leave the problem ‘out there’, or ‘in effigie’. Gabbard summarises this import-
ant point of technique by explaining, ‘What is crucial is that the analyst (or analytic
situation) is not only different from an object from the past but in some respects similar
to it.’[16] Current thinking would tend to regard the therapeutic situation – with its
overlapping elements of transference, ‘real’ relationship, and the working alliance – as
offering a new relational experience, which is influenced by the past rather than being
a replica of it.[5]

From a neuroscience perspective, the patient needs to find an experience similar enough
to their inner objects for underlying memory networks to become activated and labile, yet
different enough to allow them to be revised.[16] Mitchell calls this process, ‘something new
from something old’.[17]

Psychodynamic therapy can provide a distinctive experience through tolerating and
containing the relational dynamics that a patient brings. Therapists use their psycho-
dynamic training to ‘hold’ and put into words the interpersonal pressures and dynamics
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between therapist and patient. The patient ‘habituates to the anxiety with repeated visits to
the therapist, who does not react in the way that the patient anticipates’.[5] This can allow
change in the patient to take place in their unconscious links between key affects, beliefs,
and representations that have become associated through experience.[16] For example, if
a patient has learnt that expressions of anger lead to rejection by others, it may be a novel
and influential experience to gradually encounter something different in the relationship
with the therapist. Such new learning will be more visceral and powerful when this
discovery arises out of (tolerable) transference expectations that the therapist might reject
the patient if they expressed anger. This is more fruitful than the therapist insisting that
they would be perfectly fine if the patient expressed anger. In the latter case, the patient
may (or may not) be reassured, but the learning would not be as experiential, and,
consequently, fewer new associations would be made. (See Chapter 12 for a longer clinical
example of working in the transference.)

Clinical Example Ralph: part 2, six months into the therapy

Building on their previous work, the therapist began to tactfully draw Ralph’s attention to how
he (i.e. Ralph), at times, identified with the contemptuous aspects of himself, and located the
useless and demeaned feelings in others, that is, how Ralph could put others down. Ralph
replied that he didn’t know what the therapist meant. Taking a (metaphorical) deep breath,
the therapist said, ‘Well, I’m thinking of times – like in the first session when you commented
on the building being shabby and me being slow.’ The therapist tried to be supportive and
bring meaning to what was difficult for Ralph to hear: ‘I think at these times, I’mholding those
vulnerable feelings we’ve been talking about that you struggle with – I think these feelings are
very important ones for you.’
This interpretation was hard for Ralph to hear and he felt somewhat upset, but held by the

therapeutic alliance, he was able to stay in therapy and explore the emotions that came up.
Ralph appeared conflicted –moving between doubling down on his criticisms of the therapist
and acknowledging a more vulnerable side of himself.
For Ralph the therapy provided an alive encounter with a central relational dynamic for

him – that of someone putting the other down – but with a key difference. Through ‘holding’
the action, slowing it down, and reflecting on the dynamics, this brought the potential to
navigate a different way through this relational situation compared to usual, and to form new
associations and learn new relational patterns. In one session, Ralph reflected that he knew he
could ‘go on the attack when actually [he] felt frightened . . .’

In these ways, over the course of therapy, the patient may create a modified experience
of being with the other. This allows their existing unconscious associational networks to
become weaker, and new associations and procedures to form, which are more adaptive to
the present day (see also Chapter 6). If the patient’s underlying relational templates have
changed, the new learning originating within the therapeutic relationship may play out in
other relationships in the patient’s life. This kind of transference work – whilst clearly
serious at times – can also be playful and involve humour and personal discovery.

Working Through
This section commences with the continuation of the case of Ralph – who had seemed to be
doing well . . .
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Clinical Example Ralph: part 3

Whereas Ralph had previously taken pride in what he saw as his high ‘moral standards’ to
which he held others and himself to account, for brief periods during therapy he had started
to consider the harm this was causing to his internal and external worlds. In a session eight
months into therapy, this caused a feeling of crisis. Had theway he had been living for decades
‘been completely wrong’? When Ralph returned for the following session, it was as if he was in
the full grip of his original presenting relationship patterns. People were idiots, he had been
wronged, and he was just a magnet for bad treatment.

At this stage, Ralph seemed to be resistant to changes in his internal world. It would
appear that Ralph would havemuch to gain from change, such as having better relationships
with others and with himself, and consequently feeling less depressed. However, such
change might also result in loss to him. In order for people to develop new ways of relating
to others, old patterns will have to be loosened, though not necessarily totally discarded. As
Leiper and Maltby put it, ‘renunciation is at the heart of the process of working through’. In
practice, it is not an easy course to loosen one’s grip on tried and tested ways of being in
relationships; they serve a considerable defensive/protective function and are deeply
ingrained so one can rarely just decide to move on. One’s feelings as well as thinking need
to be involved.

Realising that an old way of being may be causing problems and that new ways may offer
a solution, can be difficult for many of us. A great deal may have been invested in the old ways
over the years. Ralph, who had placed a lot of pride in his ‘high moral standards’, now was
attempting to come to terms with the fact that this stance, in the present day, was actually
destructive to both himself and others. For Ralph, to relinquish his way of seeing others as
‘idiots’ and his position of ‘rightly criticising them’ would require the painful work of him
recognising his own role in inadvertently turning others against him, as well as recognising his
own fallibilities. However, if he was able to explore this, with the support of his therapist, it
could open up new and healthier ways for him to be in relationships.

From a dynamic perspective, a person develops these ways of relating, which, though they
are ultimately constraining, serve to manage their anxieties. As discussed in Chapter 2 on
Theory, the patient originally developed these relational patterns to provide a sense of security
in relation to troubling, ‘insoluble’ experiences, even if these were ‘incomplete solutions’.
A person in the middle phase of therapy may feel conflicted – to risk loosening these
attachments to familiar ways of being may feel unthinkable, even dangerous; whilst, at the
same time, a slight looseningof the oldways provides a glimpse of change thatmay feel creative
and freeing, and even playful. The therapist and the patientmay have to examine the nature of
object relationships and associated defences many times in sessions in order to understand
their ongoing influence. The therapist helps the patient to recognise the differences between
then and now. In tandem, there is the potential within the therapeutic relationship to risk
departing from the usual script and to try out something new out of something old.

For example, with Ralph, over time, it became clearer that his putting down of others
(and himself) served as a sort of protection against a wounding experience of feeling put
down and attacked by others. It felt exposing and vulnerable to risk not immediately ‘going
for the attack button’, as he called it. The therapy setting provided an opportunity to play
with this idea and try it out.
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Mourning
‘Only a loss that is experienced can be mourned.’

(Raphael-Leff, 2019) [19]

Mourning is the process of coming to terms with the loss of something. Commonly this
refers to the loss of someone through death or separation, but there are other kinds of losses
too. These include:

- coming to terms with the limitations of old ways of being in relationships and loosening
our attachments to them[2]

- coming to terms with disappointments in life and in therapy
- letting go of a fantasy that one’s early life experiences can be changed. This may include

grieving for the lack of yearned-for experiences
- the loss of time ‘wasted’ through avoidance and defensiveness
- letting go of a wish to do with an ideal concept of a marriage or relationship
- letting go of a wish to be more ‘successful’ or better at something
- the loss of the therapist in the late phase

Recurrent mourning processes, some more significant than others, are essential for
us to enjoy and find meaning in the good-enough realities that life and relationships
may offer.[20] Mourning involves experiencing and accepting the reality of the loss
and facing painful, sad, and often conflicted feelings. An understanding of the
process of mourning can help patients and therapists navigate this slow and awkward
journey.

Coming to terms with the loss of something or someone important in one’s life, whether
the relationship was complicated or otherwise, is a gradual, cyclical, repetitive process and
takes time and work. One may approach and then avoid acceptance of the loss many times.
Someone may experience anger, rather than sadness or grief. There is often ambivalence
about whether one wants to come to terms emotionally with a loss, or even accept that
something has been lost in the first place (denial). Loss is not the sort of thing one can ‘get
over’ in a few sessions – at least, not in any meaningful way. Psychodynamic therapy can
provide a setting where the dynamics of mourning can be understood, supported, and
empathised with.

A person’s relationship with what is lost is never completely severed – that would be
unrealistic and represent a manic denial. However, over time the relationship may
evolve, and become more circumspect. As Leiper and Malty explain, ‘Detachment
comes bit by bit and is likely to be prolonged; the experience of loss is, as it were,
divided into manageable elements without a clear ending to this process.’[2] When
thinking about the loss of old ways of being in relationships, space may emerge for
new patterns and new people.

It may seem a stretch to compare mourning the loss of a person who has died to
a mourning process to do with relaxing one’s grip on a long-held way of operating in the
world; but both are losses, and the psychological processes have similarities. Many patients
are familiar with mourning as a process that takes time and necessitates experiencing
painful and ambivalent feelings. This explanation may make sense to patients, normalise
their journey and experiences, and convey a realistic sense of a time frame for long-lasting
change as opposed to a quick fix.
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Late Phase (Separation)
‘An ending is perforce shaped by what preceded it.’
(Holmes 1997)[21]

When a process of separation takes place within a caring relationship, both parties
approach this with a range of preconceptions and anxieties, influenced by previous experi-
ences of separation and loss. With patients who have a history of profound loss, the
dynamics of loss are likely to be more intense in connection to the therapist in this period.
If the patient’s anxieties around separation can be articulated with the support of the
therapist, the late phase can be a time of positive development for the patient.

To illustrate, a parent who can tolerate their child leaving home communicates that they
can tolerate separation. This allows the child to go on their way and discover what is to
come. This shows trust in the child that they can develop, make mistakes and survive them.
Similarly, the patient may find a sense of containment and solidity through finding
a therapist who is able to talk about feelings surrounding separation, yet remain steady
(see Clinical Example ‘Paul’, below). This may implicitly communicate to the patient that
they are acceptable as they are and that the therapist has confidence in them.

Clinical Example Paul: late phase dynamics

Paul was a 25-year-old man who had been in therapy with Dr Jones for 16 months. As a young
boy, Paul had lost his mother – his parents had separated and, by his account, his mother
moved to a different country, and they had had no contact since. Paul had found some benefit
from the therapy and was beginning to form relationships with people which weren’t based
on them needing to be perfect (this had been Paul’s previous pattern in relationships, which
inevitably led to disappointment). In a session two months from the end of therapy, Paul
asked Dr Jones if she could continue the sessions beyond the planned 18-month period. Paul
was in an anxious state of mind, saying that therapy was the only thing helping whilst
everything else has been a disappointment. Dr Jones felt a strong pull to offer Paul an
additional couple of months, but Dr Jones thought she had better take stock and think things
through first.
In Dr Jones’s group supervision session, the group wondered if something important was

being communicated to Dr Jones through Paul’s anxious request for more sessions, perhaps
something about his underlying feelings of others never providing enough. Dr Jones tuned in
to her countertransference feelings that she wasn’t giving enough, which she realised was
behind her urge to offer more sessions. It gradually emerged that, rather than acting by
extending the sessions, the task here was to try and explore these dynamics within the
remaining sessions and empathise with Paul’s position and feelings. Dr Jones realised that
she had been avoiding tackling feelings of disappointment and loss that Paul felt about the
ending of therapy, and that this very topic was of central importance for Paul in his life. By
thinking rather than doing, there was the possibility for integration of the good experiences of
therapy alongside the disappointments – if successful, this would be a new experience in
relationships for Paul.

The late phase of therapy can be a very productive period. The ending and separation
process may be: a catalyst for change; facilitate the identification with a good-enough figure;
or help the patient on their journey in tolerating imperfections and disappointments,
freeing them up to make use of available relationships in the real world. The realities of
therapy sessions coming to an end may bring underlying issues more clearly into the
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transference relationship, offering the potential for these to be further understood and
addressed.

Some patients have a fantasy that the therapy will go on for ever, or that the therapist
has a special capacity to cure them, and the patient need only pour out their difficulties
and wait for things to get better. Sometimes the shock of the ending phase can serve to
dispel these fantasies. The impending reality of the ending can bring a sense of ‘ok, I’m
going to have to actually do something about my issues, then’. This realisation can
instigate a process of issues being addressed, as well as facilitating a sense of the patient
being their own person who is separate from the therapist (see Chapter 2, on Winnicott’s
concept of the value of discovering the limits of a good-enough caring figure who
sometimes ‘gets it wrong’).

Some contemporary therapists question the terminology ‘ending phase’ or ‘termination’ of
therapy on the grounds that it conveys something overly final and an absolute and permanent
break. Pedder suggests a more helpful analogy is that of an adolescent leaving home – he may
need to leave and return several times, before finally being able to move out.[22] Furthermore,
whilst terms like ‘the ending’ reflect how it can feel for some patients at points in the late phase,
they do not capture the fact that therapy effectsmay persist after face-to-face contact stops.We
have used the term ‘late phase’ in the section heading to reflect this discussion, although we
also use the language of ‘ending’ at times, as we feel this conveys the important limits to the
work.

An in-depth discussion of when to stop sessions with open-ended work is beyond the
scope of this book (see Lemma for a full discussion).[15] In time-limited therapy,
the duration of therapy is decided at the consultation phase, thus, the ending is ‘there’ at
the beginning of the work.

A Basic Principle – Talk about the Ending
It is important to discuss the upcoming separation and explore what emotions and mean-
ings this situation evokes (see Box 8.3). If this has not already arisen, then, in general, it is
helpful to start this exploration from approximately half to two-thirds of the way through
the work. The emotional significance of the separation usually becomes clearer as the
therapy progresses into the final months.[15]

With many patients, much of the work around ending consists of mourning that things
are not perfect and that therapy cannot solve everything. If discussion about the ending of
sessions is avoided, there is a risk that either the patient’s underlying feelings are not
brought into the light, or the feelings may come out in the final session, which is insufficient
time for working through. The therapist may need to raise the topic of ending regularly in

Box 8.3 Basic principles in the late phase (after Lemma)[15]

– Explore the patient’s reactions to the ending
– Put into words feelings and fantasies
– Express and normalise affect – sadness, anger, loss
– Explore how earlier situations colour the current experience in the therapy. This is an

opportunity for recurrent patterns that are evoked by the upcoming separation to be
thought about with the therapist and understood
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the last phase, for example, ‘I’m aware we have a couple of months left to meet’ or ‘we only
have three sessions to go . . . ’.

Transference and Countertransference Work
The reality of impending separation from the therapist may stir up important, unresolved
relational issues, which come more clearly into the dynamics of the transference relation-
ship. These commonly include dynamics of rejection, abandonment, neglect, or hanging on
to an ideal of never-ending perfect therapy. If held by the therapeutic alliance, which offers
containment and understanding, the ending phase of psychodynamic therapy provides
further opportunity to understand and work through ‘stuck’ patterns in relationships.
The major benefit of this kind of work is that it is not in the abstract ‘out there’, it is
happening in a modified form ‘in here’ with the therapist in the actual session.

Many patients will not be able to communicate their feelings about the ending directly in
words, so they may emerge unconsciously in other ways – for example, by missing sessions;
in talking about a figure in their life who has let them down; through dreams; by subtle
changes in how they treat the therapist; through projecting feelings which may be picked up
as changes in the countertransference.

The therapist’s countertransference feelings may become more intense in this period.
Depending on the therapist’s own internal world and attachment style, and the nature of
projections from the patient they are working with, there may be a range of responses. The
therapist might feel:

- a sense of loss at the ending of therapy
- or a sense of relief
- or a sense of being deficient or a bad clinician
- or as if they are abandoning the patient
- that the therapy does not matter to the patient and so ending does not really matter

These countertransference experiences potentially contain vital information about the
patient and the situation but require processing to make sense of the meaning of these
responses. It can be useful for the therapist to bring up how they feel in relation to the work,
in supervision or in a reflective practice group.

Privately, and without impinging on the patient’s space, endings may provide the
opportunity for a parallel working through for us as therapists. Reflecting on endings can
help therapists to come to terms with being an ordinary and good-enough therapist, and
letting go of a drive to offer extraordinary therapy. A fantasy of bringing ‘perfect mental
health to every patient’ can be persecutory for a therapist and make it hard to take pride in
what can realistically be offered.[23]

Ending, What Ending?
Some patients appear completely unfazed by the upcoming ending of therapy. Even with
exploration, they may not be aware of feeling very much about it. Patients with more
detached attachment styles (see Box 4 in Chapter 2 on ‘Bowlby and Attachment Theory’)
may have learnt not to notice their own feelings, never mind express them. The therapist can
‘listen in’ to their countertransference for possible information about the patient’s warded-
off feelings. For therapists in this situation, it is important not to collude that nothing
matters, as this leaves any underlying feelings untouched. This may be more common in
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therapists who themselves tend to a more detached style of relating.[21] Instead, the task is to
try and address what is happening. For example:

Therapist: I wonder if it may be risky for you to consider if there is anything behind
‘feeling fine’?

Or perhaps the therapist may make an interpretation, building on repeated explorations
of key dynamics in early phases of the work. The therapist might speak directly to the patient
to the best of her understanding:

Therapist: You don’t feel anything about this. What’s in my mind is . . . no wonder you
wouldn’t feel anything. This is the main thing we’ve spoken about over the months. About how
you learnt over the years to not show your feelings, even to yourself. I think something similar is
happening again here with me.

Gratitude
Some patients are aware of a sense of loss about therapy ending. Here, the therapist and
patient can try and work out together what has been of value which they are anxious
about losing. According to Kleinian thought, gratitude stems from the gratification the
other has provided.[24] Whilst this may be uncomplicated for many of us, for those with
more deprived and disturbed histories, the ability to feel that another has provided
something valuable may be a discovery made in therapy in relation to the therapist. It
has implications for future development, as gratitude forms the basis for appreciating
and taking in what people outside of therapy can offer. This in turn opens up a way to
allowing oneself to be appreciated by others, as well as valuing oneself. Hence, when
a patient experiences and expresses gratitude to the therapist, it is important that the
therapist receives this warmly.

Impending separation can provide an impetus for the patient to try and establish
in their life outside of therapy things they found helpful within the therapy. Of course,
not everything about the therapy will be able to be recreated identically in everyday
life. This would be to deny the loss of the therapist, but some aspects can be sought
out and developed. Links to life outside therapy may already have taken root in the
earlier phases of therapy, and the anxiety of the ending may serve to accelerate this
process.

For some patients who have in fact derived benefit from the work, what may initially
surface is not recognition of value, but angry feelings towards the therapist, who may be
charged with providing nothing good. It may be possible to get behind this anger and for the
patient to realise that his anger and upset signify that he is going to miss something about
the therapy that has been of value.

A common expression of gratitude can be demonstrated by the patient bringing the
therapist a gift during the ending phase, most commonly in the final session. We advise
following Gabbard’s humane and grounded approach to gifts.[5] In general, inexpensive
gifts can be accepted with thanks, and the therapist can then try to explore any meaning
attached to the gift. As well as a communication of gratitude from the patient or a wish to
give something back, the gift might serve to avoid more difficult feelings such as anger
towards the therapist. Occasionally, a gift’s function may be – not always consciously – an
attempt to pressure the therapist into doing something for the patient. If the therapist is
unsure about whether to accept a gift, the therapist can explain that they need to discuss it
with their supervisor first or check on any organisational policy.
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When Therapy Has Not Been Helpful
Of course, no therapy is effective for everyone. Some patients do not find the psychodynamic
approach helpful. It is, however, important to differentiate this from scenarios which may
superficially appear similar. Namely, when a patient devalues therapy because they are angry
about it ending; or when there are dynamics related to deprivation and vulnerability, which
can make acknowledgement of having been dependent on the therapist very difficult.

If, after reflection, the conclusion is that psychodynamic therapy was not a good fit for
the patient, then a main task for the therapist is to be able to discuss this with the patient,
with his best interests and the principle of ‘do no harm’ at the centre. This can be easier said
than done as therapeutic ‘failures’ can be narcissistically wounding for clinicians. We, as
therapists, should take care to avoid taking things out on the patient and blaming them for
not getting better, or inappropriately prolonging therapy for our own needs.

This is also a time for the therapist to reflect honestly on the efficacy of time-limited
therapies for a patient, even if the courses of therapy undertaken have been relatively lengthy
in duration (i.e. a year or more). If the clinician observes that the patient has had several
courses of therapy over the years, but things are getting progressively worse, then they need to
reflect. Does the patient need to discover a ‘good object’ in the first place? (For an explanation
of ‘good object’, see Chapter 2, section ‘Development of the Internal World’.) Holmes writes,
‘One can only be securely separate if one feels attached in the first place’.[21] For more
disturbed patients who have not internalised a good object of any kind, the ending of contact
with professionals may be experienced concretely as another trauma, resulting in immediate
seeking of another clinician and in cycles of disrupted attachments. It may be more helpful
going forward for the patient to have one consistent figure for many years, if indeed this is
possible to arrange. Rather than formal therapy with a fixed term, the ‘treatment’ may be
therapeutic contact over a longer period of time (for more on this idea, see Chapter 17).

On a rare occasion, we may consider extending a brief contract to something more long
term if psychodynamic therapy has been a good fit, but in retrospect, the duration of therapy
offered was clearly insufficient for the patient’s degree of structural or relational difficulty and
need. This would only be offered after much reflection and discussion in supervision. For
example, for Ms R, who was sexually abused by a parent and who operated at a borderline
psychological level, in retrospect, the three-month course of therapy offered had been too
short. Three months barely allowed a secure attachment to form before it was due to be
broken. Disturbing memories and topics had arisen, but with insufficient time for processing
or developmental change. All was left up in the air as the last few sessions approached. In this
situation, the therapist, after reflection with her team, discussed this frankly with Ms R. The
therapist andMs R agreedmutually that it would be helpful, after the threemonths of therapy,
for Ms R to have a review session with the clinician whomMs R initially saw for consultation.
Following this,MsRwent on to undertake 18months of therapywhich she found helpful. The
ending of this course of therapy was still difficult with a pressure to extend it. However, the
more solid working alliance and the longer duration of therapy meant the limits were
experienced as containing, with therapy ending as planned.

Endings and Borderline States
As the end of therapy approaches, some patients move into an ‘archaic’ but familiar state
of mind, where they experience themself and others as having either wholly good or
wholly bad attributes. They experience therapy as ‘nothing’ because it wasn’t ‘everything’.
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There is no ‘as if’ quality in this state of mind, and the patient cannot hold on to good and
bad aspects at the same time (splitting). The therapy may be, in the heat of the moment,
rendered useless, and the patient may feel they are in the presence of a deficient, useless, or
abandoning figure; in other words, they have (hopefully temporarily) ‘lost’ their therapist
and they may feel frightened and angry. This relational dynamic may be the central
predicament that brought the patient into therapy in the first place. Sometimes, patients
can go round and round therapies, services, and relationships as nothing lives up to the
ideal.

Whilst this sort of situationmay have come up earlier in therapy, often the realities of the
ending resonate with the patient’s inner predicaments relating to loss, not feeling loved, or
abandonment. As a consequence, these become more alive. In the countertransference, the
therapist might feel that they, or the patient, are not good-enough, or this dynamic may be
displaced on to the service or the therapist’s supervisor. Alternatively, the therapist and the
work may be idealised. Idealisation may feel very different to when the work is experienced
as totally useless, but reflects the same underlying defence of splitting.

Sometimes there can be a temptation to alter boundaries in response to the unsettling
interpersonal dynamics that are stirred up around the ending phase. McWilliams observes
that when the therapist extends themselves beyond the agreed limits in the hope of making
up for the patient’s hardship, people in a borderline state may become more disturbed,
regressing, and escalating problematic behaviours until limits are found.[6] Through the
therapist withstanding and containing the patient’s experiences, the patient may gradually
develop a sense of perspective in relation to what is happening.

In this way, the patient may be able to move from a state of mind characterised by
extremes (paranoid-schizoid position) to one where the ambiguity and the ordinariness of
things can be tolerated (depressive position). Moving into the latter, more integrated,
position can bring feelings of sadness and grief, as well as feelings of guilt for the hurt
caused to others through attacking their imperfections. But alongside this, there is the
potential for more authentic, stable, and ordinary relationships. When people can tolerate
the disappointment of ordinary mixedness of the therapy and the therapist (i.e. the good
and the bad), and let go of the ideal, it can free them to experience others more as they really
are, with both good points and imperfections. It can also help them tomake use of the good-
enough care actually available from others, and to establish a benign object in their own
mind. These themes of letting go of an ideal and tolerating the ordinary are also common in
many patients in the late phase, not just those whose main way of psychological functioning
is at a borderline level.

Post-Termination Phase
The process of separation from the therapist can set in motion for the patient a taking-in of
beneficial aspects of the therapy and therapist. After the actual sessions have stopped, the
patient may realise and be able to take more ownership of the role they played in their
therapeutic journey and have to play going forward – a taking back of projections from the
therapist. Out in the real world, the patient can discover what inner capacities have
developed during the therapy. People also discover what situations they continue to find
difficult and, indeed, if these prove significantly problematic, they may find their way back
into therapy again at some point in the future, or perhaps consult the therapist again for
a one-off or series of meetings.
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Therapists working in public sector services are usually required to write a summary
letter to the patient’s referrer at the end of therapy. Without over-disclosure of intimate and
personal session material, this letter can contain information about the therapy, what kind
of approaches the patient found helpful and not helpful, as well as thoughts about what may
be useful for the patient in the future.

As noted previously, extending therapy in an unreflective way as the ending approaches or
referring on immediately for further therapy, whilst well-intentioned, might short-circuit the
ending process and deprive patients of the post-termination phase. The months and some-
times years after the last actual session are part of the process itself – a space and opportunity
for patients to apply what they have found useful in therapy to their everyday lives. If
someone’s underlying relational world and how it is organised has changed, then the benefits
in terms of a person’s relationships may play out over a longer timescale. The process of
therapy ending also helps people to come to terms with where they are up to andwhat therapy
is and is not capable of achieving. In summary, through the therapy sessions ending, the work
continues as the patient’s journey continues. In the ending is a beginning.

Concluding Remarks
This chapter has attempted to describe an arc of what psychodynamic psychotherapy may
be like. Whilst we cannot do justice to the variations in how therapy can unfold and to the
individual character of the work with each person, this chapter can provide a general
framework. This chapter provides some orientation to Part 3 of the book, which offers
further clinical examples, following patients from the beginning to the end of therapy.
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Chapter

9
Psychological Assessment
and Formulation
in Psychodynamic Psychotherapy

‘In every consulting room, there ought to be two rather frightened people: the patient and the
psychoanalyst. If they are not both frightened, one wonders why they are bothering to find out
what everyone knows.’
(Bion 1974)[1]
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Introduction
Nowhere is Bion’s assertion more pertinent than in a psychodynamic consultation. At
the start of any experience of psychotherapy is a period of consultation, of getting to
know the patient and whether the therapy will be right for them. This is an experience of
two people having feelings about being in a room together and trying to make some sense
of this. The consultation is likely to be the first experience the patient has of
a psychodynamic way of thinking, and it has the potential to be an experience of being
deeply heard and understood. Traditionally this was referred to as ‘an assessment for
psychotherapy’ but increasingly the way this process is framed is changing. The term
‘assessment’ and what was called ‘assessment for suitability for psychotherapy’ evokes an
idea of judgment and that the patient has to pass a test or meet a set of criteria in order to
be allowed access to a hallowed and restricted resource only available to the privileged
few. In the NHS this is often mysteriously referred to as the offer of ‘long-term therapy’
which, in a resource-poor NHS of short-term interventions and early discharges, seems
like a holy grail.

There has traditionally been an idea that through the assessment we can determine who
will and who won’t do well in psychodynamic psychotherapy and that certain characteristics
make some people more ‘suitable’ for this type of therapy than others. In 1964 William
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Scofield coined the term YAVIS.[2] This stands for ‘young, attractive, verbal, intelligent, and
successful’ and refers to a group of characteristics that were said to be preferred by clinicians
assessing for psychotherapy. He proposed that individuals with these traits have a greater
capacity to develop a positive therapeutic relationship with the therapist, leading therapists
to assume that these individuals would achieve better outcomes in the therapy. It has been
suggested that there is a bias towards preferentially accepting these patients into psycho-
therapy. Scofield also hypothesised that the unconscious motivation for this is that there is
a desire in the therapist to work with patients who will do well in therapy in order to support
the therapist’s view of herself as competent and successful. This however perpetuates a sense
that psychodynamic psychotherapy is a ‘special’ therapy that is only for certain ‘special’
individuals. It is now clear that this idea of the criteria that predict a better outcome in and
greater suitability for therapy is a fallacy. Several large-scale studies have examined predict-
ors of outcome of psychotherapy and have found that baseline variables were poor predict-
ors of outcome.[3] It is also worth noting that, for men from African and Caribbean
backgrounds, referral rates from general practitioners to inpatient mental health services
were found to be lower than average, with rates of referral from the criminal justice system
being higher than average.[4] Furthermore, there is some evidence that men from African
and Caribbean backgrounds are less likely to receive psychotherapy and are more likely to
be admitted to, secluded, or restrained on secure psychiatric wards.[4] We need to consider
whether we have racial biases at consultation. When we think of the YAVIS patient is this
a white patient? In the UK, psychotherapy has traditionally been a largely white, middle-
class profession and it needs to be carefully considered whether there is then an unconscious
valence for people considered to be similar to the therapist. This is something that we need
to have an awareness of, reflect on, and actively address.

So, if we can’t rely on a set of characteristics or criteria that determine whether someone
will be able to gain from psychotherapy, how do we go about determining who we work with
and who would be better served by a different approach? This is where the experiential
nature of a psychotherapy consultation comes into its own. In the consultation period, the
aim is to give the therapist an experience of the internal world of the patient and the patient
an experience of what the therapy will be like. A consultation over a series of meetings may
even give the opportunity of developing a patient’s capacity to do the therapeutic work. The
consultation is not just an assessment of the patient’s characteristics and history, it is
a psychotherapeutic encounter, and vital to this is the therapist’s experience of the inter-
action and their capacity to use this to develop a formulation of the individual’s specific
difficulties. First of all, it is useful to think about why the patient has been referred or sought
psychotherapy and, in particular, why now? Is it about a move towards something or amove
away from something? We can find instances where the referrer is seeking to discharge or
‘get rid’ of a patient and uses a referral to psychotherapy to make this more palatable to
themselves and to the patient, as opposed to those situations where psychotherapy is felt to
be a potentially important and beneficial intervention for the patient. Equally, the patient
might be seeking to move away from or ‘get rid’ of disturbing or painful feelings and
experiences rather that moving towards exploring and understanding them.

The consultation is a complex process that often starts before the patient even enters the
room. From the moment that the appointment is set up and an idea of the consultant forms
in themind of the patient, the relationship begins. The patient’s phantasymay be of a benign
authority who will offer understanding and support, but it may also be of a persecutory,
critical figure who will keep them from the precious support that they need. In the current
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age, we also have to consider that the patient may, having received the appointment, search
for us online and they might know or think they know something about us from what they
find. For example, a patient who searched the internet for the therapist’s name and, having
found information about a different person with the same name, became convinced he knew
details of the therapist’s family and professional relationships, which in fact were not
correct. However, even before the ubiquity of the internet and social media, patients created
narratives about their consultants’ lives outside the consulting room. There was a patient
who was convinced that she had identified my car as being the expensive red sports car that
was parked outside the department. This was very far from the reality of my old and slightly
battered hatchback which was parked several streets away.

The contact frequently starts in the run up to the consultation (see also Chapter 5,
section on ‘Early Encounters with the Setting’). The patient may call up anxiously to check
the details of the appointment. They may cancel at the last minute or even arrive extremely
early and be sitting vigilantly in the waiting room as the consultant arrives in the building.
With a psychodynamic way of thinking, we can understand that these behaviours are not
random or entirely due to external events. Having an idea of unconscious processes means
that we can understand these behaviours as communications and take into consideration
how they make us feel – are we irritated at the cancelled appointment, or relieved? Do we
feel wrong-footed by the patient who is there looking at us as we arrive for work, or intruded
upon and exposed? This is all information for us to understand the patient and can inform
our formulation of how they relate to and experience others. Examining our countertrans-
ference helps us get an insight into the transference.

Clinical Example 1 Ms Clarke

In order to set up a consultation appointment with Ms Clarke, the departmental administra-
tor called and left a message on her answerphone. She didn’t attend the stipulated appoint-
ment. When subsequently sent a letter asking her to contact the department should she wish
to arrange a second appointment, Ms Clark contacted the service to say that her old phone
had been stolen so her number had changed, and she didn’t receive the original phone
message about the first appointment. The consultant therefore asked the administrator to
offer her a second appointment, but again she did not attend. The consultant had a nagging
concern that the appointment letter hadn’t been sent and contacted Ms Clarke direct. It
emerged that she hadn’t received the letter with the second appointment. The consultant’s
feeling was that she had been negligent by not ensuring that Ms Clarke received the
appointments and she felt guilty. The experience that was evoked in the consultant was
that she had not been attentive enough in making sure that the setting up of appointments
went smoothly, a feeling of not being there to make sure everything was okay and that help
was offered when needed.
What emerged in the consultation was that Ms Clarke’s parents had separated when she

was very young. She lived with her mother and sister who was 12 years older, and it was
a struggle. When she was six her mother left, and they had no further contact with her. She
was cared for by her sister from then on. She said that her mother didn’t care enough to stick
with them when things were hard. When Ms Clarke was 14, her sister had gone on a trip that
Ms Clarke was supposed to attend, but Ms Clarke cancelled at the last minute and did not join
her sister. She was subsequently informed that her sister had been in a car accident, and she
died a few days after the accident.
We can see how this initial contact with the consultant could have repeated an experience

of neglect and abandonment, but due to her reflection, the consultant was able to ‘stick with
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it’ despite things not being easy to continue the care of Ms Clarke. It would have been easy to
have discharged her and walked away after she failed to attend the initial appointments.
Also, the feeling evoked in the consultant of guilt at not offering care when needed, echoed
not just Ms Clarke’s experience of her mother, but her feeling of guilt for not being there to
offer help when her sister was injured and dying.

There are a number of excellent texts that describe the areas that are important to cover
when seeing someone for a psychodynamic consultation.[5] Garelick sets out an approach to
the consultation in which the initial appointment consists of a more open psychodynamic
encounter where the patient is allowed space to bring whatever material they choose,
facilitating free association.[6] It allows an opportunity for the consultant to examine the
nature of the experience with the patient in the here and now and to reflect on this, to
develop a sense of the affective quality of the interaction without having to gather informa-
tion or try and follow or reconstruct a narrative. In the second and subsequent consultation
there is then opportunity to find out more about the patient’s background and fill in any
gaps in the narrative. This helps to give a sense of how the patient frames their experience,
how they describe their various relationships, and what their experiences are of external
situations, both historical and current. Garelick notes that history-taking has an added
function in that it implicitly indicates to the patient that their current difficulties derive from
past experiences and that making links between present and past is important and enlight-
ening. However, gathering all the finer details of the patient’s history is not the central aim of
the consultation, and what is equally important and informative is what they chose to tell
you – their narrative, how they tell you, their experience of sharing these things with you,
and what they leave out. A good psychiatric history undertaken by the referrer or
a questionnaire that has been completed prior to the consultation may be a useful comple-
ment to the consultation. These additional sources may document the factual details of the
person’s history, leaving you freer to hear their story and focus on the experience with them
in the room without being overly concerned about getting historical information. It allows
you to be aware if they miss out or gloss over important events, experiences, or relation-
ships, and to be curious about this with them.

Early Infantile Experiences
Asking for an early memory allows us to get a sense of early infantile experiences and can
give a glimpse of the internal object relationships. For example – a woman who described
a memory of being on holiday and on a horse ride seated in front of her father, held by him,
reflected perhaps an oedipal wish to be in a high-up position, paired with her father with no
mother in sight; or a young man who brought a memory of not being told certain details
about an important family event, the description of which the consultant found confusing
and hard to piece together, potentially reflected an early experience of confusion and
fragmentation. Of course early infantile relationships will not be remembered clearly, if at
all, or necessarily ‘accurately’ (see Chapter 4, section ‘The Exploration of the Past’) but,
using the early memory in concert with descriptions about the patterns of relational
experience, we can often infer something about how early experience may have influenced
the patient’s present-day object relationships. Asking the patient for a dream can also give
an insight into their unconscious and internal world. Hannah Segal gives a lovely example of
how a dream can give a clear picture of someone’s internal experience.[7] A male patient,
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who was a naval officer, described dreaming of a pyramid at the bottom of which was
a crowd of rough sailors with a heavy gold book on their heads. On top of the book stood
a naval officer of the same rank as him on whose shoulders stood an admiral. The admiral
seemed to place great pressure from above and the group of sailors pressed up from below in
a way that was felt to him to be equally awe-inspiring. Having described the dream, he said
‘this is myself, this is my world’. Through exploration of the dream and the patient’s
associations, a narrative emerged of how he was pressed by the force of his instincts from
below and the prohibitions of his conscience from above, with the gold book representing
a golden road which he tried to keep to in between them. We can see reflected in the dream
how the main defence mechanism, by which he managed, was repression. He subsequently
identified the admiral as symbolising his father who, later in the therapy, could be under-
stood as not being as aggressive or pressuring as in his phantasy. This reflected how he
projected his aggression into his father, the introjection of whom formed his superego.

Understanding Defence Mechanisms
The unstructured nature of the consultation experience may be anxiety-provoking, and this
should be monitored and managed, not leaving the patient in too much anxiety. It does
however give an idea of how the patient would manage the apparently unstructured nature
of psychodynamic psychotherapy. The consultation provides a safe space to look at how the
patient responds to anxiety or frustration, and what defences they use to manage these. It
allows us to see whether they can tolerate and appreciate an experience of being heard and
understood and make use of this, or whether they experience this as persecutory or
exposing, and mobilise defences such as denigration, contempt, splitting, or projective
identification to manage this. Do they become paranoid or attacking? Do they raise
a complaint about the consultant being inept or negligent? One way to observe this is to
see how the patient manages between consultation appointments. For example, a young
man, following an initial consultation, took to his bed, was unable to get up to attend an
important family gathering, and missed out on an opportunity to repair a fractured
relationship with his father. Or a patient who contacted the service to complain that the
consultation had been traumatic and intrusive, and that it had left him very disturbed. The
latter said that he had contacted his GP, who he had a good relationship with, and been told
that the way that the consultation was conducted had been inappropriate. This would be an
example of possible splitting, which could be explored with the GP. Thus, the patient’s
response to initial appointments can give us a clue to the anxieties and responses that an
exploratory approach might stir up in the patient.

It is useful to see whether the patient blocks out the experience of the session, forgets
what was talked about, or if they can think about what was discussed and bring back
questions, thoughts, and associations. There was a young woman who had over a number
of years been seen for consultations for psychotherapy, but some external reason or other
always prevented her from then going on to enter a course of therapy. In the current
consultation, the consultant was therefore unsure about the patient’s wish to really look at
herself in therapy and noted in the consultation that the patient remembered very little of
her childhood. However, she returned to the second consultation and said that after the first
appointment she had contacted her mother to find out more of the details of her childhood
and she spoke about these. She went on to make good use of the psychotherapy. It is usually
a positive sign if the consultation evokes curiosity in patients about themselves.
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There are also patients who don’t come back to second appointments; or those who
become more fragmented; or resort to methods to get rid of the feelings evoked such as
through self-harm, excessive alcohol or drug use, or attending their GP to request medica-
tion. This highlights the importance of ascertaining the likelihood of the patient becoming
unwell or destabilised during psychotherapy. The process of psychotherapy can open up
areas of a patient’s experience that they have been cut off from and it can stir up difficult and
destabilising memories and emotions. It is useful to anticipate that a patient may have
a period of becoming destabilised and unwell during the course of the therapy as their
defences are lowered, so it is helpful to establish how unwell they have been at their worst –
and particularly in recent years – and whether they have had periods of severe depression,
suicidality, or psychosis. This may indicate that psychotherapy is not the right intervention
for this individual, or at least at the current point in time.

Bion highlighted that ‘the analytic experience, in spite of all the appearances of comfort-
able couch, comfortable chairs, warmth, good lighting – it is in fact a stormy emotional
experience for the two people . . . the analyst is supposed to remain articulate and capable of
translating what he is aware of into comprehensible communication. Thatmeans that he has
to have a vocabulary which the patient might be able to understand if given a chance to hear
what the analyst has to say. It sounds absurdly simple – so simple that it’s hard to believe
how difficult it is.’[8] The work of the consultation is intense and demanding for both patient
and consultant. It is anxiety-provoking and exposing for patients and they will enlist their
familiar defences in order to protect themselves. Crick, however, also notes that as consult-
ants we may seek unconsciously to defend ourselves against the difficult nature of this work
by distancing ourselves from the patient and feeling detached and all-knowing, and that the
disturbance is all located in the patient; we may shift to a stance of diagnostic assessment or
maternal care.[9] There can be a pressure to offer a solution, answer, or diagnosis rather than
staying in the mess and confusion of a patient’s fragmented internal world. However,
confronting these feelings and putting them into words can be deeply relieving to the
patient.

Given that the psychodynamic consultation is an encounter, which will in all likelihood
create anxiety and a sense of vulnerability in the patient, we can expect to see defences
emerging in the moment-by-moment interaction. We may notice the operation of these
when there is a sudden change in topic or vagueness in what the patient is describing,
moving to discuss the external reasons for a problem, or going into excessive detail (see
Chapter 2 for further discussion about defences). It is useful to pay attention to what was
being talked about just before these defensive changes came into play. This might give us
some clue as to what the anxiety or painful experience is behind the defence. If we pick up on
these defensive manoeuvres, then we can interpret both the defence and the underlying
anxiety and gauge the patient’s response and whether they can reflect and elaborate on what
the consulting therapist has interpreted. If the defences become more entrenched or the
patient shows regressive behaviour, it suggests that an uncovering of defences through
a process of psychotherapy might not be indicated, as they serve a function of protecting the
patient from disintegration. Hinshelwood describes how the process of psychotherapy is to
try out hypotheses with the patient.[10] We build up a formulation of the patient’s internal
world by watching the fate of our interpretations or hypotheses. It is worth a note on the
importance of attending to cultural considerations as they come into the consultation.What
might be seen as defensive from one cultural perspective may reflect a cultural norm in
others, and we must remain mindful of and curious about this.
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Organisation of the Internal World
A useful frame for considering how an individual might respond in psychotherapy is to
consider what the level of organisation of their internal character structure is. This may be
mainly on the neurotic, borderline, or psychotic level. People who function predominantly
on a neurotic level tend to be more integrated. This means that they tend to have an agentive
sense of self (i.e. a sense of agency in their life) with a capacity to reflect on their inner
experiences such that their internal difficulties can be worked through. There is good
differentiation between the self and other and between reality and phantasy with
a coherent and stable sense of identity and self-representation. They have the capacity to
be aware of both an experiencing and observing self, which underpins self-reflection.
Similarly, there tends to be a more rounded and reality-based perception of others.
Individuals who function at a neurotic level tend to rely on ‘neurotic’ or ‘mature’ defensive
processes, with repression being the main defence. They can also use archaic defences, but
these are not so prominent and there is greater flexibility in their defensive functioning.

With borderline organisation there is less distinction between the internal psychic
experiences and external events. The capacity to work through struggles internally is
impaired and thus, they are mainly acted out in the interpersonal sphere. There is an
experience of a distressing lack of a coherent sense of self and the self-experience can be
very inchoate. Because of this discontinuity and inconsistency, when regressed they can
experience psychotic-like phenomena such as hearing voices, seeing things, or feelings of
paranoia or persecution. In non-regressed states their reality testing is fine and they can
present as being well and without apparent difficulties. The defences are of an archaic nature
and involve omnipotence, denial, splitting, and projective identification. The experience of
the other is generally highly influenced by projection and there can be a limited perception
of the other as they are in reality. Equally, although there is a concept of there being
a separate self and other, it can at times be hard for these patients to clearly distinguish
between a sense of self-identity and other due to the level of projection that occurs. They can
lack the ‘reflective function’ that allows them to understand their own and others’ experi-
ences, feelings, and behaviour; or, in other terms, they struggle to ‘mentalize’.

Individuals who have a psychotic organisation present with a high degree of fragmenta-
tion. Interestingly, Freud described the psychotic process as being akin to a bandage placed
over the psychic fracture in an attempt to fix it. There is a loss of symbolic function where
the ‘as if’ quality of experience is lost. Thoughts and phantasy become concrete and real,
internal and external have no distinction and therefore the ability to delineate reality falters.
Fear and confusion predominate. With the loss of distinction between reality and phantasy,
internal and external, continuity of self and other, there is a loss of the capacity for self-
reflection. People with a psychotic level of organisation tend to use primitive or preverbal
defences such as withdrawal, denial, omnipotent control, idealisation and devaluation,
splitting, projection and introjection, and somatisation. These defensive processes protect
the individual from archaic anxieties such as of annihilation and ‘nameless dread’.

While I have described these organisational structures as distinct, they are not mutually
exclusive, and individuals can exhibit more than one level of organisation. In some individ-
uals there may be a psychotic area in an otherwise neurotic character structure. This can be
hard to discern in the limited number of sessions of a consultation. For example, a young
woman presented as very depressed following the death of her parents and of her son. What
emerged was that she was in a psychotic state of merger with her dead child and parents and

Psychological Assessment and Formulation in Psychodynamic Psychotherapy 157

https://doi.org/10.1017/9781009104425.011 Published online by Cambridge University Press

https://doi.org/10.1017/9781009104425.011


spent all her time feeling that she had to keep them alive by keeping them constantly in her
thoughts, not throwing away any of their belongings, and keeping things exactly as they
were when they died, to the point where she had become completely removed from life.

Patterns of Object Relations
A useful framework for picking out the relational dynamic is the tripartite structure of
psychodynamic formulation. This was first described by Karl Menninger[11] and later
expanded by Malan.[12] It consists of seeing common patterns within the descriptions of
the patient’s past experience reflecting early infantile object relations, their experiences in
current life situations, and the experience in relation to the consultant (seeMalan’s triangles
in Figure 7.1 in Chapter 7).

Clinical Example 2 Marco

Marco was man in his 30s who had been referred for psychotherapy as he had become very
anxious andwithdrawn. He was noted by the referrer to have an extremely close and protective
relationship with his mother. This had been the case ever since his father had left themwhen he
was a child after having been physically abusive to his mother. He was seen for a consultation
and was accompanied by his mother. He was initially extremely anxious and appeared sullen,
lookingdown, andpullinghis cap down to cover his face. The consultant tried to open things up
with him by gentle enquiry but with little success. After a time she suggested that perhaps if
Marco attended alone next time, it would help him feel freer to talk. He did so and Marco
seemed to bemore relaxed anddescribed his difficulties, howhehated it if hismother went out
with friends. He talked of how he would become frustrated and enraged if she went on a date
with a man. He described how he would spend most of his time at home, rarely leaving the
house. He had very few friends but he did have one female friend who he was very close to. He
had recently become upset by the fact that this friend had developed a romantic relationship
with a man from her work and they were spending quite a lot of time together. Marco had
become very angry with his friend and they had argued. He gave her an ultimatum saying it was
him or the new boyfriend. As the consultation went on the consultant became aware of
a feeling of connection with this disturbed but intelligent young man. She felt that she had
been able to establish a good and trusting relationship with himwhereMarco openly discussed
his difficulties and complex relationships in a frank and honest way. She thought that shewould
be able to offer him something therapeutic. After the session the consultant reflected on what
had happened and how there seemed to be a repeated pattern of a very close and ‘special’
relationship between Marco and a woman – his mother, the friend, and the consultant –where
the presence of a thirdwas felt to be bringing in something disturbing or harmful and so had to
be excluded. This is depicted in a diagram, following Malan’s triangle format, in Figure 9.1.

We can see how a common relationship runs through all three areas of the patient’s life –
past, current external, and in the consultation – as there is an internal figure or relationship
that is retained and repeatedly projected into others. When we see the repetition of
a particular relationship in these three spheres, we can reasonably assume that this repre-
sents a picture of an internal object-relationship, lived out continually and repeatedly in the
patient’s experience over the course of their life.[10] Different sides of the object relation-
ships will be externalised in different situations. It is useful to hold in mind the idea of
a single relationship with an object, the different aspects of which get projected or identified
with (this concept was introduced in Chapter 8, section ‘The Formulation in Action’).

158 Part 2

https://doi.org/10.1017/9781009104425.011 Published online by Cambridge University Press

https://doi.org/10.1017/9781009104425.011


Thinking about Formulation
A central question that needs to be considered when we come to doing a consultation
is, what is the core difficulty for the patient? What is it they want to be different? Does
the patient want to feel better, to simply get rid of the painful or discomfiting feelings
that they experience, or do they have a sense that there is something in them that needs
to be understood and to change in order for there to be positive changes in their life?
This will guide us as to whether psychodynamic psychotherapy is an approach that will
help them with these difficulties. Another question to ask is, are they in a place where
there is space for internal change through the therapy? There are some reasons that the
latter may not be the case. These include a lack of sufficient stability in their external
situation such as significant problems with housing, poverty, and debt which mean that
simply surviving is a preoccupation; a degree of reliance on drugs or alcohol that
precludes being able to think and reflect, or a pattern of use which brings concern for
the patient’s health or survival should substance use increase during therapy as they
become less defended; issues around dependency whereby the patient did not find
previous psychodynamic therapy helpful, and where a concrete desire to be ideally
cared for overtakes the capacity to reflect on this situation and its difficulties.

Through the process of consultation, we can come to a formulation or understanding of
the patient’s difficulties. A useful question to ask oneself when constructing a formulation
is – can I represent this patient’s internal world for myself? As Lemma noted, the focus or
the emphasis that a particular consulting therapist gives to certain aspects of what the
patient brings, and how they bring these together to construct the formulation, will be
influenced by their particular theories and what these lead us to pursue or not with the

PARENTAL / PAST

TRANSFERENCEOTHER

Seeks exclusive relationship 
with friend 

Feels excluded from friend’s 
new romantic relationship

Desire for exclusive 
relationship with 

therapist 

‘Exclusive’ ‘overprotective’ experiences in 
maternal relationship

Hatred of feeling left out

Figure 9.1 Formulation diagram for Marco
Based on the ‘triangle of person’ formulation format of Malan (1995) [12]
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patient.[5] The formulation is a picture of the patient’s internal world constructed from the
hypotheses tested in the consultation.

Concluding Remarks
The consultation is a process in which there is the development of an understanding of the
patient and their particular difficulties. It provides an opportunity for the patient to
experience a space in which they are listened to and thought about in a unique way in
an effort to open up a new way of seeing themself and to see if psychodynamic psycho-
therapy is right for them. When deciding about whether psychodynamic psychotherapy is
right it is important that the patient is in contact with the fact that often the therapy can be
a painful and difficult process that involves self-examination and confrontation with the
less admirable aspects of the self. It is not a place to go where you will be soothed and the
painful feelings dissipate to leave you happy and carefree. As Freud suggested, ‘We do well
if we can turn neurotic misery into ordinary unhappiness’.[13] The person must be open to
looking into themselves and seeing whatever they might find there, out of a desire to be
able to do something differently and to work on themselves. A good consultation doesn’t
necessarily lead to an offer of psychotherapy. If, however, the consultant has been able to
maintain a therapeutic approach and to continue to function and think about and with the
patient – or regain their ability to think when this has been lost, what Bion termed
‘continuing to think under fire’ – and if the patient has had a meaningful experience of
feeling understood and of understanding something – then it is a successful endeavour.
The patient’s decision to enter psychodynamic psychotherapy or not can then be based on
this experience rather than being something that they are granted a place in by the ‘expert’
consultant.

Finally, while the process of consultation and formulation is generally something that is
developed between and for the patient and consultant, it can also provide a useful tool to
other healthcare professionals who are working with the patient such as the GP or mental
health team. This is discussed further in Chapter 19 on consulting to the clinical team.
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Chapter

10
Some Reflections
on the Supervisory Process

‘We claim no authority . . . we require no direct agreement from the patient, nor do we
argue with him . . . In short, we conduct ourselves on the model of a familiar figure in
one of Nestroy’s farces – the manservant who has a single answer on his lips to every
question or objection: “It will all become clear in the course of future developments.”’

(Freud 1937)[1]

I will start with a vignette from my own training experience. A patient who was rather
placating in manner had the following dream:

A man goes away and comes back wearing second-hand clothes, claiming that they belong
to him.

Although at first it seemed to both of us that themanmight well be him, as I thought about it
more I started to recognise that associations to the man in the dream led to me – in other
words this was my patient’s experience of my supervision. Namely, I go away to somewhere
else and return wearing someone else’s interpretations (the second-hand clothes) whilst
claiming that they belonged to me.

Now what I want to focus on here as regards this vignette is this: it tells us something
about what psychoanalytic work is not. It is not ‘giving interpretations to patients’ in the
same way that a doctor might give medicine to patients. I think all of us ‘believe’ this, and
yet, as with many things of this nature that we ‘believe’, it is surprisingly difficult to function
in such a way that is consistent with our own beliefs. I think there are various sorts of
pressure functioning at different levels – within our own minds, in the patient’s mind, and
also at an institutional level, which effect a kind of degradation of psychoanalytic work to the
point where the thought-providing quality of understanding, which is mobile and dynamic,
degrades into static dogma and ritualistic practice.

Understanding, then, which is a core of our work, is not something that can be simply given
but something that the patient and analyst discover. I think that some of my best work takes
place when, as I go to say something, it changes almost whilst I’m in the act of saying it. As if at
that moment or in that process I move from an action – ‘making an interpretation’ – to
understanding something or discussing something (I think this is related to Bion’s description
of the move from paranoid-schizoid to depressive position taking place inside the analyst). It is
as if at this moment one moves to a kind of ‘oh yes, now I see’ –moving from a state where the
interpretation which, though ‘correct’ (plausible), is saturated with countertransference and so
is more an action. Speaking here (‘interpreting’) is merely the outward sign of that process.
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For example, being about to say to a patient ‘you feel that I’m very angry with you’ (the
implication being ‘but of course I am not’). Here, interpretation is an action both to
convince a patient and the analyst that of course the analyst isn’t angry. Now that is different
to moving to a position where one can understand or see why there is a pressure to
communicate to the patient (and myself) what a kind and nice person I am. One hears
something of this action quality of interpretation in the language that we use when speaking
of our work – I am referring to expressions such as ‘interpreting to the patient’ or ‘I took it
up with him’, ‘confronting the patient with . . . ’, ‘I can see I needed to make a transference
interpretation’.

I think that understanding often takes place when one is moving away from the position
of interpretation as action and moving towards the position of the interpretation as the
outward expression of a discovery.

Understanding then is an emergent function, not something that is given, yet of course to
get to that state we have to do a lot more.

The process I am describing here, where thought-provoking ideas (discoveries) are
degraded into ritualised practices, is very related to what Tom Main described in his
paper ‘Knowledge, learning and freedom from thought’, where he described how (in
institutions) yesterday’s thought-provoking idea becomes tomorrow’s dogma.[2]

Main called this a move from an ego function to superego function; a move from
possessing an idea to becoming possessed by an idea. New ideas are very often threatening,
whether it be at the level of the institution or of an individual mind. The growth-promoting
functioning of interpretive work is inevitably always under threat and this is an ingredient of
certain types of countertransference experience. Onemight think of the therapist, who gives
apparently plausible interpretations but without enthusiasm or conviction, and so lives out
the experience of being a depressed mother who provides what she thinks a baby needs in
a dutiful way.

My reason for focusing on these issues here is because I think an important site of this
degradation of growth-promoting thought takes place at the site of the transmission of
knowledge from one generation to the next – and a prime location for this is at the interface
of supervision.

I suspect many supervisors have had the uncomfortable experience of last week’s
interesting understanding turning into this week’s ritual procedure, as the interpretation
is given dutifully and reported in the supervisory hour. This is one of the reasons I often get
very anxious in supervisions when supervisees write things down. I always fear that they
might read what they’ve written and make energetic attempts to remember it (which is of
course different from them remembering something of the supervision in the session
because now it makes sense).

It is, I think, a well-established fact that a deep understanding of our patient arises from
a full recognition of the transference situation. Understanding is the aim of our work, and
the transference happens to be the central location of that understanding. Yet this thought-
ful idea, this conception of our work, easily slips into something that looks the same but is,
I believe, entirely different. It becomes degraded into a kind of fetish which I call ‘giving the
transference interpretation’. This is being given not as a sign of understanding, but
a ritualised procedure serving to deal with anxiety, placate the supervisor, and which
replaces understanding. Many times, I have heard sessions where one can sense, as the
session is read out, a mounting anxiety in the therapist that they haven’t yet made
a transference interpretation – and it is already halfway through the session! The therapist
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then makes a ‘transference’ interpretation which is not the result of understanding, they do
not connect with it, but it is more out of duty to the received paradigm. It is a pseudo-
transference interpretation. It is easy for an atmosphere of triumph to enter supervisory
seminars where either the supervisor or other participants will ‘show’ the therapist that they
have ‘missed the “transference”’.

This problem of the degradation of thought into dogma occurs with many good ideas in
psychoanalysis. For example, I think John Steiner’s work with borderline patients led to
a very thought-promoting distinction between ‘analyst-centred and patient-centred’ inter-
pretations. He suggested that when dealing with patients suffering from borderline states, it
is often much easier to explore the patient’s mental contents in projected form, focusing on
the patient’s experience of the analyst rather than insisting that these are the patient’s
thoughts, the latter being often experienced by the patient as a forceful re-projection into the
patient. I’ve come across a number of occasions, however, where this kind of understanding
has become a kind of injunction – ‘this is a borderline patient and so I know I can’t make any
patient-centred interpretations but only analyst-centred interpretations’.

Reaching for certainties often starts as a result of anxiety and this is inevitable in all of us.
However, it can acquire a kind of life of its own and this is quite damaging.

I would now like to turn more fully to the supervisory process. The meeting between
supervisee and supervisor is inevitably located with a complex framework – supervisor,
supervisee, patient, psychoanalytic allegiances, and so on. The supervisor is not only there to
help the work move forward, but also as an educator and to some extent as an agent of the
institution.

This setting provides fertile soil for the processes I have been describing. It is clear and,
I don’t think it is helpful to disown this, that generally a supervisor has considerably more
knowledge and experience than the supervisee, but this does not mean that necessarily the
supervisor would have managed the case much better than the supervisee, but supervisees
find this very hard to believe. This can extend to an idealisation, which becomes a source of
persecution. The result is that the supervisee spends much of the session not thinking about
their patient but about how much better their supervisor would be doing. On many
occasions, having understood a kind of enactment in a good supervision, I know the
supervisee leaves believing ‘of course that would not have happened to him’. Yet, later in
the day, I find myself making exactly the same type of mistake.

This idealisation cannot be easily got rid of. And there is another kind of ritual, which
I think supervisors easily get drawn into and I include myself here – of a kind of compulsive
confessional mode to try and show the supervisee how unideal we are. I think supervisees
see through this quite easily.

So, what is the principal aim of supervision? I think we aim to help the supervisee think
about the material and to try to be aware of the processes that prevent this. For this to
happen, I think it is very important to distinguish a supervisory session from an analytic
session. Yet one is also trying to maintain something of an analytic attitude. Understanding
of material presented is often accompanied by the recovery of interest and enthusiasm for
the work and this often takes place when the transference/countertransference situation can
be understood. The supervisee, to some extent when they bring material from a session, also
embodies the relationship between themself and the patient. I mostly prefer to hear written
detailed sessions but sometimes this can become, I think, a way of evading an understanding
of the nature of the relationship and so, on occasion, I ask supervisees to put aside their
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notes and just to talk about the patient. This however can also be subject to the idealisation
and used as a way of not having to make notes!

One should avoid making it too much of an aim, so to speak, to find out about the
psychotherapist’s countertransference, it should more be something that is discovered. In
my experience, it is rarely discovered through directly asking psychotherapists about how
they feel about the patient.

One often discovers aspects of the countertransference when thinking of the patient
during the day, in quite private moments. For example, I remember seeing a patient in
a supermarket who I hadn’t seen for many years and who, at first, I didn’t recognise. I had an
impulse to run towards this man and say ‘Hello, I haven’t seen you for ages,’ in an
exceedingly friendly manner. What struck me about this was that I hadn’t been aware
before of just how warmly I felt about the patient. I am struck by the feeling of dread that
takes over me as regards one patient – and the disturbing ease when it comes to another,
when thinking of having to cancel a session.

A colleague of mine dreaded seeing his patient at the tennis club where they were both
members. In fact, he tried to avoid going to the tennis club on occasions when his patient
would be there. I had assumed this was because the patient was a better tennis player than he
was and that he found this rather humiliating. But I hadn’t actually asked him why he hated
seeing his patient at the club. When I eventually did ask, it emerged that what my own
colleague couldn’t stand was seeing who his patient always played tennis with. He always
played with a man referred to by some as the ‘club psychopath’ who was well-known for
picking up women, having sex with them, and dropping them.

It turned out that there was a typical pattern in this patient’s analysis, which now could
be seen more clearly. The patient would for a while seem very involved with his analysis and
then, in the next session, there would be a sudden radical change in the atmosphere, the
patient becoming distant and mocking. My colleague then realised just how much he hated
what one might now think of as a psychopathic part of the patient who was always luring
him (the patient) away from the good understanding.When the patient, so to speak, teamed
up with this part of himself, the analyst was abandoned.

Sometimes one finds something of these more private experiences in supervision in the
ways the supervisee comes to represent aspects of the patient in their functioning in the
supervision – in a parallel process. However, again, this is not something that we can insist
happens but, when it does, it can be very revealing. Looking back at my first vignette it could
also be seen that in repeatingmy supervisor’s interpretations I hadmaybe become identified
with a part of the patient who was very dutiful and tended to do what he was told to do.

Example
A female who I am currently supervising (T) had in treatment a young French man B, who
was very dominated by his mother with whom he was in contact with every day. He seems
quite unable to escape his mother’s intrusiveness and yet also stimulates it, through a certain
secretiveness. On the other hand, he also dreads feeling excluded and his secretiveness, as
well as his provoking the intrusiveness, projects the feeling of exclusion into his object. He
often relates accounts of events to his therapist but not making things quite clear and the
therapist tends to respond by asking him lots of ‘clarifying’ questions. Through asking
questions she lives out the role of the mother who can’t bear to be left out. This pattern
would occur particularly when the patient was talking about a girlfriend – he wouldn’t be
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clear which girlfriend he was talking about, whether it was a serious girlfriend or not, what
had taken place between them, etc.

T was about to start her second training case and over the preceding few weeks she and
I had tended to spend a few minutes discussing the second case in a chatty and informal
manner (this actually had nothing to do with me as she was taking the case to another
supervisor). She had told me on a number of occasions that the new case, G, was a very
interesting artist and she was clearly very excited by the prospect of taking on this patient.
She started one supervision by telling me that she had now started the new case, it was going
OK, and she conveyed a certain enthusiasm for her patient (which was lacking from the case
she presented to me). She then, apologetically, informed me that she hadn’t much material
to present. There had been a bank holiday, which meant one cancelled session; she had not
had sufficient time to write up the other sessions – as she saw her new case G only 15minutes
after B left (i.e. leaving little time for writing up). Before she started with G, she had plenty of
writing up time for B.

She then presented a session which had a rather dead quality. The interpretations in
a way seemed reasonable but lacked any conviction and sounded rather dutiful. The
material presented contained an account of the exciting time that B had enjoyed with his
new girlfriend over the bank holiday weekend. He informed his therapist that he went back
to his girlfriend’s house and she ‘was all over him’. But he didn’t seem to communicate
anything as to how he regarded this new relationship. The therapist over the course of the
session suggested that the patient was trying to get her to ask him questions, that he was
rather absent from the session, and the patient appeared to respond in an apparently
insightful way, even at one point saying, ‘that’s just what H (the girlfriend) says, that I’ve
gone off in my mind’.

Although this may have been right, the function of this sort of comment seemed tome to
be more of a way of including the therapist in a dutiful way, again without much enthusiasm
or conviction.

The patient mentioned a dream in which he went on a plane journey to Paris (Paris was
associated with excitement – he was from the suburbs) in a slightly dishevelled state with his
trousers unbuttoned; he then buttoned himself up as he got off the plane.

I thought that this exactly conveyed something of the atmosphere of the session. He had
had an exciting unbuttoned-up weekend with his girlfriend, but the session with his
therapist was buttoned up and restrained.

As we discussed this, the therapist suddenly said, rather nervously but with real convic-
tion, that she does feel – she couldn’t quite catch the word – but then said ‘jealous, I feel
jealous of his girlfriend’. She then added that she feared the patient might suddenly leave
therapy.

We were then able to reconstruct the situation along the following lines – the therapist
T had, without being quite aware of it, felt angry at being continuously excluded by this
patient and this had been going on for some considerable time. She was enacting this by
getting together with her new patient in an exciting way and, through doing so, was
excluding B. The rather braced up and stiff relationship with B paled into insignificance
when compared to an exciting new patient. This had been enacted by spending some of her
supervision time discussing the new patient and more concretely through having the new
patient displace B in terms of her having no time to write up her session.

Of course, unwittingly, I had been a support to this enactment through my involve-
ment in the second case which, as I said, had really nothing to do with me. I recognised
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that I had been rather jealous of the new relationship with the exciting new patient, with
presumably an interesting supervision session with her new supervisor, and seemed to
have ended up, a bit inappropriately, involving myself in it.

Now this understanding, including the enactment, was helpful, I think, to me and to my
supervisee. I do think that it is important that there is an atmosphere which can allow such
things to evolve, and when such parallel processes are discovered, they are usually very
helpful. However, one cannot insist that such parallel processes happen. They just do.

Conclusion
I have tried in this brief chapter to discuss how although we have certain beliefs about the
analytic process, they are hard to sustain. Burnyeat, a philosopher, has discussed what he
calls the ‘fragility of belief’ and refers to a famous Platonic dialogue where although an
individual accepts Socrates’s position and believes it to be right, they find themself quite
unable to carry it through or act in accordance with it. It is as if the minute Socrates isn’t
there, this belief dissolves in his mind.

Interpretations, as I understand it, reflect change as much as they cause it: very
often a change internal to the analyst. To confuse the understanding that a good
interpretation both represents and communicates, with the words of the interpretation
itself, is a kind of concreteness. Although many of us, I suspect, accept this – it is
a hard position to sustain with our patients – and particularly hard, I am suggesting,
to sustain in supervision.

Psychoanalysis has been described as an impossible profession; the other familiar
impossible professions are law and education. Given that the supervision is an attempt
to increase analytic understanding, that it is also educational, and further that the
supervisor represents the institution and has some legislative and governance function,
one can see that being a supervisor turns out to be a combination of three impossible
professions.
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Introduction
We all know what it’s like to be anxious. It’s a common state of mind (and body) that we
experience from time to time, whether preparing for a job interview, meeting new people,
driving home on a nearly empty tank, or living through a global pandemic. All of these
situations can lead to anxiety, which can be expressed physically, emotionally, and in our
thoughts and behaviours. In a physiological sense, our body responds by activation of the
autonomic nervous system. This can cause us to experience palpitations, breathlessness,
nausea, and sweating (to name a few). In addition to physical symptoms of anxiety, we can
feel frightened, low in mood, irritable, or perhaps even excited or hopeful. In terms of
cognitions, we may ruminate, catastrophise, and have difficulty concentrating. From
a relational point of view, we might withdraw from or, conversely, cling to others. Some
writers, drawing on a model of core emotional needs, contrast panic anxiety with fear.[1]

To explain these two concepts further: the classic fear response – to either fight, flee, or
freeze – is understood as a reaction to situations that are perceived as dangerous to our
physical or psychological survival (see Chapter 2, Box 2.1, and also Chapter 16 for the
relationship between fear and anger), whereas panic anxiety is more to do with separation
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from our loved ones or a worry about this happening. From an evolutionary point of view,
anxiety can be helpful. It can motivate us not only to protect ourselves but to solve
problems, to create, develop and thrive in a world that continues to present us with
potential hazards.

The situations we have mentioned are temporary, for the most part. We tend to
experience relief from our anxiety when we fill up our car or when the job interview is
over. When the source of anxiety has dissipated our heart rate slows, our anxiety will settle,
our mood may lift, our mind may allow us to think about other things, and we establish our
usual forms of contact with those close to us. However, this is not always the case. For
patients who may seek psychodynamic psychotherapy for anxiety states, this state of mind
and body is more chronic. Instead of passing, it may linger and incapacitate. This can
become problematic and lead to difficulties in functioning. For these patients, anxiety may
be preventing them from developing and sustaining relationships, fulfilling their creative
potential, and experiencing what the world has to offer.

For some patients who seek psychodynamic therapy, anxiety may be the presenting
difficulty. For others, the primary concernmay be about relationships with the self and others,
and then during consultation they speak of an underlying sense of dread, worry, fear, and
apprehension. Some patients may arrive already prepared with questions: Where do these
panic attacks come from? What is it about being in social situations that makes me want to
retreat? For others, these questions have not yet crystallised, but the therapist’s hope is that the
therapeutic process will stimulate curiosity about the nature and origin of the anxiety.

There is often something about the quality of anxiety that feels unknown, inexpressible.
Despite this uncertainty, in early sessions there are often accounts of difficulties in early
experiences with caregivers – experiences of environments which felt less than secure;
experiences of significant others as unavailable or abandoning; a sense of a parent who
was anxious, depressed or emotionally dysregulated. Something is known, yet the link
between what is known and unknown is buried.[2]

Perelberg states that ‘Freud emphasises the notion of a signal that is a response by the ego
threatened with an experience of danger. It is a reaction to a traumatic situation . . . The signal
refers to a danger already experienced in the past.’[3] Anxiety therefore may be alerting us to
both a conscious, external threat in the present (e.g. being stranded due to an empty petrol
tank) and to something unconscious related to earlier threatening experiences – is the nearly
empty tank a representation of something internal?[2] Perhaps the patient ends up in recur-
ring situations where they find themselves lacking and feeling empty.

It is important to note that for patients who experience anxiety that feels overwhelming and
that impairs functioning, this will be expressed in various ways. A psychodynamic approach to
anxiety is not disorder-specific; anxiety can and usually is present to varying degrees in all
patients who are seen for psychodynamic psychotherapy. Equally, a person’s symptoms may
not have reached the threshold for a clinical ‘disorder’, however this does not negate distress.

Freud wrote in Inhibitions, Symptoms and Anxiety that we want ‘to find something that
will tell us what anxiety really is, some criterion that will enable us to distinguish true
statements about it from false ones. But this is not so easy to get. Anxiety is not so simple
a matter.’[4] The psychodynamic literature on anxiety is vast, owing perhaps to its diffuse
and complex presentation, as Freud hints. This complexity arises partly because patients
may experience anxiety at multiple developmental levels (see Box 11.1); this is particularly
likely if there are ongoing experiences of trauma or deprivation in the external environment.
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The various schools of psychodynamic thought each bring a depth and a perspective to the
understanding of anxiety. This chapter will outline some psychodynamic approaches to under-
standing anxieties using clinical material to illustrate these concepts. We start with the core
concept of containment and then discuss various forms of anxiety, moving from the develop-
mentally more archaic (sometimes referred to as ‘primitive’) to those arising later in
development.

Sense of Self and Anxiety: The Importance of Containment

Clinical Example 1 Alex: feeling dread but not knowing why

Alex was referred for psychodynamic psychotherapy with a long-standing history of gener-
alised anxiety symptoms including restlessness and irritability. He also described waking in
themorningwith a sense of dread and feeling that he had no understanding of what this was
about. During assessment he spoke of being aware that during his childhood his mother had
been diagnosed with a ‘personality disorder’ and that she struggled to understand and
regulate her own emotions as well as his. As he grew up, he learned what to do to keep her
feeling happy and settled andwhat would cause her distress. However, he felt that there had
been little room to understand himself.

Bion presents us with the notion of ‘nameless dread’, which he described in A Theory of
Thinking (this concept was introduced in Box 2.2 on ‘Bion and Containment’ in Chapter 2). In
short, this refers to a state of dread that Bion surmises may arise in the infant if the primary
caregiver is consistently experienced as unable to take in, understand andmakemeaning of the
infant’s experiences. The result is that feelings and experiences become devoid of meaning and
the infant is left in this confusing, unknowing, anxiety-filled state.[6] Killick notes that:

Fear of disintegrating is a normal infantile anxiety which seeks containment within the
symbiotic environment. If this is uncontained, the anxiety, plus the experience of the

Box 11.1 A developmental hierarchy of anxiety (adapted from Gabbard)[5]

Anxiety can be conceptualised in terms of developmental level. Archaic anxieties –
disintegration anxiety and persecutory anxiety – are associated with early developmental
distress in an undeveloped self. As an infant develops, different anxieties may be experi-
enced. In the following list, anxieties that occur later in one’s development are higher in
the list and more archaic anxieties are lower down:

Anxiety arising from a critical internal object

Fear of loss of love of the object

Fear of loss of the object (separation anxiety) (depressive anxiety)

Persecutory anxiety

Disintegration anxiety

Anxieties developed in each developmental phase will not necessarily be outgrown
forever but can be re-evoked at any stage in life.[5] This chapter expands on the forms of
anxiety in this list in later sections.
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absence of containment, is reintrojected. A ‘no-breast’ is established in the inner world,
a ‘wilfully misunderstanding object’ that strips experience of whatever meaning it has.[7]

Winnicott similarly describes anxiety as emerging due to repeated failures in the dynamics of
caregiver–infant attunement and an overall sense of lack of a ‘holding environment’. He states:

With ‘the care that it receives from its mother’ each infant is able to have a personal
existence, and so begins to build up what might be called a continuity of being. On the
basis of this continuity of being the inherited potential gradually develops into an individual
infant. If maternal care is not good enough then the infant does not really come into
existence, since there is no continuity of being; instead the personality becomes built on
the basis of reactions to environmental impingement.[8]

If we link these concepts to Clinical Example 1, we might infer that Alex was seeking to
discover an understanding of himself as an individual. His sense of himself in the world
appeared to have developed out of a concern to react to and predict his mother’s emotional
states. This particular patient responded well in therapy to a predictable, reliable, and
containing frame. He was able to make use of the therapeutic space to start to open up
and talk about his thoughts and feelings. He described a particularly close relationship with
an aunt, who would often take care of him. She noticed when he was withdrawn and had
made time for him, taking him under her wing and allowing him space to ‘just be’. The
internalisation of a good containing object from childhood had allowed him to make use of
the therapist and the containing frame in a fairly straightforward way.

Encountering Archaic Anxieties
When disturbed and traumatic early experiences are coupled with a lack of ‘good enough’
containment, anxieties might present in more archaic forms. Within psychoanalytic and
psychodynamic literature, we find mention of these as persecutory anxiety and disintegration
anxiety. Gabbard notes that persecutory anxiety relates to Klein’s observation of the paranoid–
schizoid position in which ‘persecuting objects from outside will invade and annihilate the
patient from within’.[5] (The concept of the paranoid–schizoid position was introduced in
Chapter 2 in the section on ‘Movement between Defensive ‘Splitting’ and a More Integrated
Position’.) Klein related this (and to some, this is controversial) to innate aggression within the
infant. Klein’s views on aggression and anxiety are captured in Box 11.2. Disintegration
anxiety, in contrast, is described as ‘the fear of losing one’s sense of self or boundedness
through merger with an object or from concern that one’s self will fragment and lose its
integrity in the absence ofmirroring or idealising responses from others in the environment’.[5]

Whilst a contemporary psychodynamic approach may not accept Klein’s conceptions to
the letter, her articulation of the dynamics and feel of these experiences of annihilation,
persecution, and disintegration can be orientating for the therapist when listening to
patients with archaic developmental anxieties.

The following example is simplified to illustrate the presentation of anxiety related to
a very early developmental stage (see Clinical Example 2). In reality (as with all patients) the
presentation was multi-layered with the patient experiencing difficulties at multiple devel-
opmental levels. What was of note with this patient was that the anxiety was felt mostly by
those who came into contact with him (neurologist and therapist) rather than by the patient
himself. The therapist’s responses to anxiety will be discussed in more detail later in the
chapter.
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Clinical Example 2 Brendan: a young man with unexplained collapses

Brendan was a mature student studying chemistry. He was in his late twenties and had been
experiencing sudden collapses since his teens. No physical cause had been found for these
sudden periods of apparent unconsciousness. His general practitioner referred him to
a psychotherapist.
When he was a couple of months old, his mother was admitted to hospital for several

months after becoming severely depressed and suicidal. This was a pattern that was
repeated several times throughout his childhood. When this happened, he stayed with his
maternal grandmother who he described as ‘strict and no-nonsense’.
He had been under the care of a neurologist who had kept on seeing him despite there

being no neurological cause for his symptoms. The neurologist explained to the psychother-
apist that she had kept seeing Brendan because ‘I felt worried about him, he reminded me of
my son and I wanted to make sure he would be ok.’ The neurologist noted that as she began
talking to the young man about discharging him, these collapses became more frequent.
At consultation with the psychotherapist, Brendan did not appear anxious, however he

spoke of recurring nightmares in which he would find himself lost in desolate landscapes.
He would wake with a huge adrenaline surge and find it difficult to get back to sleep. He
wondered if it was perhaps his tiredness that contributed to the collapses.
Over an extended consultation period, the therapist noticed a pattern emerging. The

patient would describe his experiences in a calm and unperturbed manner, whilst she found
herself feeling tremendously anxious about him, even when not at work. She recalled the
neurologist’s feelings towards the patient, which were similar – there was a sense of really
wanting to ‘hold on’ to him. In her own supervision, she speculated that he needed someone
to hold his anxious and unbearable feelings because he felt he was unable to manage them
himself. Reflecting on these dynamics and his developmental history, the therapist and her

Box 11.2 Melanie Klein’s theoretical views on aggression and anxiety

Klein stated that from birth ‘anxiety originates in the fear of annihilation’.[9] For Klein, the fear
of annihilation originates from innate aggressive impulses (the notion of a ‘death instinct’)
within the infant. The Kleinian infant experiences conflicting feelings between a draw
towards life (loving instincts) but yet a pull towards deathly instincts (aggression and
destructiveness). The tension feels unbearable and so these feelings (both good and bad)
are split and projected into external objects – the ‘good’ and ‘bad’ breast, later the mother.
The infant then is subject to what Klein calls persecutory anxiety, which is the experience of
the projected aggression as coming from the external object. For example, the breast that is
not immediately available to satisfy hunger is experienced by the rudimentary ego as
dangerous.
Later when the infant comes to understand that the ‘good’ and ‘bad’ breast (mother) are

one and the same, the anxiety becomes a depressive anxiety – a fear that the infant has
harmed this loved ‘other’ through his phantasied destructive attacks. Over time, if the
parental figures are sufficiently attuned to the infant, giving the infant the projections
back in a processed and containing way enough of the time, the infant can get to know
that the parent can not only survive these attacks but can help the infant manage and
understand difficult feelings. However, where there is a lack of attunement between care-
giver and infant, the infant may experience ongoing anxieties and may be predisposed to
developing various psychopathologies, especially if exposed to trauma or other
disturbances.[9,10]
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supervisor hypothesised that at a very early age he may have experienced a sense of
disintegration in relation to feeling insufficiently contained or a sense of an inconsistent
holding environment.
Brendan received two years of therapy due to the recognition that longer termworkmight

be needed in order to establish a containing therapeutic relationship in which he could learn
to rely on the therapist to help him understand and process feelings and experiences. Over
the course of the therapy the patient began to become more curious about his experiences
and his dreams. He began to notice a theme in his dreams of having to fight for life and
feeling terrified. Looking back on his childhood, he reflected that he was constantly in a state
of tension, worrying that his mother might die.
As the work progressed and he could talk about his feelings more, his collapses lessened.

When the end of the work approached, his collapses intensified for a period of time.
However, he was able to openly discuss his fears about the separation and if he could
‘survive’ on his own.

Anxiety Linked to Fear of Separation and Loss
Mark Solms, psychoanalyst and neuropsychologist, notes that anxiety and depression have
roots in the same separation-distress response in the brain. In the acute phase of becoming
separated from a caregiver, there is panic and an anxiety response. If the separation continues
and there is a loss of the caregiver, this becomes despair, which Solms observes is the phenotype
for depression.[11]This echoes earlier work fromBowlby’s seminal paper on separation anxiety
in which he details his observations of young children admitted to hospital. Bowlby describes
three phases that may be observed in reaction to the separation from their parents – protest,
despair, and finally detachment. He links the protest phase to separation anxiety and the
despair phase to that of grief andmourning.[12] Both authors recognise anxiety as the response
to the threat of being separated from or losing the object (i.e. the external primary carer),
whereas depression (despair) can occur from the ongoing experience of loss, where hope that
the object will return has gone. This will be discussed further in Chapter 12 on depression.

In contrast to Klein’s view on the inherent aggression of the infant (mentioned in
Box 11.2), Fairbairn’s view is that aggression in the infant arises due to frustration or
deprivation in the early relationships and is not innate. Where Freud spoke of our instinct-
ual drives as pleasure-seeking, Fairbairn described humans as object- (relationship) seeking
first and foremost.[13] Fairbairn describes that the nature of the relationship with caregivers
changes over the course of the infant’s development, beginning with an infantile depend-
ence where the caregiver is not felt to be separate, andmoving towards amature dependence
where relations are with ‘separate and differentiated objects, loving and loved’.[14] For
Fairbairn, separation anxiety thus occurs in this process of differentiation between the self
and the object (i.e. the caregiver).[14] This is a normal process and the anxiety can be worked
through if the infant has internalised ‘good enough’ objects and has a supportive external
environment. However, if early relationships have been experienced as unreliable or fraught
with anxiety, this process of differentiation and separation can become difficult. Celani,
commenting on Fairbairn, notes:

Every decision the child makes is an attempt to maximize his attachment to his desperately
needed objects. He has no alternative but to reject or accept his object—an alternative
which is liable to present itself to him as a choice between life and death.[15]
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Fairbairn’s idea of attachment seems to resonate with Bowlby’s protest phase discussed
above – that when the infant is faced with ‘emotional deprivation,’ there is not a turning
away from the object (at least initially) but in fact ‘increased attachment’.[16] Clinical
Example 3 demonstrates this. (For further on Attachment Theory, see Chapter 2, Box 2.5.)

Clinical Example 3 Amir: feeling anxiously responsible for others’ happiness

Amir presented with anxiety symptoms which he had been experiencing since his twenties.
Now, in his early forties, he had tried various forms of therapy and medication, all of which
had been helpful to a certain extent. However, he still described waking daily feeling anxious
and unable to shake these feelings. Another reason which precipitated his referral was
ongoing anxiety related to the desire of having a baby. He and his wife had been trying to
conceive for a number of years and were in the process of seeking fertility advice. He felt
upset that his wife was having to endure different tests and medications. Linked to this
anxiety, he often felt responsible for ensuring other people’s happiness, and experienced
devastation when he felt that others were disappointed in him. He spoke of his work as
a social worker which he was passionate about, often working protracted hours to try and
repair situations for his clients.
Amir described early experiences of living with an unpredictable father and an anxious

mother. By Amir’s account, his father, although reasonably affectionate, could became
chaotic and violent when stressed. His father eventually left when Amir was six (his younger
brothers were four, two, and one) and did not stay in touch. Hismother’s response to this was
to ‘get on with it, make the best of a bad situation’, busying herself and rest of the family.
Amir described this busyness as extreme and meant his mother became more and more
unavailable. As she becamemore unavailable, he tried harder to please her and help her out.
He described himself as a bit of an entertainer for the family, recalling that he would cheer up
his little brothers by doing funny impersonations and magic tricks.
In therapy, Amir was very likeable. He was warm, open, and funny, telling amusing

anecdotes which the therapist often laughed along with, somehow forgetting what they
were there to do and what the patient had really come for. In his own supervision, the
therapist reflected on his sense of emptiness and loss of role after Amir had left the sessions.
His supervisor thought about this and how it brought to mind Amir’s role as ‘the entertainer’
for his family. The therapist wondered if perhaps there was something about Amir being
entertaining in the sessions that meant they both became blind to seeing what was
underneath his blitheness.
Over months, he was able to open up about his fear that he had somehow caused his

father to leave and that his mother had been left disappointed with him. He had often
worried that shemight leave too and so he felt a responsibility tomake her (and his brothers)
happy again. He was able to reflect that there was also conflict about the process of
becoming a father. He feared that his wife would leave him if she did not become pregnant,
but also (like his mother) she might become less available to him if a baby arrived.
There was an underlying fear that he was ‘not enough’; that if others saw him as he was,

theymight be disappointed or leave. To compensate, he had to become funny and charming
and ensure that he was always meeting their needs. This was also explored in transference
work, through exploring his anxiety that he needed to entertain the therapist to keep him
there. Over the course of therapy, he was able to discover experience of an ‘other’ that he did
not need to entertain or support, who did not leave. This allowed him the space and safety to
consider alternative perspectives of himself.
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Anxiety as a Signal of Internal Conflict
As mentioned in the introduction, there are many routes to anxiety. This section discusses
the notion of anxiety as a signal of some form of inner conflict. Freud’s view of anxiety
developed over time. In his early thinking, he speaks of anxiety as a symptom related to
unfulfilled instinctual (usually sexual) impulses.[14] As his thinking and work developed, he
shifted in this view with the development of his topographical model of the mind. He
explains that when unacceptable impulses arise, they are forced out of consciousness to
preserve socially acceptable norms and that anxiety symptoms result due to repression of
these instincts.

He takes these ideas further with the introduction of the structural model; anxiety
becomes not only a symptom but a signal (see also Chapter 2, section ‘Internal Conflict’).
With the development of the concept of the id, ego, and superego he introduces us to an
internal world in which conflict may exist between different parts of the self. He writes of the
id that acts in accordance with the pleasure principle, seeking instant gratification at any
cost.[17] The superego – an accumulation of internalised rules and demands based on
morals, societal norms, and parental values. And finally, the ego that tries to balance the
demands of both id and superego, whilst hoping to experience pleasure and avoid pain.

Freud posits to us that anxiety can function as a signal of some sort of unconscious threat
or danger. Rycroft explains that signal anxiety refers to ‘that form of apprehensiveness
which alerts one to internal changes which might disturb one’s equanimity’.[18] This signal
results in the ego taking ‘some action . . . to avert the threat posed by the conflictual aspects
of the self or ambivalent state of mind. The “solution” is to avoid conscious acknowledg-
ment of the threat.’[17] In order to maintain a sense of equilibrium and decrease this internal
tension, the ego employs defences to prevent the conflict from coming into consciousness.
Whilst we may not refer frequently to the id and superego in daily clinical language, Freud’s
ideas laid a foundation which is essential to the understanding of anxiety – that wemay have
desires, feelings, and wishes that come into conflict with other parts of ourselves. There may
be a fear that if we acknowledged these instincts to ourselves or others (especially those we
are in meaningful relationships with), something catastrophic might happen, as shown in
Clinical Example 4.

Typically for Freud, when his clinical theories evolved, he would often not fully
renunciate the previous version of the theory in question, perhaps as he felt that both old
and new versions captured something about the dynamics of life (which are not always neat
and straightforward). So it is with Freud’s contributions to understanding anxiety. We have
both the idea that anxiety is a symptom resulting from repression of needs or other aspects
of ourselves; and the notion that anxiety communicates (signals) the need for repression of
a conflict. In our experience, both theories have clinical utility.

Clinical Example 4 A university student: an example of anxiety related to defences
no longer ‘working’

A student was criticised by her tutor at university in relation to a recent placement she had
completed. She thought she had worked hard and performed to the best of her ability, so
she was surprised by the criticism, but thanked her tutor for his critique as he was clearly
more experienced than her. Her friends commented that they thought the criticism was
harsh and they had noticed his tendency to bully before, but the student felt sure he had
been acting in her best interests. Later that evening, she found herself feeling a sense of
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dread and had a panic attack out of the blue. Her friends had asked her out for dinner, but
she cancelled following the panic attack.
So how might we understand this? In relation to her tutor, there may be a desire to

respond with rage or even hatred. However, there might also be a part of her that feels she
could work harder and do better if she doesn’t want to fail. In order to maintain balance
internally and to quell these conflicting parts, there is reaction formation of the aggression
into more ‘positive’ feelings in order to conceal the hostility.
If we were to focus a lens on her past experiences, we would find that she experienced

her father as a punitive and demanding figure who expected good behaviour and high
academic achievements, or she would ‘have to fend for [her]self’. She took a role of
accepting his punishments with no protest and with promises to try harder. This was
something she learned from her loving but anxious mother. We might imagine the conflict
and anxiety around having to conceal angry feelings in order to maintain security and her
place within the family.
If, as Freud suggests, these defences operate unconsciously, we might then wonder how

someone like this presents with anxiety symptoms. We might think of anxiety as arising
when our defences are no longer serving us. What seemed to happen in this situation was
that her friends’ comments brought to the edge of her consciousness something she was
defending against – a struggle with a bullying paternal figure and her rage about this. The
result was a feeling of anxiety and avoidance of her friends, that is, those who might bring
this situation to her attention again. This student began to experience more regular panic
attacks and social anxiety, which interfered with her ability to go to university and spend
time with her friends. She was referred for psychodynamic psychotherapy where she was
able to start to address what was underlying her anxieties.

As discussed in Chapter 9, defences tend to vary in relation to developmental level. For
someone who is primarily functioning at a borderline level, splitting and projective identi-
fication may be the principal ways of managing anxiety. However, for someone whose
functioning is at a more neurotic level (as in Clinical example 4), there may be use of more
mature defences such as displacement, reaction formation, or intellectualisation to quell
anxiety. This does not preclude someone who generally functions at a more neurotic level
from sometimes functioning with more archaic defences.[19]

Anxiety Arising from a Critical Internal Object
We might find that a patient brings experiences that predominantly communicate guilt,
feeling ‘bad’, shame, worries about not being ‘good enough’. There might be a sense of
hesitancy and caution when it comes to being in relationships and experiencing the world –
a fear of getting things wrong or failing. Theymay feel stuck, finding it difficult to play, or be
creative.[20]

Depending on the theoretical standpoint, we could describe this as the patient
having a particularly punitive superego (Freudian), or anxiety coming from an ‘internal
saboteur’, otherwise referred to as a critical internal object (object relations theory).
Although these two viewpoints are not synonymous, they are complementary. They
offer the proposition that the patient’s sense of self can become subject to an excessively
harsh, demanding, and punitive internal object. When this occurs, the patient’s sense of
self can become squashed and diminished under the pressure of this internal oppressor
(see Clinical Example 5).
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Clinical Example 5 Ella: a woman experiencing anxiety and somatic symptoms

Ella was seen for a psychodynamic consultation following referral from her GP. Shewas in her
late twenties and had been experiencing anxiety around her health, often presenting with
varying somatic complaints for which no organic cause had been found.
In consultation, Ella spoke of her mother also suffering with chronic physical health

problems for as long as she could remember. Her mother remained essentially bed-bound
and required help with daily tasks such as washing and dressing. Ella was the youngest of
four siblings, with three older brothers. She recalled that from a young age she was the main
carer for her mother due to being the only other ‘woman’ in the house. This became a way of
life for her. Gradually her elder brothers all left home – travelling, moving in with partners,
exploring the world. She continued to live at home with her parents, caring for her mother.
There was a sense that she was expected to be helpful, to care, to be ‘good’.
Initially in her therapy sessions, there were long silences and a sense of her being very

controlled, often retelling experiences in a clipped way without emotion or expression before
trailing off into silence again. The therapist commented that perhaps it felt uncomfortable for
her to have thismuch freedom for herself andwas curious to knowhow it felt having to give so
much space and time to her mother. This seemed to relieve some tension and allowed Ella to
discuss a bit more freely what this experience of caring for mother was like for her. She would
talk of her predicament – on the one hand feeling it was her duty to help out at home, but on
the other hand tentatively wondering what living her own life might be like.
When the therapist took breaks for holidays, the patient would often talk about how lonely

she had felt and how difficult it had been without the sessions. The therapist’s countertransfer-
ence was of feeling guilty for having fun and freedom when the patient was feeling miserable,
but also of feeling frustrated and trapped by the patient. The therapist came to realise that she
was being given an experience of being in the patient’s shoes. Ella longed to go and live her life
and have fun and felt furious with her mother but also guilty about this. There was a sense of
a harsh internal object that deemed her own desires as selfish and her anger as unjustified. (The
anger was an unacceptable feeling which was converted into a somatic symptom.)
The therapist was able to use her countertransference as a way of exploring feelings the

patient might have had about the therapist’s absence, and the links between this situation
and Ella’s interpersonal situation at home. Over the course of a year, Ella was able to trust that
the therapist was offering a space that the patient could use to talk about her feelings,
including her anger, and explore themwith a freedomwithout feeling she was being ‘selfish’
or ‘unreasonable’.
With a moderation of her internal critic, coupled with internalising a more benign way of

relating to herself, Ella was gradually able to contemplate what she wanted out of life,
without being overtaken by feelings of guilt. This led to her being able to separate somewhat
from the self-sacrificing caring role and explore more her own wishes and desires.
In this way, we can see how different developmental levels of anxiety coexist and interact,

that is, anxiety related to both a critical internal object and to separation are present. This
example is compressed, and we have focusedmore on her anxiety in relation to a critical inner
object.

The Therapist’s Experience of Anxiety in the Therapy Room
As discussed elsewhere in this book (Chapters 2 and 7), noticing our countertransference
responses when with a patient is extremely important. Developing an understanding of the
transference and countertransference can help us to appreciate the nature and developmen-
tal level of the anxiety.
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In this chapter we have looked at various forms of anxiety, and the clinical examples
have shown how countertransference responses differed with each patient. We may con-
sider anxieties as roughly corresponding with different stages of development. At the
beginning of this chapter, we gave consideration to archaic anxieties (persecution or
fragmentation) which correspond to an undeveloped self, whereas anxieties arising more
from a critical internal object may relate to a more mature self. Betty Joseph describes this
helpfully:

. . . our patients use us rather differently if they are more integrated and the anxieties on the
whole more related to others as real people; anxieties which contain a fear of loss, concern,
guilt, a desire to put right, and a desire to get themselves right; these patients are therefore
nearer to what Klein has called the depressive position . . . In the transference, therefore, we
tend to feel . . . less invaded, and there is more possibility of introjection and of communica-
tion to and about the patient as a whole; there is less pressure on the analyst to act out in the
transference.[21]

With Brendan (the young man with unexplained collapses in Clinical Example 2), whose
anxiety was of a primitive nature, there was limited capacity to tolerate his own anxiety.
Instead of experiencing and bearing anxious feelings, there was an unconscious projection
of his anxiety into those who came into contact with him. If he was not able to make contact
with someone who could hold these projections, these intense feelings became so unbear-
able that he literally collapsed. The countertransference responses for his neurologist and
therapist show that they were carrying the anxiety for the patient. What perhaps was most
therapeutic in this situation was the reliable, containing nature of the therapeutic relation-
ship over the course of a long-term therapy. Gabbard notes that change can occur via
the relationship through ‘ . . . internalization of function, in which the patient develops the
capacity to perform a hitherto external function, as when a patient learns to self soothe
through repeated experiences of soothing by the therapist’.[22]

I mentioned earlier that some patients may be consciously aware of their anxiety and
have a desire to make sense of its origins. That being said, Joseph also notes that we ‘have to
expect that our patients will use us to some extent to avoid anxiety, rather than, as we might
ideally wish, to understand it’.[21] With Amir (Clinical Example 3), the therapist found
herself laughing along with his entertaining jokes, caught up in something collusive which
avoided a deeper exploration of the anxiety. In the words of Edna O’Shaughnassey, they had
gone on an ‘excursion’. O’Shaughnassey explains an excursion as a flight from emotional
contact.[23] In this case the therapist used her countertransference to reflect on her loss of
separateness from the patient, her transient lack of ability to observe and think. The
therapist used interpretation to show the patient how he was slipping into a familiar role
in the sessions as a way of stopping her from (in his perception) thinking badly of him.

For Ella (Clinical Example 5), there was the presence of an internal critical object that
restricted her ability to ‘live life’. In therapy, this was initially shown in her difficulty to ‘play’
in the therapeutic space. Gabbard notes one facet of the therapeutic relationship that can be
helpful, in relation to a patient who has a highly critical internal object, is the potential for
the patient to ‘begin to internalize the therapist’s interested, exploratory stance toward
material previously experienced as shameful or otherwise “bad”, or . . . internalize[s] a more
explicitly temperate attitude toward his impulses or actions’.[22] The therapist used an
interested and explorative stance, which implicitly communicated to the patient that
desires, feelings, and wishes could all be thought about rather than be pushed down and
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hidden (see also Chapter 12 for other therapeutic approaches for working with someone
with a critical internal object).

Concluding Remarks
I want to go back to Freud’s quote at the beginning of the chapter that ‘ . . . anxiety is not so
simple a matter’ as a reflection on the diffuse and complex nature of anxiety.[4] It has not
been the intention of this chapter to provide an exhaustive analysis of anxiety but to shed
some light on some psychodynamic approaches to thinking about anxieties. We have
thought about how difficulties in containing processes between caregiver and infant early
in the infant’s life may predispose to the persistence of archaic anxieties. We have explored
the nature of separation and loss in relation to anxiety, and finally we have reflected on how
internal conflict and the role of a critical internal object can bring about anxiety. The clinical
examples illustrated how the wider variation in anxieties may present in therapy, and the
last section focused on how the therapist may experience and respond to these different
anxieties.
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Introduction
Paul Hoch, psychiatrist and educator, poses a key question: are different people with
depression ‘the same clinically, do they have the same psychodynamics, and do they respond
in the same way to therapy?’[1] In response, we suggest that the dynamics of depression are
various – that is, there are many ways of being depressed – and that present-day experiences
of depression may arise out of a range of difficulties first felt in early relationships. We will
highlight common developmental themes and therapeutic situations amongst people who
experience depressing/depressed states. In particular, we will expand on two common
clinical constellations in some detail: the first, a pattern to do with dynamics of loss and
abandonment; and the second, a tendency to harsh self-criticism, which leads to a devaluing
of oneself and others. The reason we use the phrase ‘depressing/depressed’ state is to capture
the dynamic nature of depression, as opposed to conceptualising depression as a passive
state of affairs when someone ‘just is’ depressed. From a psychodynamic view, this is an
active and dynamic situation, where an aspect of someone’s internal world is depressing in
some way to that person, leaving them feeling depressed. This chapter approaches the
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external manifestations of depressing/depressed states not as a discrete ‘disorder’, but more
as a ‘basic emotional response’ that signals that something is amiss in an individual’s world
which requires attending to and addressing.[2]

It should be said at the outset that these broad, general principles, though providing
a helpful framework, are in tension with the core psychodynamic aim of focusing on what is
unique about each patient and jointly discovering with them their own, particular set of
object relations and psychological defences.[3] Interacting with psychodynamic factors, an
individual’s particular social circumstances and constitutional factors combine to
a depressing/depressed situation that is unique to them.

In terms of how people with depressive relational dynamics respond to therapy, whilst
there may be commonalities in a general psychodynamic approach, the nub of therapeutic
work cannot be prescribed in advance but varies for each person and needs to emerge and be
discovered along the way. In contrast to a ‘disorder-centred’ approach, which sees the
problem in terms of illness, a psychodynamic approach offers the potential to understand
the meanings and the relationships that sit behind symptoms of depressing/depressed
states, locating feelings as part of an active internal world.

The relational dynamics discussed in this chapter are commonly observed in people who
present with symptoms of depression but are not exclusive to this. How an individual
manifests and manages their underlying relational dynamics varies, influenced by
a multitude of factors including what cluster of defences is the best ‘fit’ for a person at each
stage in their life, andwhether they are functioning at a neurotic, borderline, or psychotic level
(see Chapter 9, section ‘Organisation of the Internal World’). Indeed, a person might become
depressed at one point in their life and, at another, restrict their eating, yet their underlying
object relations would be expected to be similar at both points. As such, many of the themes
raised in this chapter will be relevant for a range of people, not just those with depression.

Theory of Depressing/Depressed States
Certain social situations – including adversity, poverty, and inequality – increase the
likelihood of someone becoming depressed, not only because of the higher exposure to
stress, but also due to the added strain these circumstances put on early and later
relationships.[4] Biological, including genetic, factors can play a significant role too.[3]

Moving on to psychodynamic theory, Fonagy summarises a contemporary psycho-
dynamic understanding of depression as an ‘outgrowth of current life difficulties arising
out of painful and continuing ambivalence first felt in relation to those of the greatest
emotional significance to the patient early in the course of his/her development’.[5]

Given a therapeutic space, many patients give accounts of how – starting long before overt
depression – they experienced ‘everyday’ relational stresses and disappointments as wounding,
which resulted in upset, hurt, outrage, or aggrievement felt for days or much longer. This
phenomenon is sometimes referred to as ‘narcissistic vulnerability’.[6] In the early phase of
therapy, a patient’s narrative can unfold to reveal how perceived disappointments, criticisms, or
injustices relate to inner dynamics of abandonment or criticism, exposing vulnerable aspects of
themselves. These inner dynamics may have been present, in some form, since early
development.[7] An understanding may be reached of how – perhaps due to accumulating
‘injuries’ to one’s fragile esteem – depression eventually ensued. (We note that this general
account is not exclusive to the development of depression, but is common in different outward
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presentations of mental distress such as difficulties with eating, use of substances, obsessive
thoughts, etc.)

In people who present in a depressed state, early developmental difficulties can take
many forms but two common themes centre around the experiences of loss and abandon-
ment; and/or feeling criticised and devalued.[8] These are expanded on in later sections of
this chapter. Whilst one theme or another may dominate the clinical picture, they may also
coexist. Indeed, ‘the combination of emotional or actual abandonment with parental
criticism is particularly likely to create depressive dynamics’.[9]

These kinds of early developmental experiences, especially if prolonged and coupled
with the lack of a trusted person to confide in, may lead to the relational difficulties being
adopted internally by the individual, rather than being spoken about and expressed. In other
words, a person’s internal world starts to become coloured by the painful interpersonal
dynamics experienced. For example, a child may develop a representation of others as
undermining their sense of self and self-worth. These kinds of internal object relations may
be adaptive at the time they developed – by bringing predictability to experiences or a sense
of control (see Box 12.1). However, the internal dynamics may persist into adulthood and be
difficult to update, even if external conditions change. As well as affecting the person’s
present and future relationships with others in the external world, a depressing/depressed
relationship operates intra-psychically in the way the internal object relates to the internal
subject – where one aspect of the self is depressed by another.

McWilliams elaborates, ‘the internalised object does not have to be a person who in
reality was hostile, critical or negligent (though this is often the case [. . .]) for the patient to
have experienced the object that way and internalised such images’.[9] The child’s lens,
whilst perceptive in many ways, may be imbued with their own private inner world, which

Box 12.1 Adverse childhood experiences and the internal world

As described by Fairburn, in some individuals with histories of maltreatment, the other person
or situation at the source of the disturbance can be idealised, with all the ‘bad’ attributes being
located within the individual themself.[10] ‘I had a happy childhood’ – or the lack of recall of
early memories – is a common account in people whose early experiences have in fact been
very disturbing. This form of defensive manoeuvre can serve to protect the child from
overwhelming distress, as the defence moves the source of the distress from an external
person whom the child is dependent on, to being located internally and hence feeling more
under control and less frightening. In other words, a situation such as a sense that ‘I depend on
someone who hates me’ – is converted to something more like ‘I drain others, I’m bad’ or ‘I
drove her away’. Ferenczi describes similar dynamics in child abuse, where the child may
‘identify with the aggressor’ and feel bad and responsible, as a defence against a more
disturbing situation of recognising that they have done little wrong and an adult, who they
may also love and depend on for survival, is abusing the relationship.
Whilst taking ownership of the fault may feel more bearable at the time, if this accommo-

dation persists, it has consequences for how the child holds himself in esteem and might
predispose to a depressed response (or other ailments) later in life.
Readers may relate to this dynamic in miniature in thinking about when something

seriously goes wrong in one’s life that was out of our control. We may jump to ‘It’s my
fault, I did something wrong’ with a feeling of guilt, as a protection against the more
unsettling possibility of ‘there may have been little I could have done to prevent this
unfortunate situation from happening’. As McWilliams remarks, humans can prefer ‘the
most irrational guilt to an admission of impotence’.[9]
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brings personal colours and sensitivities to how others are experienced and responded to.
Equally, in some cases, the character of someone’s internal object relationships may be
strongly shaped by real events and traumas. Even with the latter situations, a key therapeutic
task is to keep a person’s sense of interest and agency in their own present-day functioning,
with an understanding of how past experiences link to present-day difficulties.

Psychodynamic theorists have developed overlapping theories about the dynamics of
depression (see Box 12.2).

Rather than seeing the above as competing theories, clinically, it may be more helpful to
understand these as complementary and overlapping. There is not one dynamic for all, nor is
there necessarily one ‘depression’. In terms of overlap, some of the theories consider very similar
territory, but with slightly different theoretical viewpoints and terminology. For example,
a thread to do with unprocessed loss coupled with a sense of others as absent, weaves its way
through Freud’s conception of failure to mourn, Bowlby’s early insecure attachment, and Blatt’s
yearning forothers but expecting abandonment.The remainderof this sectionon theory expands
on three of the more recent theoretical perspectives in Box 12.2, which capture complementary
dimensions: Sandler’s conception of depression as a ‘basic emotional response’, and Blatt’s two
clinical pictures. We survey and integrate some of the other theories along the way.

Depression as a ‘Basic Emotional Response’ (Number 5 in Box 12.2)
When faced with a distressing experience, such as a loss, maltreatment, or repeated
criticism, an individual’s initial response may be ‘protest’ or ‘fight’.[14] A child may feel
angry, and scream and shout to get attention. An adult, who feels taken advantage of by
a colleague, may feel anger which spurs them on to try and resolve things.

But what if a child, in their relationship with someone on whom they depend, cannot
resolve troubling issues, for example, those of loss and abandonment, or feeling devalued
and criticised? Furthermore, what if the child cannot end the relationship or distance
themselves from it, nor has anyone to confide in for support and containment? In other
words, what if he or she feels helpless and alone with their troubles? This is ‘painful

Box 12.2 Selected psychodynamic theories about the dynamics of depression

1. Anger directed inward (Abraham, 1911) [11]

2. Unresolved early losses and failure to mourn (Freud, 1917) [12]

3. Early insecure attachment meaning that present-day losses may reactivate feelings of
being unlovable and the absence of others (see Chapter 2, Box 2.4, ‘Bowlby and
Attachment Theory’)

4. Living for a dominant other that restricts vision of other approaches to living (Arieti,
1977) [13]

5. Prolonged helplessness in relation to another who is depended on, leading to
depression as a ‘basic emotional response’ (Sandler, 1987) [14]

6. Narcissistic injury (Busch, 2009) [6]

7. Yearning for others but expecting abandonment (an ‘anaclitic’ dynamic, Blatt 2012) [2]

8. Internal relations characterised by a criticising and demanding object-representation in
relation to a self-representation that strives for an ideal but feels inadequate (an
‘introjective’ dynamic, Blatt 2012) [2]
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ambivalence’ – when the relationship is both needed but also associated with some kind of
protracted painful experience.[14]

Whilst a wide range of feelings and responses arise in someone with depressive relational
dynamics, these frequently include a pattern of depressed affects (e.g. low mood, sadness);
a withdrawal of drives (inactivity, loss of appetite); and a resignation to the status quo. This
pattern can be understood as a ‘basic emotional response’ that serves as a signal to the
individual or to others – to whoever will listen – that something is remiss in an individual’s
world that requires attending to and addressing.[2,14] According to Luyten and Blatt, this
depressive response signals that a significant discrepancy exists between an individual’s basic
need for emotional and physical safety and security (or other needs) and their current
predicament where these needs are not being met. As well as an attempt at communication,
this basic emotional response – common to a degree in some other animals – is hypothesised
to provide some relative psychological and physical protection when feeling helpless in the
face of overwhelming anxieties.[4] Sandler notes that this line of thinking can be taken too far
and he cautions against elevating depression as being something to be revered or as something
that is uncritically ‘useful’.[14]

Dynamics of Loss and Abandonment (an ‘Anaclitic’ Dynamic, Number 7
in Box 12.2)
Freud noted the importance of early losses as conferring a vulnerability for a person to become
depressed in later life. This strand of thought has been developed by subsequent clinicians and
put into a contemporary relational framework.[2,7] An early loss – such as the loss of a parent
through death or estrangement – may dispose a child to develop a self-representation charac-
terised by a sense of being left (an ‘abandoned self’[3]) in relation to an unavailable or abandoning
object-representation. Possible experiences arising from the self-representation include sadness,
loneliness, and longing for an absent or unavailable other. This depiction is sometimes referred
to as an ‘anaclitic’ depression.[8] ‘Anaclitic’ means leaning on – referring to the dynamic of
longing for someone to lean on, but expecting the other to be absent or unavailable.

By no means do all children who experience early loss develop an anaclitic pattern of
internal object relations. It is not just the loss that is relevant but how it was dealt with. The
presence of a good-enough relationship with another parent or caring figure is protective. If
a child can express their loss and feel understood by someone else, the loss can begin to be
mourned. ‘Depression is the opposite of mourning’[9] – from a theoretical perspective, if
a person can grieve, they may be less likely to become depressed by the loss.

Conversely, ‘a family atmosphere where mourning is discouraged’ or where grief is frankly
denied, can lead to a child developing beliefs that grief and ‘needs for comfort are destructive’.[9]

This makes a path towards a depressive internal dynamic more likely. Rather than the child
being able to process what has happened, the child may be more likely to accommodate their
experiences through identifying with the source of the distress and so taking it inside.

Apart from loss by death or estrangement, there are other routes to someone developing
a relational world characterised by unavailability or loss. For example, if primary carers are
experienced by the child as significantly withdrawn – perhaps related to the use of sub-
stances and/or mental distress themselves – this might predispose the child to feeling
insecure in later relationships, bringing expectations that others will similarly be distant
or disinterested[15] (see Chapter 13 for clinical examples along these lines).
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A person who is afraid of abandonment and afraid of being alone may hide their inner
feelings from others for fear that others would not be interested or would withdraw.
Discontentment may be suppressed. Unfortunately, this style of relating means that those
around the patient who may actually be emotionally available are left unaware of the
depressed person’s internal states and feelings, inadvertently leading to the person’s needs
not being met by others.

Rationally, one might expect that if someone has experienced loss and abandonment within
relationships in the past, they would be drawn to partners who are different to previous figures.
However, this depends on the degree to which past losses have been processed and worked
through. Freud formulates that what doesn’t get remembered gets repeated. Namely, when
a troubling past situation has not been worked through, it may get repeated in the present. If
abandonment or emotional unavailability has been the defining experience of someone’s early
relationships, there may be an unconscious draw towards repeating these patterns in adult
relationships by virtue of their familiarity and sense of ‘normality’. It is remarkable howpowerful
is the allure of the familiar – partly because it appears unremarkable to the participant (even
though it may appear destructive to an outsider). In these circumstances, a person’s default
‘object choice’may therefore be to form relationships with others who are not in reality available
to enter into a reliable bond. Once in this kind of unreliable relationship, the person may feel
lonely and unwanted. However, due to yearnings for the other along with an expectation (or
resignation) that others will be unavailable, the person may feel they have to tolerate (what can
seem to outsiders) careless, unkind, or rejecting treatment by partners, employers, and others.

These inner dynamics can leave someone vulnerable to depressed states. Current
disappointments relate to the abandoning/abandoned relationship in the person’s inner
world and evoke earlier losses that have not been worked through. Symptoms – or rather
signals – may then emerge. Through tactful and empathic exploration in therapy, the
patient may be supported to identify and understand the processes behind these repeated
experiences of loss and abandonment in relationships (see Clinical Example 1).

Clinical Example 1 Mr White

Mr White was a man in his fifties who came for therapy because of low mood, tiredness, and
a loss of interest in life.
When he was aged seven, Mr White’s sister (then aged five) died from meningitis. By his

account, the death was not really spoken about, and it appeared his parents became depressed
and withdrawn. When Mr White was growing up, in general, he experienced others as unavail-
able and as not being interested in him, and in reaction to this he ‘just got on with things’.
In his adult life, he was repeatedly drawn to form relationships with married women.

Ultimately, none of these women were in a position to commit to him. Once in a relationship,
he would stay in it well beyond a point that made sense to his friends, usually ending when the
other finally brought it to an end.
Mr White came to therapy able to describe this pattern but did not think it remarkable in

any way or as having any bearing on his depression.
Mr White worked with a therapist for six-months of weekly psychodynamic therapy.

Supported by the therapist, the successive ‘tasks’ for Mr White that emerged in therapy were to:

- notice the effects and meanings of this pattern of relationships
- understand what was driving these kinds of attachments
- articulate feelings to do with early loss that had not been fully mourned
- to explore what it would be like to contemplate forming different relationships.
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In the middle phase of therapy, this brought Mr White against a question that was unex-
pectedly fearful for him. The therapist asked him, ‘What would it be like to contemplate
being with someone who was actually available to commit to you?’ The remainder of the
course of therapy was spent working this through, as it brought to life his fear of depend-
ence, given past experiences of rejection.

Dynamics of Internal Criticism (an ‘Introjective’ Dynamic, Number 8
in Box 12.2)
This section discusses a dynamic to do with internal criticism that is commonly observed in
depressed states. This has a different character to what has just been described. In internal
criticism, there is a relationship between a criticising internal object, which judges or is
hostile towards other aspects of the self. In relation to the critical object, the self-
representation may feel inadequate, ‘bad’, guilty, or experience shame. The internal criticis-
ing object also functions as a lens through which external others are perceived. The person
may therefore expect criticism and disapproval from those around them, including therap-
ists, and distrust others’ declarations of concern or approval. So in fact, rather than this
clinical picture being summarised as a ‘depressed’ state, it is also a ‘depressing’ state in an
active sense, as there is an aspect of the person’s mind depressing other parts.

Developmentally, this dynamic may be associated with early relational experiences of
repeated and prolonged intense criticism, reprimands, and absence of acceptance directed
towards the child about themselves and their emotional responses (e.g. ‘stopwhining’).[9] Blatt
refers to this clinical picture as ‘introjective depression’ in reference to the process of
‘introjection’ of a criticising object,[8] that is, the taking in and adopting of a harsh and critical
way of relating to oneself. As a result of feeling bad and inadequate, the self-representation
may strive to meet the demands and standards set by the internal object-representation. The
individual may experience brief respite when the highest of the high is reached – for example,
if they unequivocally excel at something. However, these can be impossible ideals to live up to
as any departure from the pinnacle of perfection may provoke a devaluing response from the
internal criticising object. This phenomenonmay account, in some people, for the brief lifting
of depressive symptoms when the criticising aspect of the self (the object-representation) is
satisfied, and the return of symptoms when this fragile position cannot be sustained.

Whilst some people with this kind of internal dynamic are preoccupied with striving to
be ‘good’, ‘perfect’, and are highly driven, others have given up on the struggle for the ideal
and are convinced and convincing of their own defectiveness and failure. External signs of
depression – such as ‘giving up’, inactivity, and a refusal to try things out – may serve to
provide some protection in response to long-standing unreasonable and unwinnable
demands. In more extreme situations, manic defences may emerge to offer an individual
more extreme protection from an internal criticising object that can never be satisfied.
Manic distortions give the individual feelings of super-human importance, ability, and
accomplishment, which mirror in magnitude underlying feelings of inadequacy and
defectiveness.

At times, the interpersonal roles reverse with the patient adopting the role that the
object-representation plays, and he criticises external others. In this configuration, the
patient projects his self-representation on to others, who are subjected to the same treat-
ment and held to the same standards as applied internally. Criticism of others may be done
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implicitly and denied if the person feels it is not ‘good’ to show disapproval, or may be done
overtly (‘Oh, I’ve waited all this time just to see a junior therapist’). The therapist may
experience countertransference feelings of a pressure to succeed or impress, and worry
about ‘failure’. Unfortunately, this devaluing of others may leave the patient feeling that he
is repeatedly let down, and angry at the perceived failings of others. This can make it hard
for the patient to derive benefit from relationships with therapists and other caring figures,
who are experienced as deficient when they inevitably fall short from an ideal.

Someone acting in a highly critical and devaluing style towards themself or others may
‘unconsciously and unwittingly elicit criticism and dislike by others’ in a way that confirms
and repeats his sense of the way of the world (this is an example of projective
identification).[2] In this situation, it is important for the therapist to be aware of their
countertransference feelings and try and acknowledge and make sense of these in supervi-
sion or other reflective spaces. This processing reduces the chance of the therapist outwardly
criticising the patient or conveying that the patient is unacceptable.

Depending on the patient’s current capacities for reflection, the transference and
countertransference situation (i.e. how the dynamics of criticism and devaluing emerge in
the patient’s relationship with the therapist) can be used as a portal to understanding what
goes awry in relationships. This carries the potential to rework old patterns.

Other Feelings in Depressing/Depressed States besides Low Mood
and Sadness
As will hopefully be becoming clear, people with the dynamics of depression may experience
a range of emotions besides low mood and sadness. This is easier to observe when seeing
a person frequently for therapy, or through the actual experience of living with someone (or
oneself) who is depressed. A person’s emotions are influenced by current interpersonal
situations in their life, social adversities, their internal object relationships, and the configur-
ation of the object relationship that is most prominent at any given time (see Chapter 8,
Figure 8.2, ‘Different ways the same object relationship canmanifest’). Emotional states may be
associated with an individual’s self-representation or their object-representation. For example,
a person may feel driven to work harder and be furious at themself for making mistakes
(associated with a depressing object-representation), whilst the person may also feel like crying
because of a sense of inadequacy and want to give up trying (associated with a depressed self-
representation). These self and object experiences may alternate or occur at the same time. For
some people, there may be a main affect that links both poles of an inner object relationship.

Anger[6] and anxiety[2] are closely associated with depression. Indeed, as discussed earlier,
depression can arise out of overwhelming anxieties or painful experiences. Some patients begin
therapy for issues apparently quite different to depression.However, as they develop insight and
recognise the role they play in their difficulties or harm they may have caused to others, they
become depressed. This can be viewed as part of a journey towards better integration and
awareness. Equally, for others during therapy, as feelings of depression wane, new feelings such
as anxiety, sadness, or anger may emerge that had previously been warded off.

On occasion, depressed feelings may lift suddenly (see Clinical Example 2). This may not
always be because something is worked through, but because other defences are being
deployed.[14] In this ‘flight into health’ (see also section on ‘Working with Resistance’ in
Chapter 7), the underlying situation has not been addressed so depression may reoccur
easily.
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Clinical Example 2 Ms McLean: flight into health

Ms McLean, an inpatient in a psychiatry ward, had felt intensely depressed for months. She
suddenly ‘felt better’ one day. On exploration, she had taken out a complaint against
a former employer the day previously. This had provided her with a temporary feeling of
superiority and a place to project her own feelings of fault and inadequacy (i.e. onto the
former employer). The underlying depressive dynamics were completely untouched and, in
a way, harder to reach. This ‘happy’ state lasted for someweeks and she was discharged from
hospital, although she felt depressed again as soon as the complaint fell through.

Therapeutic Working with People with Depressing/Depressed
States

General Principles
The core psychodynamic approach and attitude (see Chapter 7) is well-suited to someone
with depressive relational dynamics – in particular, ‘an atmosphere of acceptance, respect,
and compassionate efforts to understand’.[9] As a very general guide, for people with an
‘introjective’ presentation, interpretation and insight may be more important for thera-
peutic progress, whilst for those with an ‘anaclitic’ presentation, ‘the experience of a reliable
relationship’ appears more central for improvement.[16,17] In the rest of this section we will
cover general remarks about therapy with someone with the dynamics of depression, whilst
subsequent sections will look at different therapeutic slants depending on the pattern of
dynamics present (i.e. introjective or anaclitic).

One of the key activities of therapy can be to try and unpick what function the depressing
dynamics and responses were and are serving – that is, what is being depressed and why. As
discussed in Chapter 4, exploring feelings is a key way in to understanding themeanings and
relationships behind the presenting symptoms. This can bring to light the dynamics and
meanings of what might initially seem to someone like a symptom without meaning. Take,
for example, a person in the early stages of therapy who is depressed and troubled by feelings
of tiredness; they speak about these feelings in a somewhat passive way and do not yet have
any idea of what is depressing them. The therapist might enquire:What are you tired of?Or
perhaps, I wonder what is tiring you out? This curiosity and interest in the patient’s feelings,
and an implicit assumption that symptoms arise out of an active and meaningful dynamic,
can lead to understanding the intra- and inter-personal relations out of which the experi-
ence of tiredness emerges. For example, it might transpire that the person experiences
relentless inner criticism in relation to a worn-out and exhausted self. The therapist may
then be able to empathically reflect back an understanding:Nowonder you feel so tired all the
time. The focus might then shift to developing awareness and understanding of the inner
critical authority: Let’s look at this criticism that is going on all the time. In this way, over time,
the patient can get to know the various dimensions of a depressive internal object relation-
ship and how it operates.

In therapy, it can be a revelation to a patient to discover that admission to the therapist of
so-called ‘negative’ feelings does not result in damage to either party. The patient may then
find out that acknowledging a range of feelings can actually increase a sense of intimacy and
contact. AsMcWilliams explains, an expression of normal feelings such as anger or worry or
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failure ‘interferes with normal dependency only if the person one is depending on has
pathological reactions to it – a circumstance that defines the child experience of many
depressive clients but not the possibilities for adult relationships’.[9]

Having said this, sometimes the way feelings are avoided and then subsequently force-
fully expressed may need to be sensitively but firmly looked at in therapy. Taking the
example of anger, which can be very relevant for some adults who present with depression –
some people attempt to avoid expressing their anger or dissatisfaction in present-day
relationships because of an expectation of being abandoned or criticised.[2] However,
because anger is avoided, the person may become increasingly frustrated and depressed
inside. Lacking practice at expressing frustrations, when angry feelings do emerge, they may
be expressed ‘in a passive or overly aggressive manner’ that can actually induce others to
withdraw from relationships or become aggressive in return.[6] An understanding of anger
and how a person relates to this feeling may be a key theme in therapy for some people. As
Gabbard puts it within a clinical vignette, a key question to raise with a patient may be, ‘Isn’t
there a middle ground, a vast middle ground between exploding and keeping it all in?’[18]

Issues of limitation and loss may emerge in relation to the therapy and the therapist.
With a patient who brings dynamics to do with loss and absence, matters may crystallise
around an experience of imperfect care, perhaps precipitated by planned or unplanned
breaks in therapy. With a patient who has more criticising and devaluing relational
dynamics, a central theme may be around judgment of the therapist’s abilities. For either
dynamic, the limits of what is possible can provide an opportunity to come to terms with the
imperfections or perceived deficiencies in themselves and others.

A proportion of people with depression experience positive changes with shorter-term
psychodynamic therapy (such as weekly sessions over six months) and benefits are main-
tained. For others, therapeutic gains are not sustained. For the latter group, more timemay be
needed within therapy for initial improvements to be consolidated and to avoid recreating
a situation ‘in which they make an attachment and then lose it prematurely under circum-
stances beyond their control’.[9] A longer course of therapy may be needed to allow sufficient
time for a patient to ‘gradually internalize a psychological capacity to relate to pathogenic
personal experiences, memories, feelings, beliefs and relationships in a reflective, yet also
more active, manner’.[5] For example, the Tavistock Adults Depression Study[5] used 60
sessions over 18 months. After longer-term psychodynamic therapy, some time may be
needed for full effects to manifest (see Chapter 8, section on ‘Post-Termination Phase’).
Some patients may benefit from open-ended therapy if this is available (for definition of
‘open-ended’ see Chapter 4).

Therapeutic Working with Dynamics of Loss and Abandonment
(an ‘Anaclitic’ Pattern)
This section follows on from the theory of ‘anaclitic’ dynamics discussed earlier, and first
mentioned in point 7 in Box 12.2.

Many people with an anaclitic pattern of depression who are referred for therapy may
consciously be keen for a regular therapy session, perhaps hoping at some level that this may
provide what has been felt to be missing. In turn, they may be regarded by therapists as
‘good candidates’ for therapy.[9] In the early phase of therapy, there may well be symptom
relief as a steady and available figure is found in the therapist through the working alliance.
However, after initial respite, underlying issues of loss and relational difficulties may come
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to the fore in the way the patient relates to themself, others, and with the therapist. This
presents a therapeutic opportunity.

A central task in therapy may be to articulate losses which have not yet been worked
through and to provide conditions where a mourning process can unfold where previously it
had become stuck. The dynamics of mourning and how amourning process can be facilitated
in therapy are discussed in Chapter 8. The section here will comment on relevant aspects of
the therapeutic relationship related to mourning in someone with a leaning-on/abandoning
(anaclitic) dynamic.

The patient’s relationship with the therapist may itself be infused by a sense of loss and
abandonment – such as a patient feeling that the therapist is going to leave, is not giving
enough of themselves, or is disinterested. In this situation, one approach is for the therapist to
help the patient attend to the present transference dynamics so they can be understood and
put into words rather than played out. For example, ‘Your concern that I might leave you
without warning keeps coming up – it must be important. I wonder what it is about, where it
comes from?’. Exploration and containment of transference anxieties to do with expectations
of withdrawal or loss of the therapist can start a reparative process and leave the patient feeling
secure enough to begin to mourn earlier losses.

Some of these themes are explored in Clinical Example 3.

Clinical Example 3 – Part 1 Barbara: early phase of therapy

Barbara was a 40-year-old woman, who was referred for psychotherapy following the
unexpected loss of her job a year previously. She saw Dr Marshall for 12 months of weekly
therapy. Early in the therapy, in order to accommodate another commitment, Dr Marshall
had asked Barbara if it was possible to move her session time. Barbara said she had no issue
with this, remarking: ‘I have nothing else to do!’
In the beginning phase of therapy, the following account emerged. Barbara hadworked as

a clerical assistant for 15 years for a large insurance firm. She had disliked the job, finding the
organisation large, anonymous, and uncaring, but had tolerated it, never considering any
other possibilities. She had fluctuating symptoms of depression over 20 to 30 years. Previous
shorter-term therapy had brought initial relief, but she would become depressed again
several months after each treatment ended. She had ‘collapsedmentally’ after losing her job,
experiencing feelings of low mood, thoughts of ending her life, and a marked loss of energy
and enthusiasm. She had been unemployed since.
Barbara was in a long-term relationship with her partner, Sumeet, who was described as

supportive. With Sumeet, she rarely expressed her personal feelings – such as sadness – due to
a worry that he would not wish to hear her ‘gripes’. Barbara said she ‘[could] not really fathom
why he stayswithme’, and she had recently said to Sumeet, ‘You’re probably going to leaveme.’
Barbara portrayed a lonely childhood. Her father had worked abroad for long periods

whilst her mother had looked after Barbara and her two siblings. Growing up, Barbara
recalled her mother as quite a distant figure who was private about her own feelings and
difficulties. Barbara felt the family was loving in many ways but that, looking back, there was
little opportunity for expression of emotions.
Barbara seemed passively accepting of her present-day situation, including her unemploy-

ment, and conveyed an inevitability to her life circumstances. At times, Dr Marshall felt
somewhat irritated by Barbara’s passivity, and it seemed that Barbara’s friends and her
partner could also feel frustrated with her about this. Dr Marshall also felt a liking for
Barbara – she found her to be considerate and grateful of her time and efforts.
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By four months into the therapy, Barbara was becoming neglectful of her appearance,
sometimes being malodorous. She occasionally smelled of alcohol, though strongly denied
drinking. Barbara worried that her partner, Sumeet, might be thinking about leaving her. By
Barbara’s account, he was finding her recurrent periods of depression hard to bear. The
therapist, from her experience of Barbara, could understand how it might be hard for
someone to stay with Barbara as she too experienced an impulse to pull away, connected
to Barbara’s smell and the countertransference feelings of irritation. With Barbara’s worsen-
ing condition, Dr Marshall started to feel more anxious. When in the room, Dr Marshall
sometimes had a countertransference image of an abyss and a sense of Barbara’s distress as
bottomless, and Dr Marshall wondered what she had got into.

As described earlier in this chapter, an aspect of the self may have yearnings for another
to be caring and close to them, whilst having a representation of others as abandoning or
unavailable. Someone with these dynamics may, unconsciously, invite others – the therapist
included – to take part in the script of this internal drama. These unconscious, interpersonal
‘nudges’ can occur verbally (e.g. ‘You’re probably going to leave me.’) and through actions
such as becoming off-putting through self-neglect. Others around the person may then
come to feel annoyed with the person or experience an urge to withdraw, potentially falling
into the abandoning role assigned to them.[2]

Clinical Example 3 – Part 2 Barbara: middle phase of therapy

Through reflective discussions in supervision, Dr Marshall wondered if she was identifying with
a rejecting and abandoning aspect of Barbara’s internal world. Whilst Barbara could be
compliant, grateful, praising, accommodating of changes of session times, Dr Marshall began
to wonder, what does Barbara really feel? In supervision, Dr Marshall discussed the image of the
abyss, and what projected feelings this might be picking up. Despite Barbara talking
a reasonable amount, Dr Marshall realised that Barbara didn’t usually express her feelings.
Dr Marshall wondered if a pattern was being repeated by which Barbara was avoiding

expressing inner feelings to her for fear of what would happen – perhaps a concern that
Dr Marshall would not want to hear her ‘gripes’ or the depth of her feelings. Back in the
therapy sessions, Dr Marshall floated this idea to Barbara – she agreed with this intellectually
and tried to talk more about her feelings. Yet whilst intellectually ‘agreed’, Barbara continued
to drink, and her sense of inner disturbance continued which she found hard to articulate.
Eight months into the therapy, Barbara brought a dream about coming to the psychother-

apy clinic. In the dream the clinic was grey, with frightening sculptures on the door. She was left
waiting for hours in the waiting room, then a shifty looking person came who turned Barbara
away.
Through discussing the feel of the dream, the themes contained within it, and Barbara’s

associations to the scenes in the dream, Barbara began to articulate various discontents
towards the therapist. For example, Barbara was able to say that she had not wanted to
change her session time many months previously, but had gone along with Dr Marshall’s
request, despite the change meaning she had to miss out on a regular meet-up with former
work colleagues. With encouragement from Dr Marshall to continue, Barbara went on to
explain that this meet-up with friends the ‘one thing in [her] life’ she derived some enjoy-
ment from. She had been feeling increasingly neglected and not cared for. With this
disclosure, Dr Marshall felt a sense of contact deepening with Barbara – things felt somehow
more genuine and direct, and Dr Marshall commented ‘It seems like you are risking talking to
me directly, about how you really feel.’
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The main theme over a number of sessions that followed was about how it felt to try out
‘risking’ expressing her inner needs directly – rather than storing things up and, in Barbara’s
words, ‘growing a tumour of resentment’. Barbara was able to articulate her fear that, by
being more open, she would drive the therapist away. Dr Marshall and the therapy were
offering Barbara a chance to explore this central predicament but with a different outcome –
to play with a new way of being within a relationship.

This offer of a stable relationship – and of sticking with it through the insecurities
inherent within it – is an example of what is meant by an ‘experience of a reliable relation-
ship’ mentioned earlier. This was suggested as being important for therapeutic change for
someone with these kinds of dynamics.

Clinical Example 3 – Part 3 Barbara: late phase of therapy

There was a temporary increase in Barbara’s distress as the ending of therapy
approached. The prospect of separation from Dr Marshall brought up feelings of loss
and loneliness that had deep roots. Barbara found herself revisiting childhood experi-
ences of losses and exploring feelings of anger and sadness associated with these. For
Dr Marshall, this feeling connected with her countertransference association some
months previously about ‘something being bottomless’. Whilst this phase of therapy
was upsetting for Barbara, she felt relief at being able to express something that had
not been articulated before. Through this phase of work, Barbara came to be more
benignly curious about her parents’ situation and motivations, and the intergenera-
tional patterns within her family that rarely got spoken about – including early trauma
and loss in both her parents’ histories.
Towards the end of therapy, Barbara’s relationships outside the therapy began to change.

Barbara found she could better express her feelings to her partner. Additionally, being less
preoccupied with avoiding abandonment, she began to find space to contemplate ques-
tions such as: What do I really want from work? What am I really interested in in my life? The
therapy came to an end with noticing these stirrings of curiosity and benign interest. These
stirrings may have reflected the beginnings of ‘structural change’ (see Chapter 6) taking
place in Barbara’s internal world.

Therapeutic Working with Dynamics of Internal Criticism
(an ‘Introjective’ Pattern)
This final section follows on from the theory of ‘introjective’ dynamics discussed earlier, and
first mentioned in point 8 in Box 12.2. We turn again to the dynamics of internal criticism,
focusing on a common clinical situation that arises. This is the process of getting to know
the criticising internal object. Here is the opening line from a session with a patient, Ralph,
who had been depressed for years:

‘I’m afraid I’ve never been good at anything; I can see why no person would come near
me . . . you must think I’m a hopeless case . . . ’

(Ralph is the same patient as discussed in Chapter 8. The clinical material in Chapter 8
focuses more on later stages in the therapy and on working in the transference.)

It may take some time and work in therapy for a patient to be able to notice and
consciously consider the internal object that is ‘doing’ the depressing, as the way this aspect
operates and underminesmay be so long-standing that it is hard to notice. Or if it is noticed, it
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may appear ordinary and unremarkable (‘ego-syntonic’). In the early phase of therapy, the
therapist might support the patient to become interested in how they treat themself by
listening closely to the patient and enquiring about changes in state of mind that the therapist
notices (e.g. ‘Did you notice a moment ago that you suddenly stopped what you were saying, as if
you cut yourself off?’). Or perhaps by enquiring directly about the depressing internal object
whose presence is inferred but not yet obvious to the patient: ‘I think I have a sense of how
downtrodden and depressed you can feel. I wonder . . . what is depressing you?’

In the session excerpt below from a trainee therapist working with Ralph, the therapist
attempts to direct the patient’s attention to the depressing internal object.

Clinical Example 4 Ralph: extract from the middle of a session in month 2

[Ralph had been talking about his feelings to do with not having a job.]

RALPH: Yeah, it’s difficult. Being human. [There seemed to be a moment where Ralph was
sympathetic towards himself.]

[Short silence, Ralph shakes his head slightly]

RALPH: I’m sorry, I’m such an idiot.
DR THOMAS: Can we pause a moment; something is happening here. Where is this coming

from, this calling yourself an idiot?
RALPH: This is with me all the time.
DR THOMAS: Can you say more about it?
RALPH: . . . Oh God, it’s just too pathetic, me droning on.
DR THOMAS: It must feel terrible for you to put yourself down like that.
RALPH: [Looking directly at Dr Thomas, a puzzled, slightly cross look on his face.] But

I deserve it, surely you can see that?
DR THOMAS: [Takes a little whilst to think.] An aspect of yourself seems to have a concern with

talking about feelings, with just talking, with being . . . imperfect. I wonder what is
disturbing this aspect of you about . . . being human?

RALPH: [Seemed a bit stopped in his tracks.] hmm . . . I think I’ve always felt . . . sort of a voice
in my head: ‘people should be strong and not mess about. You’re weak, you’re droning on,
just stop droning.’ It just makes me . . . cringe . . . what is the feeling . . . almost disgust at
myself for droning on about my difficulties.

DR THOMAS: Ah, ok – this is important to hear about this aspect of you and for us to start to
notice this. I think this is something we may need to keep coming back to. How much is
this going on inside, this aspect of you saying, sort of, ‘stop droning, you’re weak’?

RALPH: I think pretty much all the time.
DR THOMAS: No wonder you can feel depressed and . . . you mentioned almost disgusted . . . can

you say more about this?
[Session continues.]

In this excerpt, when Dr Thomas tried being supportive towards the depressed self-
representation (‘It must feel terrible for you to . . . ’) the patient reacted as if Dr Thomas was
stupid if she couldn’t see how inadequate he was. Whilst offering support to depressed
parts is a reasonable and humane first step, in some people this may merely provoke the
criticising internal object. Instead, the therapy may become more freed-up when the
therapist also addresses the criticising object. This is what Dr Thomas attempts when
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she goes on to speak to the criticising part of Ralph directly about what the concerns and
issues are with discussing feelings (‘What is disturbing this aspect of you . . . ?’).

After the end of the excerpt above, the session continued with the therapist trying to
raise awareness of the criticising object. This entailed the therapist taking an interest in
various aspects to do with this internal object, including what came to Ralph’s mind about it,
what feelings came with it, and how other aspects of him felt when he chastised himself for
‘droning’. Over time, Ralph started to become more aware and interested in his way of
relating to himself.

Depending on how entrenched someone’s internal structures are, progress may be
halted at each step of the therapy by a patient’s self-remonstrations. With each new insight
or possibility of change, the criticising object can come to the fore along with established
defences, leaving related aspects of the self feeling depressed, bad, shamed, and that they
should not feel as they do. It can be important to understand and empathise with the
criticising object for the function this once served and feels is serving, whilst also attending
to the other side of the dynamic – the costs of this way of being, and the anxieties and fears
about change (see Chapter 8, section on ‘Working Through’).

The therapist also listens out for movement or other voices in the patient’s narrative and
communications, particularly for more moderate or benign object relations that may
already exist or be developing. If other more moderate object relations can develop and
be allowed to become active alongside the more established ‘old ways’, this can help
ameliorate the intensity of the ‘problematic’ dynamic.

Concluding Remarks
A psychodynamic approach offers the potential to understand the meanings and the
relationships that sit behind symptoms of depressing/depressed states, locating feelings as
part of a lively and active internal world. This chapter has taken a broad approach to the
subject, drawing on common developmental themes and therapeutic situations in people
who present with depression.
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Introduction
Sometimes the most challenging patients for clinicians are those who evoke strong or
uncomfortable feelings in us. These might include feelings of anxiety, irritation, help-
lessness, fear, or failure. These are feelings that commonly occur in clinicians when
working with patients who experience relational difficulties and who may function
predominantly at a borderline level of psychological organisation (see Chapter 9 for
more detail about the neurotic-borderline-psychotic continuum). It is vital if we are to
be able to work effectively with these patients that we recognise and understand where
these feelings come from.

In his book ‘Becoming Freud’, Adam Phillips writes that, ‘Freud sees adults as
people who cannot recover from their childhoods . . . ’.[1] Phillips goes on to say,
‘From a psychoanalytic point of view modern people [are] as much the survivors of
their history as they [are] the makers of it. We make histories so as not to perish of the
truth.’[1] Phillips is pointing to the importance of our experiences from early life in
influencing how we develop and ‘survive’ in the world as we find it. This chapter links
early developmental experiences to present-day dynamics between patients and therap-
ists, with an emphasis on patients with a marked propensity to borderline states of
mind.
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On the First Encounter
This group of patients will commonly have had experiences of early trauma, and childhood
abuse or neglect (estimated 30–90% in a recent review).[2] The quote above from Adam
Phillips gives an elegant description of the way in which these patients are continuously
influenced by their early traumatic experiences which pervade their lives. At the same time,
they find ways in which they can avoid being in contact with the pain of what they have had
to survive in order that they can go on surviving.

Furthermore, it is important that we don’t simply consider neglect as an absence of
appropriate care. Neglect of an infant will evoke primitive annihilatory fears, as an infant
left uncared for cannot survive. Therefore it is useful to consider the early experience of
neglect as a threat to the life of the infant. If we think about these early experiences, they
involve being in a position of helplessness and feeling threatened and in the case of abuse,
intruded upon. These patients tend to become disturbed if placed in situations which evoke
these feelings in them again; for example, when asked challenging or probing questions,
when left in silence in an unfamiliar situation, when they feel that they are not in control of
what is happening to them – all of which may occur in an encounter with a therapist. Their
reaction will often be one of anger with the unconscious aim being to push the other away,
to create space (remove the intruder), and to regain a sense of control. Displays of anger and
aggression do this effectively. With this response there is also a projection of the feelings of
being scared, out of control, humiliated, and small into the other, in this instance the
clinician. The experience of these feelings in the therapist can then evoke the wish to get rid
of the patient, to get away from them.

It is interesting to bear in mind a study that examined how people with a borderline
developmental organisation rated facial expressions. It was found that the study group
overrated neutral faces as expressing ‘negative’ feelings, such as anger or fear, and as being
untrustworthy.[3] This means that a patient with borderline difficulties entering a clinical
encounter may well experience a therapist’s neutral expression in this way and become
suspicious and defensive. This has significant implications for the therapeutic alliance.

Ogden[4] suggested that an encounter with the inner world of another person is always
suffused with anxiety – we are considering in this chapter patients with disturbed and
disturbing internal worlds. It can be a very unsettling thing for these individuals to
experience being taken in and understood, as it is unfamiliar and can feel intrusive and
exposing for the patient. Thus, the experience of psychodynamic psychotherapy can stir up
complex feelings for these patients. In the absence of an early experience of consistent and
considerate care – and frequently the opposite – we can understand how the patient will be
suspicious and alert to the anticipated attack or threat when entering a therapy.

Clinical Example Nora: Part 1

Nora was a young woman who arrived for her first session of therapy. Growing up, she
experienced her mother as critical and denigrating. The newly qualified therapist was struck
by her appearance. She was very attractive and dressed all in black with a T-shirt with a skull
image, heavy studded boots, with her hair and nails done immaculately, and multiple facial
piercings. She brought her three-year-old daughter with her, explaining that she couldn’t get
childcare. The therapist explained that it was important the she attend the sessions alone and
said that it was not appropriate that she bring her young child to the therapy. Nora immedi-
ately became enraged and said that she would not carry on with the session. She left and later
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contacted the service to say that she would not work with this therapist. She said that it was
a disgrace that the therapist did not take into consideration the importance to her of having
good childcare to enable her to enter into the therapy, and how difficult this was to find.

On reflection, we might think that coming to start therapy was a very anxiety-provoking
experience for Nora, something that she anticipated would feel exposing. We can under-
stand that although there may have been a very real difficulty in arranging childcare, at
another level Nora was communicating something to the therapist by bringing her small
child to the session. She was at the same time bringing childlike feelings of vulnerability in
herself and simultaneously projecting these into her daughter, who was a young child in
need of care, thus defending herself against these feelings of vulnerability and need. We can
consider Nora’s appearance as a kind of armour or carapace, a defence against feeling
vulnerable and not in control in this new and unfamiliar situation. The therapist’s intention
was to establish a secure setting for the therapy and ensure that Nora was able to use the
space for herself, and may have felt that her comment about Nora bringing her child not
being appropriate was neutral. We can see that Nora felt that the therapist’s comment was
critical, and she was likely to have felt humiliated, the implication being that she was stupid
and didn’t even know what was appropriate. The experience for Nora was of an uncaring
and critical mother figure who denigrated her, a transference of her experience with her own
mother. Her response was to get angry and leave, thus moving her away from these difficult
feelings of vulnerability and humiliation, and allowing her to feel she had regained control.

The therapist later admitted that she had been somewhat intimidated by Nora when she
first arrived and there may have been an enactment in response to countertransferential
feelings of being inadequate and not in charge, and thus an unconscious wish to denigrate
Nora and bring her down to size, so that the therapist no longer felt these things.

Self-Harm
One of the most challenging situations clinically is working with patients who self-harm,
and those who tell you that they plan to harm or kill themselves. A common situation is that
a patient will come to see you, often at the end of the day, last thing on a Friday, or out-of-
hours and, at some point in the interaction, disclose that they plan to cut themselves or that
they intend to end their life. The clinician is often left feeling very anxious and alone with
this, and they feel that they have to do something to keep the patient safe and to make things
better. If we think about this in the context of the patient’s early experiences, then we can
understand what might be happening in this instance. In Remembering, Repeating and
Working Through, Freud described the compulsion to repeat.[5] This is based on the idea
that when feelings and experiences, including traumatic experiences, cannot be borne or
contained, thought about, and processed psychically, they are acted out as behaviour. When
patients repeatedly self-harm or make suicidal acts, it may be understood as an unconscious
repetition of an act of violence that they previously experienced and that could not be made
sense of. The patient is spared the painful experience of remembering the trauma and
through action is put in a position of being in control, although temporarily, of something
that originally was completely out of their control. To give up the option of suicide is to
forfeit a crucial sense of agency and control.

We can imagine that as infants our early experiences are confusing, feelings are over-
whelming and inexplicable, and seem to come from nowhere or even somewhere external.
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As described in Chapter 2, a task of the mother (or other primary caregiver) is to help the
infant bear and then make sense of and learn about these emotions. The infant projects the
disturbing feeling into the mother who, in a state of reverie, uses her own mind and
experience to process and digest this experience. She then gives the infant back the feeling
in a digested and manageable form. This is the process of ‘containment’ described by Bion
(see also section on ‘Containment’ in Chapter 2).[6] An example of this is the infant who
wakes in terror in the middle of the night, having had a nightmare. The infant’s mother on
hearing the scream will go quickly to her child, while experiencing a fear herself that
something terrible is happening; then, after taking in the scene, will sit down and hold the
child, saying soothingly ‘it’s okay, it’s just a nightmare. I know it’s scary but it’s over now and
I’m here’. This not only comforts and soothes the child through touch and the sound of her
voice, but what is communicated to the child is that their mother has experienced the fear
and has understood it. It is something bearable and it will pass.

Patients with a borderline difficulty often don’t have this kind of early experience, and so
they have not developed the capacity to recognise feelings and to know that they are not
dangerous, that they are bearable, and will pass. What they are left with is a feeling that they
are experiencing something terrible, dangerous, overwhelming, and unbearable. There is no
sense that it will ever pass.

Acts of self-harm are frequently a response tomanage unbearable feelings. These and the
experience of suicidal thoughts can be understood as a wish to get rid of these feelings. If we
think about a man who leaves to go to work on a cold morning only to discover that his car
doesn’t start – this man will perhaps hit his car and say that it is a piece of junk and only fit
for the dump. We can understand that he does not want to destroy the car but just its ‘not
starting-ness’. However, in these patients that I am describing, there is a difficulty in
recognising and distinguishing a wish to get rid of an aspect of them that is experienced
as problematic (the ‘not starting-ness’), from the whole of themselves. The wish is extrapo-
lated to the whole, so they feel that they have to destroy all of themselves to get rid of the
aspect that is causing the disturbance.

We can also see that with the disclosure of suicidal intent, there is a projective commu-
nication of the unbearableness of what they are experiencing. In response to the communi-
cation, the clinician experiences a feeling of anxiety or dread, that there is something that
can’t be tolerated and so something has to be done to get rid of it. There is an intense
pressure to act, which is often responded to either by referring to another service or crisis
team, by prescribing medication such as anti-depressants or benzodiazepines, or in some
instances by arranging for the patient to be admitted to a psychiatric unit. These patients
don’t have an experience of thoughtful care or care as an emotional process and, as such,
they need concrete acts from the other in order to feel cared for. It is important to note that
sometimes we need to act to ensure the patient’s safety, but what is essential is that the needs
of the patient, the underlying dynamics, and the emotional experience are attended to
thoughtfully.

Clinical Example Nora: Part 2

After the initial meeting, Nora’s GP contacted the therapist who had seen her. He noted that
she had come to see him in a state of despair, feeling overwhelmed, and describing suicidal
thoughts. Her family were vocal in insisting that she needed help, that they could not
manage her, and that something had to be done. The GP noted that Nora’s mother and
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father were under the care of mental health services as her mother was dependent on
alcohol and her father had episodes of psychosis and was dependent on substances, and
that they had a difficult relationship with services themselves. They were adamant that she
needed to see a psychiatrist and to be prescribed medication.
The therapist met with Nora again and they agreed to start once-weekly therapy. In the

sessions, Nora struggled to speak about her feelings and would mostly talk about the
practical details of her life, often requesting that the therapist help her with certain tasks
around moving to her own flat or with applying for benefits. She would request letters of
support or references and referrals to other agencies. Between the sessions, Nora would get
drunk and leave telephone messages late at night for her therapist to say that she was
thinking of killing herself. On a number of occasions, the therapist was contacted to say that
Nora had presented at A&E out-of-hours, having self-harmed and describing suicidal
thoughts; however, when she attended the sessions following this, it was very difficult to
explore what had happened with her. She would say that there was no point and that she
was beyond help. One Monday morning Nora’s therapist arrived at work to see a message
saying that Nora had contacted the crisis team over the weekend, as she was suicidal and
had a plan to take an overdose. They had been very worried about her risk and she had been
admitted to one of the psychiatric wards and prescribed medication.

We can see that Nora’s experience from early in life was of being with ‘objects’ who were
either disturbed or who had blanked their minds with alcohol and drugs, and so had little
capacity to take in or process what she was feeling. As an infant, Nora’s normal attempts to
communicate her feelings to her mother by projection would have failed, as her mother was
not in a state to receive them. We know from Bion’s work that if this happens, in order to
evoke a response, the child will use increasing force with which to project her feelings into her
object. Nora had thus learned that the only way to get through to her objects was to violently
project her psychic distress into them.Wemight also think that what was communicated back
to Nora was that difficult or painful feelings could not be tolerated and had to be wiped out
with alcohol and drugs. Her family’s response to her expression of distress was to try and get
away from the feeling of anxiety that it evoked in them by insisting that mental health services
act to make her ‘better’, and by becoming angry that she wasn’t being adequately treated,
which included being medicated.

The Meaning and Dynamics of Self-Directed Attacks
Through acts of self-harm, the individual enacts both the role of perpetrator and victim of
something very damaging. This dual aspect can be identified in acts of self-harm or suicide
in that, in one way, the patient is engaging in something lively that is an attempt to reach out
to another and communicate distress; but there is also a murderous and angry attack on
both the self and the other. The act of self-harm is at the same time both a moving towards
and a destructive assault on connection and closeness. All acts have meaning and it is
important for us to consider both the apparent and the unconsciousmeanings of acts of self-
harm.

For example, a young woman takes an overdose after she discovers that her friend has
not invited her to a night out that she has arranged with others in their group. After taking
the tablets she texts her friend to say goodbye. Her friend calls an ambulance and the woman
is taken to hospital. Afterwards, the young woman explains that it was because she had an
overwhelming feeling of rejection and of being unwanted and worthless. She says that she
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feels like she is bad and so people don’t want to be around her. Her friend feels upset, but
also angry that her night out had been spoiled.

We can, however, also consider that there may be a more unconscious feeling of rage at
the friend and a wish to hurt her and evoke in her a feeling of guilt and of being the one who
is bad or damaging. There may be unconscious feelings of envy at her friend having
something she doesn’t and a wish to spoil the night out. It is helpful to reflect that the
communication within this act is that the young woman feels very hurt by her friend’s
actions and that she desperately wishes to be included and wanted. Also, just how painful
this feeling is for her, that it is not just upsetting, but it feels unbearable. We can see in this
example how projective identification has the dual roles of being both evacuative, in which
the young woman gets rid of the unacceptable feelings of anger and aggression, but that it
also communicates something of her experience in that it is the friend who ends up feeling
upset and angry.

Staff Countertransference Enactments in Relation to Self-Harm
When working with patients who self-harm and make attempts to kill themselves it is
important to recognise the anger and aggression within these acts. This is something
that is often either repressed or disavowed by the patient. It is split off and projected
as it is felt to be too dangerous or destructive. It is not uncommon for patients having
self-harmed or attempted suicide to describe experiences of feeling treated in a cruel,
dismissive, and uncaring way by healthcare professionals. This may be the patient’s
perception of care based on their projection of something aggressive into the health-
care professional. Alongside this, however, there may be an evocation of these pro-
jected aggressive or attacking feelings in the healthcare professional, which are then
expressed and enacted via projective identification, in acts such as suturing a wound
before the anaesthetic cream has taken time to work, using a harsh or dismissive tone,
or speaking to the patient about their self-harm in the A&E reception rather than
taking them to a private area. This can then reinforce in the patient an idea that they
are bad, toxic, or unwanted.

Splitting of the Self
Splitting of the self is something that is key within the act of suicide. Campbell and Hale
described there being a phantasy that the individual will both kill off the problematic
aspects of themself and their feelings in the body where these are often located, and at
the same time survive in an idealised state where these feelings, experiences, and
unwanted aspects no longer exist, ‘the surviving self’.[7] This state can be envisioned
as a permanent sense of peace. It is interesting to note that the most common drugs
taken in overdose are painkillers and anti-depressants, which can be thought of as
removing psychic pain. This phantasy is predicated on the patient’s experience of their
body as a separate, non-self object. There are moving descriptions of patients who have
been caught on CCTV as they jump in front of trains, that just as their feet leave the
edge of the platform and their course of action cannot be altered, they can be seen to
pull back; we can envisage that in this moment reality impinges on this phantasy and
these two states come together with a recognition of what the individual has done – that
they have taken the final step and killed themself in what can be thought of as self-
murder.
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Clinical Example Ikraam

Ikraam’s mother suffered from post-natal depression after he was born and never really
recovered from the depression. His father left them not long after he was born and, although
Ikraam made contact with him again in his teens, his father had another family and tended
not to return Ikraam’s calls or would find reasons he couldn’t see him. Ikraam was sexually
abused by one of his mother’s partners as a child. He felt very low and depressed and he
tended to cut himself on his arms and thighs. He was under the care of psychiatric services
who referred him for a psychodynamic consultation for assistance with understanding
Ikraam and his presentation. His community psychiatric nurse explained that he was
a pleasant but troubled young man who could be reflective at times. At consultation
Ikraam was pleasant and funny and the therapist warmed to him. He explained to her that
he felt that he had, at times, an inner angry voice which would tell him to kill himself. Ikraam
said that he wanted to live, but sometimes found it hard not to do as the voice said. From his
records, the therapist could see that Ikraam had made numerous suicide attempts and that
he frequently used drugs and alcohol. He explained that this was because of the voice and
that he had to do something to make it stop.

We can see in Ikraam the split, in which there is one part of him that desperately wants to
be taken in and which is pleasant and accommodating, and another more murderous and
destructive part reflected in the inner voice. There is a wish to get rid of his body which is
seen as damaged and damaging. He attacks his body which is identified with all the
unwanted, ‘bad’ aspects of the self, cutting himself, using drugs and alcohol. There is at
some level a phantasy that he could get rid of this ‘bad’ part of himself and leave a part that is
wanted and ‘nice’.

Relation to the Self and Other
Individuals with a borderline psychology often enter crisis in response to experiences of
rejection or threats of abandonment. Again, we can think of this in the context of early
experiences. As discussed, these patients have often had an experience of a lack of
a containing other, such that they have not yet developed a solid sense of an internal
containing object. Projective identification as a normal developmental phenomenon only
works if there is a responsive person to project into. Without this, there is then a feeling that
if the external object (who they depend on) leaves, they won’t survive. This is separation
anxiety which is well-known in infants, but less considered in adults. Fonagy described this
as there being a failure in the capacity for mental representation of the other with a resulting
impairment in object constancy and an inability to keep the other in mind when they are
absent.[8] Without a dependable and containing other, there is a corresponding deficit in the
self-representation – the individual lacks a sense of who they are, and may struggle to make
sense of their feelings and intentions. As they grow up, the individual may therefore attach
themself to another person, who provides a temporary representation for the individual,
which becomes their identity. This representation is unlikely to be a reflection of the
individual’s ‘true’ feelings and intentions, but more like putting on a set of clothes to wear
picked off a shelf. When that other person leaves, the patient’s representation or identity is
lost with them and they are left with a feeling of falling apart and an associated annihilatory
anxiety. For example, a patient was immersed in the world of sport when he was with
a girlfriend for whom this was important. However, when the relationship broke down, the
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patient found that he had no real connection to or interest in sport and felt a profound
feeling of emptiness. He quickly got into a relationship with someone else. Her interests in
theatre then ‘became’ his.

The early developmental dynamics become further complicated if a caregiver, on
whom the patient was dependent for survival as a child, was either unpredictable and
erratic or intrusive and abusive. In this situation, there may be a fear of being close to the
caregiver coupled with a fear that if they are separated they will perish. This can lead to
the ‘claustro-agoraphobic dilemma’ described by Henry Rey where some patients seek
closeness and contact and then feel overwhelmed and intruded upon (claustrophobic);
they push the other person away and then feel terrified of being alone and helpless
(agoraphobic), so again they seek closeness.[9] It is helpful to keep this in mind when we
consider how patients with a borderline psychology may present in crisis. This can be
illustrated if we return to the example of Nora (see also Chapter 14 for a discussion of
when projective identification dominates a person’s psychological functioning to an even
greater extent).

Clinical Example Nora: Part 3

Nora contacted her therapist as she was feeling very distressed. She had received a text
message from her partner to say that she wanted to have some more space as things had
become quite intense between them lately. Nora felt immediately angry, then devastated,
her emotions were all over the place. She was left feeling that there was no point to life and
she was thinking of killing herself by taking an overdose of amitriptyline. She didn’t feel able
to keep herself safe and could see no other way. Her therapist called her and suggested that
she work with the crisis team, but she immediately responded that she didn’t want to see
a lot of different people who she had never met before. The therapist suggested admission
to a crisis house, but Nora rejected this suggestion saying that that wasn’t going to solve
anything. She became angry with the therapist’s suggestions and hung up, saying she was
going to go and take the overdose.
The therapist discussed the situation with the team psychiatrist and ultimately Nora was

detained under the Mental Health Act and admitted to an acute psychiatric ward. While on
the psychiatric ward she was withdrawn and didn’t discuss her thoughts with the nursing or
medical staff. She was found on a number of occasions having cut herself with razor blades
that she had hidden. The ward team had a discussion and felt that the admission was not
offering any therapeutic benefit and made the decision to discharge Nora. When this was
discussed with her, she became very upset and said that she was going to kill herself and she
was not safe to go home. She was given an unescorted pass from the ward on the day before
the planned discharge, but when she returned to the ward she disclosed to staff that she had
taken an overdose of morphine that she had purchased online. Her urine drug screen was
positive for morphine. The medical staff felt that they could not then discharge her from the
ward as the risk was too high.

We can see here how Nora feels terribly anxious when on her own and reaches out for
help and contact, but then when there is an attempt to get closer to her and bring her into
either the crisis team or ward, she feels overwhelmed and intruded upon and withdraws,
accompanied by an increase in her disturbance. If there is then a move away by the
clinicians, she again feels extremely abandoned and scared and through self-harm commu-
nicates this, and so the clinicians bring her close again.
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Some interesting research has been done examining the experience of rejection and
exclusion in individuals with borderline difficulties. The study found that when these
patients were placed in simulated situations where they were excluded or rejected, individ-
uals with borderline difficulties experienced greater negative affect than those without. Also,
those with borderline difficulties felt rejected, even during situations of inclusion.[10] Thus,
we can see that there is an extra sensitivity and increased negative response to rejection in
these individuals. One of the key features of someone with borderline difficulties is fear of
abandonment and attempts to avoid this experience.

The Process of Ending Therapy with Someone with Borderline
Difficulties

Clinical Example Nora: Part 4

Nora hadworkedwith her therapist for nearly a year and a half, and theywere approaching the
planned end of the therapy. Her therapist had been impressed that she had made moves
towards becoming more aware of her experience of others as being uncaring and that they
didn’t listen to her. Nora was able tomake a link between this and her feeling with her mother
when she was growing up, and reflected that actually it might not be the case that people in
the present day didn’t care, but that this was just how shewas perceiving them. As the sessions
got closer to the end date, Nora’s therapist noticed that she was increasingly late for sessions
or would not attend, leaving no message. She began receiving calls from Nora’s GP, who was
worried about her as she had been attending the surgery saying that she was feeling very low
and was having more thoughts of suicide. Her self-harming had become worse again, having
decreased and stopped over the course of the therapy. Her GP expressed concern, saying that
this was not the right time to end the therapy and asked Nora’s therapist to extend it until
things were more stable again. Nora’s therapist wondered what had happened to cause this
deterioration after her having done so well, had she said or done something wrong?

As the end of the therapy approaches, Nora begins to anticipate the loss of her therapist
and finds this very difficult. It brings up feelings of being abandoned and left on her own
without care. This creates huge anxiety in Nora, which she manages by (unconsciously)
projecting it into her GP. Her GP then experiences anxiety and a sense of being left on his
own with something disturbing and scary, with an accompanying sense of dread. He acts to
manage this by trying to prevent the ending. We can also understand Nora’s therapist’s
feeling of having done something wrong as an identification with Nora and her feelings that
she must have done something wrong to be gotten rid of by her therapist. This situation
reflects how painful loss of the therapy and the therapist is, and that Nora manages this by
avoiding it and creating the feeling that the therapy and therapist are no good. If they are no
good, then there is nothing to miss.

As discussed in Chapter 8, there are multiple, complex, and difficult feelings that come
up with the end to a period of therapy. These may be particularly so in someone with
borderline difficulties, and it is therefore essential to be aware of these feelings and to speak
to them in the therapy so that they can be thought about and worked through. Loss is always
a painful thing, but being able to bear that loss and still hold on to having had something
good is an extremely important experience and one that many of these individuals have
never had.
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Some Adaptations of Technique
If we understand what underpins the relational difficulties that these patients have, we can
take them into account in the therapeutic work with them. It is vital to have clear and
consistent boundaries so that when there are enactments or acting out by either the
patient or the therapist, these can be noticed and brought into the therapy. Because of
the tendency to misinterpret neutral expressions as untrustworthy or hostile, it is import-
ant to be more expressive than would usually be the case. These patients tend to make
assumptions about what the other person is thinking (e.g. ‘I am a burden and not worth
their time’) or feeling (e.g. ‘they want to get rid of me’). They can find evidence for this in
neutral gestures (e.g. ‘the therapist is late whichmeans they really don’t want to see me’). It
can be helpful to be curious about what their experience of you as therapist is. Therapist-
centred interpretations can be problematic. Interpreting ‘you feel that I am judging you’ is
likely to evoke the response ‘yes, because you are’. There is an experience for these patients
that what they think and feel is undoubtedly what is real. This is what is termed ‘concrete
thinking’ or the lack of an ‘as if’ quality; so the therapist’s interpretation might not be
understood as ‘you are experiencing me as if I am judging you because this was your
experience of your mother’, but as a statement of fact. Given this struggle to mentalize,
rather than making a classical analytic interpretation, it can be more helpful to take
a stance that is curious about and empathic of their experience, rather than knowing or
interpreting from a position of certainty. For example, ‘I wonder if when I said X you felt
that I was judging you. I imagine that would make you feel hurt and angry with me.’ This
stance of curiosity and transparency on the part of the therapist can feel more helpful with
the patient who has been traumatised in the past, and struggles to reflect on what is in the
other’s mind in the present.

A patient operating at a borderline level quickly moves to certainty about what the
therapist is thinking, often that it is negative or critical, and then takes up a defensive position.
The therapist can have an analytic formulation or theory inmind andmake use of this to help
the therapist understand the dynamics, projections, and transference–countertransference
relationship, but this doesn’t necessarily need to be interpreted to the patient. It is, however,
important to try and work with the patient to understand and articulate their feelings in the
room with the therapist, even if these are hatred, contempt, or anger. This should be done in
a caring and non-judgmental way, which does not act to accuse, humiliate, or push the feeling
back into them. The aim is to help the patient recognise and name their feelings and
experiences, so that they can be worked through. As detailed above, it is important to
understand where splits occur and it can be helpful to talk to both sides of the split; for
example, the feelings of being vulnerable and exposed, and angry and contemptuous. The
therapist might say ‘It seems that you have more than one feeling about the therapy as we are
coming to the end. On the one hand I think you feel that seeing me has been helpful and you will
miss the therapy. But on the other hand there are perhaps feelings of anger that it is ending and so
you can then go to a place where you feel that it was inadequate and you are left no better.’ It can
be helpful when the therapist attempts to integrate these experiences of the patient, bringing
the experiences closer together, and accepting the ambivalent feelings that the patient has for
their objects: both a love and pining for and anger and hatred (see theory Chapter 2 for further
discussion on splitting and the paranoid-schizoid position). This is a painful process as it
involves getting in touch bothwith the disturbing past and also the damage that has been done
by the patient to themself and others.
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Concluding Remarks
Therapeutic work with people who have experienced complex developmental trauma can
pose challenges on a clinical and emotional level. However, if we can understand the meaning
behind a person’s behaviour, the way it impacts on clinicians and others, and how it is rooted
in their early relationships, this canmake the work rewarding and useful. A therapeutic space,
informed by this understanding, can provide the means for them to get to know themselves
better. This involves beginning to unpick how, as Adam Phillips describes, the fear of
‘perishing from the “truth”’ of their early experiences leads to them creating a history that
is unconsciously relived around them and by which they are tormented, and at the same time
reassured. This then allows for the possibility of remaking their story.
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Introduction
In Freud’s theory of primary narcissism, he described an inborn hatred of those aspects of bodily
and mental life and the external world which, being outside the subject’s control, were experi-
enced as alien, disturbing, and demanding.[1] He proposed this hatred was overcome by treating
the unpredictable external world as part of the ego so it came to be loved as belonging to the self.
Ultimately this egocentric viewmust be relinquished in favour of recognition of the individual’s
true state of dependence upon the external world. In this way Freud saw narcissism as a normal
stage in psychological and psychosexual development. Confusingly the term narcissism is used
in different ways in the contemporary psychoanalytic literature, referring to the phenomenon of
lack of interest in others and self-preoccupation; describing an innate tendency within the
personality that opposes relationships outside the self; and finally it is used to refer to a specific
set of personality dysfunctions called the narcissistic difficulties.[2] This chapter will use the term
‘narcissism’ in this third sense, referring to problematic patterns of relating that result from
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narcissistic defences; in particular, two states of mind which arise from projective identifica-
tion (PI).

This chapter sets out theway inwhich the persistence of narcissistic defences into adulthood
results in a disordered psychosomatic experience of self in relation to other, giving rise to
marked interpersonal difficulties across a range of settings, and psychic and somatic symptoms.
The more severe the underlying disturbance, the more common the trans-diagnostic presenta-
tions and themore physical health, mental health, and social care services these patients attend.
This chapter focuses on a psychodynamic understanding of patients with the most severe
difficulties who ultimately find their way into inpatient settings and require a system-wide
approach. It is written for mental health professionals, having implications for all whose work
brings them into contact with these patients. For information, in Box 14.1 we explain the
overlap and differences between the focus of this chapter compared with Chapter 13.

In this chapter, a psychodynamic formulation and description of the states of mind
arising from narcissistic defences is offered (the Relational Affective Formulation),[3] along
with case studies for illustration and some suggestions about using the formulation in
everyday practice. For clarity, in this chapter patients are referred to as he/him and ‘mother’
is used, being less clumsy than the more neutral term ‘primary caregiver’.

A Psychiatric Perspective

Severity
A spectrum of severity of interpersonal difficulties is recognised, and described as
‘personality disorder’ in the ICD 11 classification.[4] Patients at the severe end of the
spectrum have more pervasive disturbance in their relations towards themselves and

Box 14.1 Overlap and difference between this chapter on narcissism and Chapter 13
on borderline dynamics

There is some overlap in focus between the present chapter on narcissism and the previous
chapter on the dynamics of borderline states of mind. Both chapters are talking about
presentations where the defences of splitting, projection, and projective identification are
dominant.
The key difference in focus between the two chapters is the degree to which projective

identification is used, in terms of how much it is employed, and how intensely. This varies
between people.
Chapter 13 discusses people with this constellation of defences who have unstable

relationships and may harm themselves. Chapter 13 has an emphasis on clinical examples
where projective identification, whilst important, does not preclude a degree of ‘real’ relating
to others. Such people may have periods of crisis, some of which may result in a short
inpatient stay but are less likely to get ‘stuck’ in escalating problems as an inpatient.
The present chapter focuses on clinical presentations where powerful projective identifi-

cation is used in a more protracted way, such that it dominates almost all psychological
functioning. A person needs to be able to relate to the other as a separate person in order to
make therapeutic progress. When someone is continuously relating to others in terms of
a projected part of themself (the narcissistic presentation), they are always cycling round
defensive processes, lurching from one crisis to another; they cannot take in ideas, informa-
tion, or learning from others and the external world. This can lead to more extreme
encounters where staff and patients get stuck in entrenched positions with seemingly no
way out. This is the subject of the present chapter where a system-wide approach is required.
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others, more profound difficulties in experiencing and expressing emotion and
appraising their own and other’s feelings, and greater difficulty with impulse control.
One of the consequences of this global impairment is an increase in the likelihood of
hospitalisation.[5] Whilst most clinicians express the view that people with marked
relational difficulties are best cared for in community rather than inpatient settings,
the evidence suggests that they account for around 20% of acute mental health bed
occupancy.[6,7,8] In some instances, admission is unavoidable as a consequence of
persistent para-suicidal behaviour or physical health complications of associated con-
ditions. A common, but not universal, finding is that admission itself appears to
escalate the severity of symptoms, especially when patients are detained under the
Mental Health Act. ‘Severity’ in this context refers to the likelihood of hospitalisation
as a consequence of risk to self.

Complexity
In this chapter, complexity refers to the associated conditions which becomemore common
as the severity of the underlying relational disturbance increases. These associated condi-
tions include eating disorders,[9] somatisation,[10,11] substance misuse,[12] and neurodeve-
lopmental conditions including autistic spectrum disorder.[13]

Mental health pathways are often organised in symptom specific specialisms such as
specialist eating disorder or complex needs services, liaison psychiatry, and health psych-
ology. These services can struggle to manage the trans-diagnostic presentations of patients
with marked relational difficulties. Commonly, when one symptom is managed another
emerges, so patients can move between services, becoming system-wide frequent attenders
across physical health, mental health, and social care. Usually, no one pathway addresses
their difficulties as a whole.

These associated conditions increase the likelihood of hospitalisation in either physical
or mental health services. For example:

– Increased impulsivity associated with problematic use of alcohol and drugs
– Disordered eating

– Food restriction leading to rapid weight loss requiring refeeding
– Physical health consequences of frequent bingeing and purging

– Investigation and surgical interventions for functional physical symptoms.

Unwanted Consequences of Admission
Once admitted, problems commonly arise in management. Professionals observe that
patients tend to get worse in inpatient settings and so are concerned about the potential
for iatrogenic harm. It is important to say that there is some evidence admission can be
beneficial to such patients.[14] However, these fears can be based on a realistic awareness of
lack of specialist expertise and direct experience of the powerful transference and counter-
transference responses in teams working with this patient group.

Many clinicians will be aware that iatrogenic harm can in fact arise. This may result from
certain interactions between the patient’s inherent difficulties and aspects of inpatient care,
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or from the clinical team themselves becoming disordered in the way they relate to the
patient, as in the examples in the following bullet points.

Factors related to How the Patient May Experience Inpatient Care
• Removing responsibility from the patient, for example, through detention under the

Mental Health Act, can exacerbate regressed feelings and behaviour.
• Professionals who have adopted legal responsibility for a patient may be obliged to step

in to prevent para-suicidal behaviour. Where the patient’s difficulty originates in the
need for relational control this can result in escalation.

• Where restraint results from attempts to prevent para-suicidal behaviour, the attempt to
provide ‘safe holding’ can replicate historic abuse.

Professional Factors
• Professionals’ attitudes can become split towards patients with marked relational

difficulties, resulting in discriminatory exclusion or over-involvement and enactments
of relationships which cross the professional/personal divide.

• Professionals can feel under pressure to over investigate and treat functional physical
conditions leaving them in doubt about whether they are participating in the patient’s
self-harm.

• The emotional obstacles to discharge from hospital can result in institutionalisation of
the patient.

For health and social care professionals, being clear about the distinction between providing
care and doing harm is an important container for anxieties about professional roles.[15]

Where this distinction becomes unclear, professionals can become personally anxious in
a way which is outside their usual working experience. This is especially so when teams have
had little training to work with people with these trans-diagnostic presentations, or are
relatively inexperienced.

A Psychodynamic Perspective
To understand such complex patients, it is important to understand both the anxieties and
defences which underlie their behaviour. This requires some translation between psychi-
atric and psychodynamic thinking. ‘Personality disorder’ is of course a psychiatric term,
defined in ICD-11 as ‘An enduring disturbance characterized by problems in functioning of
aspects of the self . . . and/or interpersonal dysfunction . . . ’[4]

This focus on relating between self and others accords with the psychodynamic
emphasis on disordered relating. In psychodynamic terms, these patients rely on narcissistic
defences to manage their anxieties.

Narcissistic Defences and Projective Identification
The term narcissism is derived from the myth of Narcissus who fell in love with his own
reflection, failing to recognise that the beautiful young man he was looking at was, in fact,
himself. As stated in the introduction, our psychodynamic concept of narcissism started
with Freud.[16,17] Freud’s contributions were later developed and described in object
relations terms. Henri Rey described the developmental task facing the infant, who comes
into the world in a state of complete helplessness and dependence on an ‘other’ over whom
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they have no control. The infant, in a state of absolute dependence, must come to terms with
the reality that the other is at once needed, good, and separate.[18]

This state would be extremely anxiety-provoking if the baby were not protected from the
reality of its position, by ‘mother’s’ attentive responsiveness which allows the baby the
illusion of being powerful and in control of her comings and goings.[19] When mothering is
‘good enough’, the baby’s disillusionment takes place at a pace which doesn’t exceed the
baby’s capacity to tolerate anxiety. However, where the baby’s anxiety becomes excessive,
through excessive hunger or frustration or the mother’s inability to respond contingently
upon their needs, the baby may no longer be able to avoid being aware that their survival
depends upon the presence of a mother who is not under their control. A premature
awareness of their true state of helplessness may exceed the baby’s limited abilities to
tolerate distress. This may arise either in a few episodes of extreme distress or through
ongoing relational non-attunement on the part of caregivers.[20]

In this case, the baby must find a way to defend themself against intolerable reality. Two
alternatives are available – they can either develop a phantasy that they and mother are not
separate at all; or they can develop a phantasy that, although they are separate frommother,
they do not need her. Either way the original anxiety-provoking problem is solved, but at the
cost of a distortion in the perception of the real relation between self and other. These two
defences are the narcissistic defences, so-called because the infantile solution is carried
forward into relationships in adulthood, which are coloured by the projection of parts of the
self onto the other. In a sense, when the patient is relating to others, he is always looking at
his own reflection, a projected aspect of himself, instead of being able to relate to others as
separate intentional beings with motivations that might bear little relation to his own.

In psychodynamic terms, narcissistic difficulties differ fundamentally from ‘neurotic’
difficulties. In neurotic conditions, the psychological defences are intrapsychic, being defences
within the psyche of the individual. For example, in repression, psychological conflicts are
resolved by rendering problematic mental contents unconscious. In contrast, in narcissistic
difficulties the defences are interpersonal, the defence mechanisms being projection and
projective identification. A narcissistic defence requires the presence of another person to
participate in the defence and to manage anxiety. In some instances, the need for the
immediate presence of the other is obvious, in others the ‘other’ must be available, but kept
at a distance because of the projection they carry. Before going further, it is necessary to
explain the psychodynamic term Projective Identification (PI) (see also section on ‘Projective
Identification’ in Chapter 2). PI differs from projection. In PI the patient’s projection elicits an
identification in the other so that the other unconsciously becomes an active participant in the
patient’s projective world, unwittingly acting out an internal object relationship.

Ron Britton described two forms of PI which he considers of central importance in
people with narcissistic difficulties.[21] These two forms correspond to the two narcissistic
defences described above. They are acquisitive and attributive projective identification.

In acquisitive PI, the mental and bodily attributes of the other are treated as though they
truly belong to the patient – in this state of mind the patient behaves as though ‘You are me’.
Otherness is denied, two minds and bodies are felt to be one. In the original infantile
situation, mother is related to as though she and baby exist inside the same skin and all that
represents separateness between them is attacked.

In attributive PI, painful or threatening attributes of the self are disavowed and treated as
though they belong to the other – the subjective connection with the disavowed part is
denied, one mind/body is felt to have become two. In this state of mind, the patient behaves
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as though ‘I am you’. Dependent parts of the self are projected, the patient behaving as
though they need nothing and provide all.

It is important to emphasise that both defences operate at a psychological and somatic,
bodily level. Both mind and body of self and other participate in the projective process. The
real external world ‘other’ participates through experiencing a characteristic countertrans-
ference in each state which may be somatic, and through the implicit pressure to act in
accordance with the patient’s phantasy in response to the projective process (see later
section on Transference, Countertransference, and Formulation).

Concreteness and Containment: What Admission Means
One more important concept is required to make sense of patients with such complex
presentations – that concept is the concreteness of infantile emotional experience and the
process of symbolisation required to relate and communicate symbolically and verbally in
adulthood. Small babies do not experience themselves or their parents conceptually, they
experience them directly through gesture, facial expression, and the timing and vitality of
interactions between parent and child.[22,23,24] Containment in the first instance is physical
‘holding’. The infant may infer in the course of time that the actions of their parent are
motivated by a mind and ultimately may come to feel that they are contained by or held in
the mind of others, but this is not their experience in the first instance. From these concrete
beginnings it appears the dyadic interaction between mother and infant is essential to the
development of the capacity to symbolise.[25]

From birth, infants orient themselves towards the faces of others and spontaneously
engage in playful interaction. The developmental importance of this is demonstrated by the
still face experiment and the distress evident in infants who are temporarily deprived of the
anticipated responsiveness of their mothers.[26] In the first instance, infants see the world
from their own egocentric perspective. Dyadic interaction brings about an important
developmental shift. Towards the end of the first year of life, a new realisation occurs that
their point of view is just one amongst many. Before this change comes about, the baby will
look at their parent’s hand if they point to an object. Subsequently they will follow the
parent’s gaze to see what they are looking at.[25] They have taken the first steps from an
egocentric to an allocentric perspective, that is, the ability to recognise another’s point of
view. This allocentric perspective, also referred to as secondary inter-subjectivity,[22]

appears to be a critical step in the development of the capacity for abstract thinking,
symbolic play, and semantic language during the second year of life.[27]

In short, the capacity for symbolisation is dependent upon the capacity of parents and
their babies to engage affectively in dyadic interaction during this critical period.

Patients with narcissistic difficulties may have significantly impaired capacities for
symbolisation.[28,29] These may arise because of neurodevelopmental vulnerabilities, rela-
tional and mentalizing failures during development, or the capacity to symbolise may be
undermined by the projectivemechanisms described above.[21,3] The absence of the capacity
to symbolise has some important consequences for:

– The perception of their surroundings and relationships. They experience themselves as
trapped inside or outside the physical spaces they occupy, and similarly either excluded
from others’ minds or trapped within others’ controlling influence.[18]

– The quality of the objects which populate their internal world.[21,30]

– The way in which patients with these difficulties communicate through body language.
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One of the important principles here is that patients with narcissistic defences are often
developmentally archaic (sometimes referred to as ‘primitive’) in psychodynamic terms.
This may be because psychological development has been delayed by constitutional or
relational deficits or as a result of regression. Regression commonly arises in patients with
narcissistic defences following separations from significant others in adulthood, or from the
patient’s emerging dependence on professionals. In these circumstances, internal objects are
concrete, archaic, and persecutory and are projected into the environment. In people with
a well-developed capacity for symbolisation, containment of overwhelming feelings can be
provided by being understood and held in mind by a dependable other person. For patients
with narcissistic defences, this symbolised form of containment is not enough. For those
with the most severe difficulties, relief from overwhelming anxiety can only be achieved by
being inside a physically containing object such as an inpatient setting. However, because of
their primitive concrete relational world, the physical setting tends to be experienced in
a claustro-agoraphobic way.[18] This is a paradoxical emotional world in which the solution
to the emotional problem for one part of the patient threatens the survival of another part. It
has important implications for psychotherapeutic work and psychiatric management of
those patients with the most severe and complex relational difficulties.

In these patients, the mode of communication is concrete, predominantly carried out
through body language. Emotional feelings are not put into words but communicated
directly, for example, through self-harm, disordered eating, or somatic symptoms. These
expressions through action evoke emotional responses and disturbed states of mind directly
through PI in others.

Transference, Countertransference, and Formulation
For professionals one of the most taxing aspects of work with this patient group is the
paradoxical transference and countertransference. This can best be understood by recog-
nising that some patients with marked relational difficulties tend not to experience mixed
feelings, their feelings are split, and they commonly experience themselves in parts which
are in conflict with one another. The solution to emotional problems with separation for one
part of the personality – that is, containment as an inpatient – threatens another part of the
personality which feels trapped and controlled.

Clinical Example 1

In the patient’s paradoxical internal world, care and harm can feel inseparable. This is
perhaps not surprising given that many have had traumatic experiences during childhood.
Trauma tends to be relived rather than remembered. When a person with marked relational
difficulties in an inpatient setting relives a traumatic experience, they may try to harm
themselves. If detained under the Mental Health Act, nursing staff may feel obliged by
their position of legal responsibility to intervene to keep the patient safe. This can lead to
nurses restraining a patient who is determined to harm himself. In doing so nurses are often
aware that they are enacting the original traumatic incident. They may feel that they have
become the abuser whilst trying to fulfil their duty of care. If they stay with the patient and
observe them one-to-one, they can soon realise that removing responsibility for staying safe
can also make the patient more disturbed. Not surprisingly, they may conclude that the
admission is not useful or even harmful and the multi-disciplinary team may decide collect-
ively to discharge the patient from their section and from hospital, on the basis that they are
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not making therapeutic use of the admission. Within a few hours or days, the patient’s
repeated high-risk suicide attempts and numerous Mental Health Act assessments result in
readmission in one setting or another. Teams can feel unable to escape a re-enactment with
the patient in which they alternately ‘trap’ the patient by detaining them in inpatient settings
and ‘drop’ them when the relational consequences become intolerable. The revolving door
continues despite the team’s best efforts to provide therapeutic care.

Commonly the whole health and social care systems are involved in trying to manage
such complex patients and may feel stretched to breaking point. Under such circumstances,
finding a way forward for the whole system and the patient requires a clear formulation of
the patient’s problem, which can be shared with the patient and the agencies involved in
their care. The formulation is practically useful, informing co-ordinated system-wide care
and identifying what form of psychotherapeutic work is needed. It is also emotionally useful
in making sense of the relational world professionals are engaged in when working with the
patient.

Psychodynamic formulation aims to account for all the patient’s associated symptoms and
the relational repetitions taking place with the team. Understanding PI and the concrete
emotional world of the patient is an important step in being able to develop a formulation.
The Relational Affective Formulation (RAF) is a helpful template for developing formulations
for complex narcissistic cases. Its starting point is the claustro-agoraphobic transference and
countertransference which commonly arises, as introduced earlier. This transference arises
from an internal object world that Henri Rey termed the claustro-agoraphobic dilemma (this
concept was introduced in Chapter 13).[18] This can be most easily understood by looking
more closely at the two types of projective identification described by Britton.

Acquisitive Projective Identification (PI)
Earlier this was described as a solution to the problem of premature awareness of the
absolute dependence on a separate other. To recap, in this solution the separateness of the
other person is denied so that two people (self and other) are experienced in phantasy as one
person or are felt to exist inside the same skin. In projective identification the other is
unconsciously pressed to act in ways which conform with this phantasy, that is, as though
themind and body of the other belong to the self. So long as the other behaves in accordance
with this phantasy, then the other is loved. As soon as the other behaves in a way that brings
home the reality of their separateness, they are ‘hated’. This may take the form of aggressive
behaviour, either physically or mentally, until the other person falls back into compliance
with the acquisitive phantasy. This not only applies interpersonally between the patient and
professionals but also from the patient towards any aspect of his ownmental or physical self
that reminds him of the reality of his separateness from and dependence upon the outside
world. For example, in the physical domain this may include appetite and the need for food,
drink, or sex which must be constantly available, leading to bingeing or sexual vulnerability.
In the psychological domain, adult functioning may be undermined because it signifies
independence and so the patient may become more concrete and childlike in their
behaviour.

Acquisitive PI results in a state of mind which has clinical and interpersonal character-
istics, which all occur together. It comes about following an event in which the narcissistic
patient can no longer remain unaware of their separateness from, or loss of, a person whom
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they depend upon. Following the loss or separation the patient feels uncontained, dropped,
and agoraphobic. The solution to the conscious recognition of separateness is to ‘get inside
the object’. The ‘object’ here refers to an internal maternal object in phantasy which is
enacted concretely in the act of gaining admission to hospital. This may be brought about by
life-threatening para-suicidal behaviour which generates anxiety in others, realistic or
otherwise, about the imminent possibility of the patient’s death. Where this results in
admission, this is experienced by the patient as a form of re-entry to mother’s body, the
hospital being the ‘brick mother’.[18] What psychiatrists call ‘risk’, psychodynamic psycho-
therapists call ‘projected anxiety’. In acquisitive states, anxieties about imminent abandon-
ment and states of helplessness are projected into the team though the patient’s threats to
abscond or to make suicide attempts. To manage these risks/anxieties the team may detain
the patient so that they can’t leave or keep them under constant observation to prevent high-
risk suicide attempts. However, this leads to a cascade of consequences. Once ‘inside’ and
receiving one-to-one care, the patient feels themselves to be ‘inside mother’ in a system that
provides all. In this state and environment, they increasingly lose contact with or attack their
capacity to function as an adult driving a regression to increasingly archaic and infantile
forms of relating. This form of progressive regression was described by Balint as ‘malignant
regression’, contrasting it with therapeutic regression in the service of psychological devel-
opment, which is characteristic of patients with less severe difficulties. This can be seen to
take the form of childlike behaviour such as loss of continence or the reliving and re-
enactment of traumatic childhood experiences, as described in the first clinical example.
This can extend to loss of the capacity to communicate verbally and psychomotor retard-
ation more usually associated with severe depression. These presentations are commonly
mistaken for depression which can also occur commonly as an associated condition.
Patients in this state may in fact appear to be overwhelmed with feelings that they are
unable to express (feelings without words). Britton called this hyper-subjectivity. As he puts
it, in acquisitive states, objectivity is intolerable. This type of projective identification was
first described by Rosenfeld who called it thin-skinned narcissism.[31] This ‘thin skin’
describes the interpersonal and sensory boundary of the self, which can all but disappear
with sensitised visual and auditory perception and overwhelming affect.

Clinical Example 2 Predominant state: acquisitive PI

This account is highly condensed, describing an intervention by an experienced psychoana-
lytic psychotherapist. It is not a recommendation for routine practice.
Miss A developed disordered eating in her late teens as she was thinking about leaving

home. She refused to eat her mother’s food and developed orthorexia, confining herself to
eating one food type at a time. Following an argument with her mother, she tried to storm
out but on reaching the front door was physically unable to cross the threshold. She got
a holiday job and whilst at work one day came to a stop again. She was unable to move and
stopped eating and drinking. No physical abnormality was found and shewas admitted to an
acute mental health unit. She remained akinetic and mute, was thought to have catatonia,
and this was presumed to be a first psychotic episode. She remained unresponsive despite
ECT and a long admission during which she was incontinent and required full nursing care,
including nasogastric feeding. Following a long admission, her diagnosis was revised to be
‘dissociative’ rather than psychotic.
She emerged from this state after a therapeutic intervention. During phases when her

symptoms improved a little, she could indicate her wishes by eye movements or hand
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gestures. The psychotherapist visited her on the ward and carefully reviewed her history.
Miss A gestured her willingness to be seen so the therapist instructed her to stand and
applying gentle pressure to the small of her back propelled her to a seat in the garden whilst
commenting as they went ‘This is interesting, it is like I am the mind and you the body and
we are joined just as though you were my arm or leg’; Miss A nodded. Once seated outdoors
the therapist pointed out how Miss A had come to a stop when she was trying to work out
how to leave home. Perhaps going to hospital had been the only way she could manage to
leave, but now she was stuck inside again. If the therapist could arrange for her to live in
supported accommodation and attend psychotherapy as an outpatient, would this solve the
problem for her? Miss A signalled her agreement that this was what she wanted. A day or two
later she emerged from the akinetic state.

Formulation
Miss A’s mother, by her own admission, had significant problems managing loss and
separation herself and had not been able to support Miss A to develop an identity as
a separate person in her own right during her early years. Because Miss A was not able to
tolerate loss and separation, she could not emotionally manage the imminent arrival of
adulthood in her teens. She attempted to separate concretely by refusing her mother’s food
(an attributive dynamic) and attempting to leave the house only to find herself unable to
motivate her own action to cross the threshold. Her akinetic state, incontinence, and food
refusal requiring 24-hour nursing care represented an unconsciously motivated profound
regression to an infantile state to relieve her from the anxieties of separation. She required
the nurses to care for her as if she was a baby who could do nothing for herself. The akinesis
represented a state of psychosomatic unity between herself and others in which she passively
responded to their instructions as though she was a part of their body. The psychotherapist
who had come across these presentations before conveyed her to an outdoor space,
recognising her to be in a ‘trapped inside’ acquisitive state, describing to Miss A the state
of psychosomatic identity as she did so. The conversation about finding a solution to
Miss A’s problem in making a separation, by providing her with therapy and an alternative
place to live so she didn’t return home, appeared to bring her out of the regressed state. It is
worth noticing that intervention was as much concrete (conveying her outdoors, providing
her with a place to live) as it was verbal.

Attributive Projective Identification (PI)
This is the alternative defensive solution to the problem of premature awareness of the
absolute dependence on a separate other. To recap, in this ‘solution’, painful, threatening, or
dependent attributes of the self are disavowed and treated as though they belong to the
other. The subjective origin of the disavowed part is denied. In this way one mind is felt to
have become two, the boundary of the self being redrawn to exclude the disavowed part. The
countertransference in attributive PI differs from acquisitive in that professionals may find
the patient difficult to engage, to be remote emotionally, and poor at attending appoint-
ments whilst aspects of their behaviour, such as not eating or psychosomatic presentations,
may mean they cannot be discharged. The patient appears claustrophobic, being afraid of
that disavowed aspect of themselves which would lead to ‘admission’ to a trap from which
they cannot escape. Where these presentations are very risky, professionals may go to
increasing lengths to engage the patient. A patient in this state may feel it is the professional
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who needs them to engage rather than recognising that they themselves need help. It seems
the patient needs professionals to continue to be involved, so that others feel left in the state
of helpless uncertainty, which the patient cannot allow themself to feel. Whereas patients in
acquisitive states direct their aggressive feelings towards anything that threatens to separate
them from the care-taking object, patients in an attributive state direct their aggressive
feelings towards anything in the internal or external world that makes them aware of their
true need for others. Dependence is seen as weakness and is attacked or suppressed (these
dynamics are relevant for some people who experience long-term homelessness – see
Chapter 20).

In contrast to the regressed presentation of patients in acquisitive states, attributing
patients present as pseudo-independent, feeling they need nothing which they cannot
provide for themselves. This extends as far as not needing food and drink in which case
restricting eating disorders are the presenting symptom. They may however maintain
a connection with the disavowed dependent part of themselves by compulsively providing
for others. In contrast with the depressed presentation of patients in acquisitive states,
their mood may be elevated. They may be over-active, mentally and physically, and are
grandiose and omnipotent, feeling they need nothing and are able to provide everything.
Patients in this state have difficulty experiencing their emotional feelings as belonging to
them. The patient cannot be the subject of his own experience, subjectivity being intoler-
able. Britton described this as hyper-objectivity. They may talk about themselves as
though they are a professional talking about a patient who is not present in the room
(words without feeling). This is Rosenfeld’s thick-skinned narcissism.[31] This ‘thick skin’
describes the interpersonal and sensory boundary of the self which can seem impene-
trable. This is the case in relation to other people, but also to parts of the body. Parts of the
body, which represent the patient’s need for the other or which are perceived by
the patient to be weak, may be designated as other or not part of the self. In this case
the patient may present with dysmorphophobic symptoms, seeking to have the offending
part removed.[32]

Clinical Example 3 Predominant state: attributive PI

Miss B, a woman in her late twenties, had been an inpatient since her early teens. She had
post-traumatic stress disorder, dissociation, paranoid ideas, and severe self-harm. This was
thought to result from sexual abuse within the family. Her mother had mental health
problems and hospital admissions when Miss B was growing up. When discharged home
from inpatient care, Miss B persisted in severe self-harm and suicide attempts. She self-
harmed when her mother and she disagreed. Her agoraphobia prevented her from leaving
home unaccompanied, but when talking to professionals she felt claustrophobic and had to
walk out. Her moods fluctuated –when ‘high’ she felt invincible, when low she would stay in
bed. She started psychotherapy in a day programme and was observed to be in a constant
state of physical activity. She was insightful about other patients but kept a physical and
emotional distance. Shewanted to leave homewhere she livedwith hermother. She said her
mother behaved as though Miss B’s mind or body belonged to her. Arrangements were
made for her to move into supported accommodation. Once the arrangements were made,
she stopped self-harming but also stopped eating and started to exercise compulsively. She
rapidly lost weight and was admitted to an eating disorder unit. When she had no option but
to eat in this setting, she became acutely disturbed, feeling she had permitted the devil to
enter her body and began to cut herself to ‘let the evil out’.
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Formulation
This case example illustrates how the two forms of PI can be employed at different times by the
same patient. Miss B recognised that she and her mother were in a state of identity, or
acquisitive projective identification. She tried to use the day therapy programme to support
her to separate from her mother and leave home. Being unable to manage a true psychological
separation from her family, that is, acknowledging and grieving for the loss, she resorted to the
alternative form of projective identification, attributive PI, to deny her need for her mother as
a way to escape her trapped state of mind. This attributive state took the form of restricting her
food intake. In this state Miss B described her mother tightening the apron strings when she
tried to leave home.Whilst there might be some truth in this, she saw professionals in the same
light, perceiving their concern about her weight loss as unnecessarily controlling. She had
disavowed her own needy self, projecting it into her mother/staff whom she then distanced
herself from. When her food restriction became life-threatening and she was admitted to an
eating disorder unit where she had to start eating, she experienced eating as allowing a poison
inside herself which she then had to cut out of her body, so her self-harm returned.

Acquisition, Attribution, and the Boundary of the Self
In both acquisitive and attributive states, there is a change of location of the boundary of the
psychosomatic self (Figure 14.1). In both, the presence of another, for example the profes-
sional, is required to manage claustro-agoraphobic anxieties. The ‘other’ is both the source
of the anxiety and the means of managing it. In acquisition, two minds/bodies become one.
In attribution, one mind/body becomes two. Acquisitive states are characterised by psycho-
somatic identity with the other. In attributive states, the boundary of the psychosomatic self
contracts, excluding unwanted parts of the self which are projected simultaneously into
others (including professionals) and into parts of the body which signify weakness or
dependence. These body parts are then disavowed and felt to be ‘other’.

These two states account for the transference/countertransference relationship between
the patient, professionals, and the settings in which they work, as well as the psychic and
somatic symptoms patients present with. They are the basis of the formulation in Table 14.1
which summarises the states of mind arising from Acquisitive and Attributive PI, which we
refer to as the ‘Relational Affective Formulation’ (RAF). The RAF can be a useful tool for
consultation and therapeutic work in teams working with highly complex patients.[3] The

(Mother)
Professional

(Baby)
Patient

(Mother)
Patient

Disavowal

Acquisitive Projective Identification Attributive Projective Identification

(Baby)
Professional

Figure 14.1 Depiction of self-other relations in acquisitive and attributive states. This figure depicts a patient
in relation to a health professional. The words in brackets represent the role (baby or mother) the patient and
professional are inhabiting, in the patient’s phantasy.

222 Part 3

https://doi.org/10.1017/9781009104425.016 Published online by Cambridge University Press

https://doi.org/10.1017/9781009104425.016


claustro-agoraphobic internal state drives the pattern of revolving door admissions. The
two states of mind, being a consequence of splitting, are more or less mirror images of each
other. Patients may either remain relatively stable in one of these states or the other, or they
may alternate rapidly between states producing affective instability. The paradox described
earlier is clear – each state is oblivious to the existence of the other. The fulfilment of the
needs of one state is the realisation of the greatest terror of the other. So the relationship
between these two states of mind within the individual is highly conflicted and in a state of
mutually assured destruction. This is termed a narcissistic conflict.

Using the Relational Affective Formulation (RAF) in Practice
The RAF is part of the Relational Affective Model, an adaptation of established psycho-
dynamic therapeutic community practice designed for patients with marked relational
difficulties who are detained under the Mental Health Act or have associated conditions
which would otherwise exclude them from therapy.[2,33,34] The model defines the overall
service design most likely to be effective with such patients when in hospital and the
adaptations of therapeutic technique required of the specialist psychotherapeutic team.

Designing a Psychotherapeutic Pathway: A System-Wide Approach
Too often, services are configured in ways that inadvertently replicate the claustro-
agoraphobic anxieties of patients with relational difficulties. The case studies illustrate
the tendency of services to admit patients to hospital, sometimes detained in locked
settings, and then to discharge them to outpatient services where therapeutic help may
not be available. Psychotherapy of any model is likely to be less effective when provided
in a setting that replicates internal world anxieties. The RAF can inform the design of
a therapeutic pathway for patients with relational complexities, which requires
a graduated transition from inpatient to day patient to outpatient care whilst therapy
is in progress, so that the anxieties about separation can be worked on as concrete care
is reduced.[35] To be effective at containing patients outside hospital, therapeutic work
must be intensive. For example, a day programme offering three or four full days a week

Table 14.1 The Relational Affective Formulation (RAF)

Agoraphobic state (acquisitive PI) Claustrophobic state (attributive PI)

‘Only love’ (split off hate) ‘Hatred of love’ (split off love)

‘I only want to be with you’ ‘Only want to be apart from you’

‘I want to be inside the object’ ‘I want to be outside the object’

‘I hate the possibility of separation from you’ I hate the possibility of feeling attached to you’

‘I have feelings without words’ ‘I have words without feelings’

‘I am the baby, you are the adult’ (malignant
regression)

‘I am the adult, you are the baby’ (pseudo-
independence)

Thin-skinned Thick-skinned

Depressed mood Elevated mood

Ultimately feel trapped Ultimately feel dropped
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of group and individual psychotherapy and psychodynamic psychosocial practice for
patients leaving hospital and a step-down outpatient programme offering at least twice
weekly therapy. The duration of therapy should be a minimum of three years. A small
number of the most complex and risky patients will need specialist psychotherapeutic
care in inpatient settings. The majority can make the transition to a specialist non-
residential therapeutic day and outpatient service if it is commissioned alongside
supported housing which includes some 24-hour support. This provides a route out
of inpatient care. The process of engaging such complex patients and working with the
many agencies who are involved is time-consuming and requires a well-staffed specialist
outreach team with expertise in personality functioning. The psychotherapeutic and
housing support teams must develop a close working relationship. This can be facili-
tated by training the housing team to provide a psychologically informed environment
for patients attending the therapeutic programme (see also Chapter 17 for some
discussion about psychologically informed services).[36]

The therapeutic community approach (see R. Haigh’s ‘The quintessence of
a therapeutic environment’[37] for further reading on this approach) in both day and
outpatient settings, provides the relational containment required for patients to progress
from reliance on concrete containment and inpatient care. The RAF provides a framework
for staff to understand patients’ states of mind and adapt their therapeutic technique
accordingly. The formulation informs how individual practitioners practice, how the
team understands the patient, and the relationships between patients attending the
service. It is also used for the assessment and management of risks and acts as
a container for professionals’ anxieties. The risk management and allocation of support
is done in multi-agency meetings, when the formulation is shared with all professionals
and the patient to plan the management of the crises, which commonly arise when
patients with such complex problems are in psychotherapy (see section on Risk
Assessment, below). Contingency plans are agreed with the patient and other agencies
as a therapeutic contract before therapeutic work starts. For patients who are not able to
use therapy or who do not want it, the RAF can be used as a consultation tool for teams
responsible for their ongoing care.

Adaptations of Therapeutic Technique in Specialist Psychotherapeutic
Teams
Psychotherapeutic technique is different in acquisitive and attributive states. The RAF helps
the team to identify the state which the patient is in. They can then think about how to
manage that state therapeutically using both therapeutic relationships and internal and
external spaces of the building itself.

An important therapeutic community principle used in managing these states is that the
patients project their internal states into the team whose feelings become split about how
best to work with the patient(s). Through reflective practice, the team think about this split
and put together a picture of the patient’s internal world (see also Chapter 18 on Reflective
Practice). This thinking together is conveyed to the patient(s) through the team’s relational
behaviour, providing the patient with a coherent understanding of themself as a whole. The
quality of the splitting is particularly powerful working with the most complex patients and
can take the form of irreconcilable differences within the team. The formulation can help in
identifying this along with paying close attention to the emotional pressures against
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meeting, talking, and thinking. When reflective practice is lost the team lose the ‘triangular
space’ – that is, the ability to take a more objective, ‘third position’ – which is crucial in
promoting symbolisation. The adaptations of technique specified in the Relational Affective
Model are summarised below (see Table 14.2).

For psychotherapists working outside the setting of a fully funded specialist pathway, the
adaptations of technique can be applied in individual, group, or family therapy.

The RAF and Risk Assessment
One of the main challenges facing teams working with patients with complex relational
difficulties is managing risk. Understanding risk as projected anxiety makes it possible to
understand it in interpersonal terms, which can lead to a more therapeutic and containing

Table 14.2 Mutative factors in the Relational Affective Model

1. Containment From concrete to relational containment – relational
containment is defined in psychodynamic terms. The team is
contained if the wider system of managers and clinicians
understands its purpose and supports it to undertake the task.

2. Holding regression and flight When patients first engage in therapy, they go through
claustro-agoraphobic crises. They may regress profoundly in
individual therapy or try to prevent this through disengaging
or, for example, restricting food intake or taking non-
prescribed drugs. Risk assessment and the way the team
manages these crises supports the patient to stay in therapy
and avoid readmission.

3. Triangulation Regular reflective practice – staff get together to think for the
patient’s benefit, modelling the parental couple, and
thoughtful mentalization.

4. Splitting and integration Therapeutic community with individual therapy allows
multiple transference to team members and patients which
allows splitting to emerge. This is then integrated through
supervision and reflective practice.

5. Linking Meetings between agencies, between the team, and
intrapsychically are prioritised.

6. Translating concrete modes
of relating to symbolic

Body language is translated into words by ‘doing with’
alongside the patient in psychosocial practice.

7. Working with body
language and the body as
other

Using weight charts and blood results in community
meetings and reflective practice to understand what the
patient is communicating through eating behaviour or
physical health presentations. Therapists understanding the
link between the transference and the pattern of relating to
the body which generates the physical health presentation.

8. Therapeutic use of space Using inside and outside spaces to help manage claustro-
agoraphobic anxieties.

9. Working with transitions
and endings

Attending at all times to the realities of separation and loss.
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approach. Patients may feel bewildered by their shifting states of mind and feel they are
‘too much’ for the teams working with them. This adds to their sense of themselves as
poisonous and destructive, and to feelings of hopelessness and suicidality. Using the RAF
to draw up a psychodynamic risk assessment is an important therapeutic process in itself,
setting out the patient’s and team’s understanding of the relational drivers for the patient’s
symptoms and making clear that the team are prepared for their most difficult presenta-
tions from the outset. It is an important container of anxiety for professionals and patients
alike.

The first step in drawing up a RAF is a psychodynamic psychotherapy assessment.
The RAF is based on this and the discussion with the patient in the multidisciplinary
team. It is drawn up in a similar way to any other psychodynamic formulation, linking
early object relationships with current transference and presenting symptoms (see also
Figure 7.1 on ‘Malan’s Triangles’ in Chapter 7).[38] This can be organised in the
following three areas:

Early Attachment History and Object Relations
A detailed history of early development is obtained from the patient during the psychother-
apy assessment and from relatives, where appropriate. This focuses on:

– The quality of relationship between the patient and parental figures
– The perceived relationship between parental figures
– Relationships with siblings, extended family, and other adults
– Childhood adverse experiences
– Response to separations, for example, first attending school

Current Relational Patterns with Professionals
– Explored with the patient and professionals in multi-agency meetings, discussing the

pattern of professionals’ responses to symptoms and risky behaviour
– Time for professionals alone allows an opportunity to speak freely about splits in the

team

Symptoms
– Adetailed account and psychodynamic understanding of the crises leading to admission,

recognising that this may recur during therapy
– Listing all associated symptoms including psychotic symptoms

Pulling Together the Formulation
The RAF is drawn up with the patient and the multi-agency team, by drawing a table with
two columns, one for Acquisitive presentations and one for Attributive. Then:

– Show the patient and the team the generic RAF (Table 14.1) and describe the two states
of mind and the conflict between them

– Invite the patient to work with the team to allocate each of their symptoms to the
acquisitive or attributive side of the table, and to describe the objects relations and
relational repetitions associated with that symptom. This is led by the patient who, along
with the team, puts into words in as much detail as possible what they feel when the
symptom occurs and describes the relational context
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– Ask the patient and team to think how they would interact if they functioned as a whole
instead of as a split self. The aim is to be specific about how change can happen. This is
put in a merged cell for each symptom on the table, implying integration of the split

This leads into thinking about how to manage the risks associated with the symptom in
a way that is going to promote development, that is, this becomes the riskmanagement plan.

Concluding Remarks
This chapter outlines how understanding projective processes can inform psychiatric and
psychotherapeutic management and treatment of patients with complex relational difficul-
ties. A formulation-based therapeutic approach like the Relational Affective Model can
provide a way forward for patients and teams where symptom-specific treatment pathways
have not worked.
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Introduction
This chapter provides an introduction to psychodynamic theory as applied to settings
outwith the specialist psychotherapy clinic and paves the way for the chapters that follow
in Part 4 of this book.

Human life is fundamentally relational. We all start in an utterly dependent situation:
the foetus in the uterine environment, connected to themother for survival and development.
Expectant parents begin to form a psychological relationship with the child-to-be during
pregnancy or earlier, in their ideas, anxieties, and fantasies about having a child and becoming
a parent. This relationship is influenced by the parents’ own inner worlds and experiences of
being a child and being parented; it evolves as the pregnancy develops, the baby is born, and
grows up.[1]

Long after the umbilical cord is cut, our psychological and physical existence remains
dependent upon the presence and quality of the relationships we form with others. This
dependency on relationships continues throughout the lifespan. There are myriad ways
these early relationships can play out – some are more conducive to the infant forming trust
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with others, others are less so. The capacity to trust others enough to communicate our
needs and take in what others have to offer plays a large part in influencing our mental and
physical health and wellbeing (see Box 15.1, and also Chapter 2).

The implications of this are broad. Any situation where people need to come into
contact with each other will involve a relational dynamic that may go some way in
influencing the outcome of the interaction. This is true in healthcare settings, but also at
dinner parties, the supermarket, educational settings, the housing department, at music
lessons, and so on. This relational foundation could be thought of as occurring in all settings
where human beings come into contact with other human beings.

In addition, from a psychodynamic point of view, we might be interested in the
relationship a person may have with food, pets, the running they do for exercise, or the
record collection they own. For example, we might view ‘substance misuse’ as a relationship
between someone and the alcohol they drink or the heroin they inject. In fact, there are
times when the human capacity for attachment seems to have no bounds and no discretion
about its target. We appear to have an ability to develop relationships with everything from
our favourite mug to a T-shirt we bought thirty years ago. Famously, in the Robert Zemeckis
(2000) film ‘Cast Away’, we are treated to TomHanks’s character forming a deep and loving
relationship with a volleyball, and few blink an eye. Winnicott’s thinking about ‘transitional
objects’ is relevant here, in considering how objects can be invested with special value and
‘made use of’ in various ways.[2]

In this chapter, we aim to convey the breadth of settings where relational dynamics can
be central to their operation. Hence, we give examples from a range of settings. The
examples move from the broad and everyday with piano lessons (see Example 1) and a
visit to the hardware store (Example 2), to the benefits office (Example 3), and then to the
more explicit caring settings of healthcare (Clinical Examples 4 and 5).

Example 1 Piano lessons

Take for example, a piano lesson involving two people, a student and a teacher. For piano-
playing to be learnt, a relationship needs to develop between these two people; a vehicle of
interpersonal connectivity that will allow technique to be acquired and music to be played.
The piano teacher may believe that the pupil who has sought their services will be able to

trust and connect with them in a relatively uncomplicated manner, and the person seeking
tuition may similarly believe that they can trust the tutor enough to take on board most of
what is suggested. The pupil may also have the capacity to show vulnerability and make
mistakes. Neither may be aware of, or ever articulate these assumptions to each other or
even to themselves, but they will be a rate-limiting step as to how much piano-playing is
actually learnt. If both parties can be open to each other, and develop a trust and connection,
the skill of piano-playing might be acquired, and personal growth might occur.

Box 15.1 If we can form trusting relationships with others, this makes it possible to:

- Make sense of our feelings and intentions (this links to mentalization, see Chapter 2)

- Get help with things we can’t do ourselves

- Learn new things
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Now, we imagine a situationwhere either party is unable to trust the other, and suspects that
the other’s motives are disingenuous or malevolent. Communication may be heard as decep-
tion. Not much music will be learnt – or at least, it may take a lot more work from both sides.

To be open to each other takes trust, trust that has typically been learnt in situations that
arose prior to seeking out piano lessons. It may seem strange to think of trust as underpin-
ning something so mundane, but one could think of trust us underpinning a very great deal
of things that many of us take for granted.

The infantile care relationship is the first relationship we ever enter into. It is primitive
and necessary and, perhaps because of that, one in which there is a great potential for
anxieties to emerge. There are countless possible beginnings to a life – from a teenager who
became pregnant by accident; to a couple who felt ready to have a child; to a woman who
took drugs during pregnancy as a long-standing attempt to block out feelings. There may be
‘ghosts in the nursery’[3] – unresolved conflicts ‘in the family’s past or within a parent that
cast a shadow over their perception and experience of their child’.[1] Linked to these inner
dynamics, there is huge variation in the outer environment in terms of stability of a place to
live, poverty or economic security, and the nature of the wider family and bonds – ranging
from a supportive network of people to dangerous situations.

The experiences we have in relationships, particularly through our early years (in
interaction with biological and social influences), influence the development of templates
of connection. These templates of self and other affect how our internal world becomes
organised and colour our external experiences (see also section ‘Development of the
Internal Relational World’ in Chapter 2). In circumstances where developmental relational
experiences have carried high levels of adversity, such as trauma, neglect, and other
mistreatment, without the buffering of other more nurturing relationships, future relations
can be affected (see Example 2).

Example 2 Hardware shop

Version 1. Mr Green, a man in his forties, goes to a hardware shop looking for something he
does not know the name of. He seeks out the shop owner and simply asks him for some help:
‘I’m looking to fix this thing in the shower – the wheel-thing the shower door slides on is stuck.’
To have got to this point successfully, quite a lot has gone on. Mr Green is comfortable

enough with his own vulnerability to admit to the shop owner that he has no idea what he is
looking for – that he is ignorant about the name or even existence of the fitting that he is after.
He trusts that the shop owner will probably respond to his lack of knowledge with reasonable
sensitivity and the correct information, and be unlikely to humiliate him, mock him, or in some
other way shame his request. Mr Green has a secure-enough internal world that he feels he
could manage in the event that the shop keeper mocked him for his ignorance.
_______

Version 2. Mr Blue, a man in his fifties, experienced regular and repeated shaming and
humiliation when asking for help as a child. Mr Blue manages to get into the hardware shop
and is asked by the shop owner if he needs any help. Because of the anxiety that this
potentially helpful relationship evokes in him, a part of Mr Blue says, ‘No, I’m absolutely fine’,
and then he proceeds to wander around the shop looking for something that he has no idea
about. Mr Blue then buys something in the hope that it is correct, to avoid an anxiety that he
would be humiliated for buying nothing, only to get home and find it is completely the wrong
thing.
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This might seem at some level a trivial consequence for Mr Blue, but when played out
over many situations, a difficulty in trusting others can have extremely life-limiting conse-
quences in terms of not being able to get one’s needs met. As discussed in Chapter 2, an
individual’s internal world unconsciously affects how they relate to others. Others may be
unconsciously invited into playing old roles that are familiar to the individual (such as
rejecting, not listening, criticising), even though these roles bring difficulty and distress to
both sides.

In circumstances where services and professionals are able to sustain a good-enough
therapeutic environment in the face of these unconscious invitations to repeat the problem-
atic relationship, trust may develop between service user and service, and many people are
able to discover new ways of forming relationships. This depends partly on the capacities
and current state of the person using a service but also, crucially, on the capacity of the
professionals and services to observe and be reflective about both sides of the relationship.
The essence of a therapeutic frame (see Chapter 5) and processes of change (see Chapter 8)
apply to relationships with all caring figures as well as to specialist psychotherapists.

This chapter explores how these interpersonal dynamics may play out between service
users and staff in settings where the human relationship is at the fore (such as schools, social
service agencies, and hospitals). We look at the potential for positive relational change and
practices that can support helpful interactions, as well as common pitfalls that may arise and
the theory of how to mitigate these.

The Invisible Relationship
Given the central part that relationships play in the outcomes of human activity, it is
interesting how little they may be noticed and considered from both users and providers
of human services. One potential reason for this is the relative invisibility of relationships.
For example, when coming to design a service, such as a school, it can be easy to think about
where the desks will go, what sort of lessons will occur, and what equipment will be required.
It may even be relatively straightforward to determine how many staff will be needed, how
many pupils will be attending, and what people’s roles and tasks should be. But it might be
far harder to imagine, much less plan for, all the relationships that will go on between all the
human beings involved, even though, as anyone who has worked in a school will testify, it is
often those very elements that begin to define the relative success or failure of the venture.
Even after the school has opened, relationships can be hard to ‘see’ and measure, far harder
than the desks, lesson plans, and whiteboards. (Box 2.4 in Chapter 2 discusses further about
the unconscious nature of much of human functioning.)

There may be a number of additional pressures and dynamics that add to a difficulty in
tuning in to the relational undercurrents that underlie outward features.What follows is not
an exhaustive list, but rather some general observations. Firstly, some people have a
template of others as neglecting and see themselves as unworthy of care; they may project
into others a lack of care and concern, which professionals may identify with without
necessarily realising (see section on ‘Relational Dynamics’ in Chapter 2). Hence, at times,
we as clinicians may fall into paying little attention to someone who may be in marked need
of help (see also Clinical Example 5 in Chapter 7). Secondly, related to structural and
financial limitations, if staff are trying to care for too many people than they can realistically
attend to, they may develop defences against what might otherwise be an overwhelming
anxiety to do with the scale of the needs of service users that cannot be met. We as staffmay
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become more detached and, without realising it, minimise or deny the extent of service
users’ needs. Finally, and practically, the concepts of internal worlds and interpersonal
dynamics may not be taught in depth during professional trainings.

Due to the relative invisibility of relationships, the more visible consequences of the
patient or service user’s relational difficulties may be noticed and attended to (such as
violence or drug use) whilst the dynamics underpinning these symptoms can continue
unnoticed. Furthermore, some clinicians believe (erroneously) that having emotions in
response to work situations is somehow unprofessional or ‘weak’; this can lead to staff
becoming anxious when they do experience feelings, and to feel that they are somehow
failing, which can lead to attempts to avoid feelings.[4]

As explained in Chapter 2, underlying feelings and dynamics may be initially out of our
conscious awareness. This applies to service providers and users alike. However, when these
dynamics are acknowledged within a service culture and when time is made for staff to stop
and reflect, we as clinicians and providers can notice and tune in to underlying relational
issues and feelings (see Chapter 18 on Reflective Practice).

Staff Responses to Patients who have Complicated
Relationships with Care
From the perspective of a staff member, they may experience a range of emotions when
working with a service user who has an ambivalent or complicated relationship with care.[5]

For example, the staff member might feel anxiety, a lack of desire to care for the patient,
frustration, helpless to make a positive change, or worry about provoking the person. Such
feelings and responses in staff are expected and usual and are to do with both the staff
member’s own internal world and the relationship dynamics involving the service user (see
Chapter 2, section on Countertransference). If reflected on, the staff member’s feelings can
provide very useful information about the relational dynamics the service user carries with
them and how the staff member is responding to these.[6,7]

However, unless staff emotional responses to work situations can be named, thought
about, and ‘digested’, these can place a strain on practitioners and teams, potentially reducing
interest and satisfaction from the work and increasing stress.[7,8] Furthermore, if staff do not
have the time, opportunity, or capacity to reflect on the relational dynamics they are a part of,
sometimes these feelings can lead to unreflective actions, such as inadvertently assuming
restrictive or rejecting ways of working. These are referred to as staff ‘enactments’ – the acting
out of a relational dynamic rather than reflecting on it. These may hinder attempts to form
consistent and long-term relationships with the people they are working with.[9] All profes-
sionals have the potential to act on countertransference feelings in this way; this is not
restricted to the ‘formal’ therapy situation. Via this interpersonal ‘nudging’,[10] which may
occur without either party realising what is happening, there is the potential for aspects of the
patient’s expectations about (dysfunctional) relationships to be repeated in some form in their
relationships with staff and services.[11] As discussed in more length in Chapter 2, small
‘countertransference enactments’ by professionals are inevitable, and may be put to good
therapeutic use if the clinician can recognise what is happening, and repair the relationship if
there has been a rupture. However, when staff enactments are larger or not recognised, these
can be fundamental to the maintenance of patients’ difficulties.

Take for example, an emotionally intense encounter, such as a doctor working with a
patient who has come to A&E for help with a leg wound that he has inflicted on himself, but
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the patient is now shouting at the doctor to ‘get your hands offme’. At an underlying level,
the patient might perhaps feel fear, anger, and dislike towards previous needed figures in his
life who he experienced as neglectful and abusive, with this situation now being transferred
on to staff in caring roles. Unless the doctor can register and process feelings of anxiety or
perhaps a feeling of loss of competence that may be experienced in such a situation, they
may without realising it act on those feelings and assume a judgmental and overly harsh
stance towards the patient. This may result in the patient feeling worse and shouting louder,
and potentially not getting treatment for his leg wound nor receiving attention for the
problem that had led to him harming himself in this way.

Someone’s outward presentation (in this case, the man’s shouting at the doctor) can
dominate the scene to the point where this is the only thing that is talked about or attended
to. Such symptoms can be loud, visible, and distressing, and draw attention to themselves in
ways that the relational dynamics behind them may not. When the invisible relationship is
not taken seriously, a service may be more likely to struggle with both staff well-being and
with caring for people who have ambivalent relationships with care. Those who express
their own histories of distress in distressing ways are always at risk of having those very
histories re-enacted in the present (see Example 3).[11,12]

Example 3 Benefits office

Mr Black has marked difficulties in relation to those who may be able to meet some of his
needs, and he has eventually ended up needing to seek help from the state benefits office.
This is a somewhat more complicated version of the hardware shop situation because this
person knows that he cannot afford to leave the office without communicating his need. In
Mr Black’s internal world, experiences of need and vulnerability are closely connected to
rejection and mistreatment. The battle within this person’s mind is pretty furious as he
approaches the benefit office. He is scared and anxious about an impending humiliation that
his early experiences of seeking help have left him with. Imagined scenarios drawn from
previous experiences come to the fore.
Mr Black arrives at the office sweating and talking loudly. His demeanour is experienced as

somewhat intimidating by Ms Smith, the benefits clerk who he meets first. There are various
ways this fictionalised scenario could go at this point. We will illustrate two possibilities.

Version 1.Ms Smith tells Mr Black that ‘You don’t need to shout, can you just wait a moment?’
This is experienced by Mr Black as rejection, turning up the volume on his anxiety and his
voice, leading to further anxiety in Ms Smith who calls security. Before the security staff
arrive, Mr Black leaves, not having had his needs heard, still less been met, and with his
expectations of caring relationships having been reinforced. Ms Smith is left feeling rejected
and somewhat abused, in ways that are not so familiar to her. Both are left with a mutual
dislike and misunderstanding of one another. Several more encounters like this one might
even lead to Mr Black being excluded or barred from this service, meaning that his needs
remain unattended to and likely intensifying as a result.
_______

Version 2. Ms Smith and her colleagues have had training in interpersonal dynamics, and a
regular reflective practice session is embedded into their service. Ms Smith is able to register
that she feels anxious and somewhat intimidated. She greets Mr Black and asks him to take a
seat for a moment, explaining that she will gather his details, and be with him shortly. Ms
Smith takes a few minutes to discuss the situation with her senior colleague, including her
responses tomeeting Mr Black. They agree that he is not making any threats, and whilst he is
talking loudly, he is not acting aggressively. They look up his old notes and see a history of
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anxiety and past trauma, as well as a pattern of presenting to services in a similar style to
today, and that he tends to settle with a bit of time. They think it is possible that Mr Black
himself is feeling extremely anxious, which is being communicated to Ms Smith through his
external presentation and projection of strong feelings. They consider where on a spectrum
this situation is in terms of ‘feeling difficult’ as opposed to being dangerous;[13] they feel that
at present things point to the former. Ms Smith goes back to see Mr Black, with the senior
colleague around if needed. Mr Black is looking a little less anxious. Some time, reflection,
and containment had helpedMr Black’s anxiety to settle to a tolerable level. The session goes
fine, and they work out what they needed to about his benefits.

Thinking about ‘Engagement’
A patient may be described as ‘engaging well’ when they turn up to appointments, listen to
what the clinician is saying, and take the treatment as it is prescribed and indicated. This sort
of engagement does not tend to take up too much time in clinical or case discussion
meetings, just a passing note that the patient is ‘engaging well’. In this scenario, clinicians
often implicitly acknowledge that a relationship is occurring between provider and
recipient.

However, much more discussion tends to happen when someone is felt to be ‘not
engaging’. What is interesting at these times is that the term ‘not engaging’ seems to
imply that there isn’t a relationship going on between the person and the service, perhaps
because they haven’t turned up for an appointment, or they are not taking their treatment as
prescribed. A discussion can ensue about how to get the person to engage, or engage
‘properly’. Despite the idea that the person is ‘not engaging’, there may be up to eight
qualified health professionals sitting around a table (or on a video call) discussing their
‘non-engagement’. On reflection then, the patient really is engaging – after all, they seem to
have managed to get eight people to discuss them for a period of time. This reframing of
engagement can free things up,moving away from a sense of winning or losing a battle to get
someone to ‘engage’, to becoming interested in the way the person is engaging.

Freud hypothesises that what doesn’t get remembered, gets repeated. Perhaps the
person, through actions such as missing appointments, is unconsciously communicating
something to us through this engagement-by-absence that they don’t yet have the words for;
perhaps something of their own experience of feeling neglected and abandoned is being
projected so the healthcare worker feels neglected and unimportant. This shift of frame can
be important clinically. Without it, the patient may be blamed for ‘non-engagement’, and
unprocessed feelings may be expressed by us back towards the patient for ‘choosing’ not to
make use of the good resources being offered. Over time, this brings the risk of abrupt
discharge from the service or some other form of disconnection.

Tolerating Slow or No Change
We now consider staff-patient dynamics where clinical improvement occurs very slowly or
seems not to occur at all. It is well-described in the literature that caring for people with
chronic conditions can be difficult to tolerate for those of us in the caring professions, as this
may conflict with personal, unrealistic aspirations and expectations about patients getting
better.[14] The resultant anxieties and frustrations about patients not getting better, if
unacknowledged and unprocessed, can lead clinicians to inadvertently assuming unhelpful
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or harmful responses towards patients. These include inappropriate use of treatments
connected to a denial of the limitations of treatment;[15] unprocessed anger or frustration
in clinicians at not being able to find the means of helping the patient;[16] or to withdrawing
(see Clinical Example 4). These difficulties can be compounded in mental health where the
dynamics of the clinician-patient relationship are arguably even more central to outcomes
(whether this is acknowledged by the clinician or not).

Clinical Example 4 Within a day service

Mr Gray, a man in his fifties, has been coming to a day service for ten years. Mr Gray avoids
staff and is distant, not taking part in conversation with staff. He has experienced violence
and neglect in relationships growing up and has great difficulty in trusting others. If the
clinical team do not have a regular opportunity to reflect together on these underlying
dynamics, over time some of the staffmay experience a decrease in interest in Mr Gray and,
without fully realising it, act on an impulse to avoid him or ‘give up’, potentially fulfilling his
expectations of others.

The skills, internal workings, and stance that go into mental health work can feel less
tangible to clinicians than treatments in some other parts of medicine and surgery, where
the means of treatment may be simpler to separate from the self. Hence, ‘the psychiatric
carer is [particularly] prone to confuse professional capacity to heal with a sense of self-
worth’[17] – that is, to feel that ‘when my patient doesn’t get better, I am rubbish’.

Relational Health and the Inverse Care Law
To discuss further the relationship between someone’s needs and their ability to access care,
we outline one final example (Clinical Example 5).

Clinical Example 5 Referral to the breast clinic

Over several years, a young woman, Ms Jones, has developed just enough trust in Dr McNeil,
her GP, to talk to her about physical health issues. This has been made possible by Dr McNeil
remaining consistent and available over time to Ms Jones. Dr McNeil recognises that Ms
Jones’s early developmental experiences have made it difficult for her to trust those in
authority and in caring roles. Ms Jones rarely leaves the house due to intense anxiety.
Ms Jones notices several painless lumps in her breast and after several weeks just manages

to tell Dr McNeil about this. Following this disclosure, she is then referred to the breast clinic.
The breast clinic is some distance away. The GP explains that the appointment would entail a
further examination and some scans. From the moment Ms Jones is told this, and even
though she nods her head in understanding, there are parts of her that are already saying
that there is absolutely no way she would ever go to such an appointment. Ms Jones
experiences increasing thoughts telling her not to go and that nothing good will come
from having somebody who says they care for her put their hands on her body. As the day
comes closer, this inner dialogue becomes louder from those aspects of her which are alert
to maltreatment in relation to caring figures. The thoughts from the small part of her that
might go are outweighed.
The staff at the clinic are waiting for her to arrive on the appointed day and are a little

surprised when she does not attend. One letter is written to the patient to offer a further
appointment before Ms Jones is discharged after not attending.
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The relational bridge between Ms Jones and the breast clinic was too large to cross.
Ms Jones’s actions might be described as ‘self-sabotaging’, but from her experience, she
was self-protecting. The fact that she was willing to miss an appointment intended to
explore something that may be life-threatening, communicates a great deal about the
severity of the anxiety she had about having people touch her body.

We are back to the invisibility of the relational element of care. If someone who uses a
wheelchair was trying to access care, and that care was placed at the top of three flights of
stairs with no lift access, the problem might be clear (if not necessarily addressed). For
people who have severe and enduring difficulties with issues such as trust or attachment we
may, without realising it, be metaphorically at the top of three flights of stairs with no lift
access. Chapter 17 provides some thoughts about how a service might configure itself to
mitigate such a situation.

This invisible element of health and social care might be understood as one factor
underpinning the ‘inverse care law’, where the delivery of care varies inversely with need.[18]

On a population level, those who struggle to trust, believe in, or connect with care may miss
appointments, find the relational hurdles too high to jump, and avoid situations that raise
huge anxieties for them. Care can begin to drift towards those who canmake the best use of it.

Potential for Therapeutic Change
This section has summarised common complications that may arise in relationships
between service users and staff. The converse of this is the potential for staff and services
to offer a steady, containing, and thoughtful relationship in the face of these pressures (see
Box 15.2 for a summary). When services are set up with training in interpersonal dynamics
and reflective spaces embedded into the culture, one would expect better outcomes for staff
and patients.[19,20]

Splitting within a Clinical Team
We now move on to team dynamics and the phenomenon of splitting within a clinical team.
As described in Chapter 2 (section ‘Movement between Defensive “Splitting” and a More
Integrated Position’), some people inhabit a state of mind where ‘good’ (idealised) and ‘bad’
experiences of self-and-other in relationships are unconsciously separated from each other –
this is known as splitting.

Where splitting is in operation, this may affect how a patient relates to different
members of staff within their treating team. A patient may unconsciously present one
‘self-representation to one group of treaters and another self-representation to another
group of treaters’.[23] In each presentation, different aspects of the patient may be commu-
nicated (projected) to others, potentially evoking corresponding countertransference feel-
ings in different clinicians. For example, with some staff, a male patient in an inpatient

Box 15.2 To create a safe and well-functioning clinical team, it is essential
that staff are:

– aware of emotional responses to the work
– recognise that these are usual and expected
– able to reflect on and process these responses within appropriate settings[21,22]
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setting presented as suspicious about others, acting aggressively, and projecting fear and a
sense of dislike into the clinical team – this was identified with by these clinicians who felt
afraid and a sense of dislike towards the patient. Whereas with other clinicians, the same
patient came across as vulnerable and projected a need for care – these projections were
identified with by the latter clinicians who felt a sense of caring towards the patient and felt
sorry for his adversities. As Gabbard observes, splitting and projection do not occur in a
vacuum. A patient may unconsciously inhabit one or other side of the split when there is a
closer ‘fit’ between the external ‘real’ figure of the staff member and one of the patient’s
internal representation of others.[23]

If the patient’s projections are particularly intense, and if these projections are not
processed by the staff members, their countertransference feelings can affect how they act
towards to the patient and towards each other. In full-blown team splitting, dynamics
within the staff team can come to resemble the dynamics of the inner world of the patient.
Staff members may ‘find themselves assuming polarised positions and defending those
positions strongly against one another’.[23] For example, one subgroup of staff may accuse
the other of being punitive and overly focused on seeing the ‘negative’; the other subgroup
may feel they are the only ones recognising the risks posed by the patient and that the first
subgroup have been ‘taken in’. When teams have reached this point, often the patient is
blamed for the whole situation.[24] In the heat of the moment, it easy to forget that these are
unconscious interpersonal processes involving both patients and staff. Team splitting brings
stress and conflict within the staff team. Furthermore, a vicious cycle can emerge of
inconsistent approaches towards the patient which can unsettle the patient and lead to
further splitting and projection. A similar process can also occur between staff teams (e.g.
between the day shift and the night shift on a ward) and between different services (e.g.
between an accident and emergency department and a mental health service), with each
team identifying with different projected aspects of the patient.

A facilitated reflective space, such as a regular reflective practice group (Chapter 18) or
potentially a shorter-term consultation approach (Chapter 19), can allow a working through
of this situation. Facilitated by an external therapist, these activities explicitly explain that for
any individual staff member working with a patient, where splitting and projection are
prominent, it is often hard to get an overview of all aspects of the patient – an individual
clinician may tune in more to one aspect or another. A facilitated reflective space can validate
both sides of the team’s impressions, but then bring the experiences together to form a fuller
picture of the patient. This can shift the team dynamic away from a debate within the team
about who is ‘wrong’ or ‘right’. When the various members of a team can agree a consensus
understanding of the patient that demonstrates a capacity to hold disparate aspects of him in
mind, this is likely to be containing for the patient in the long run and provide conditions
where the patient’s own inner splitting might moderate. Practically, part of the management
of team splitting is agreeing a compromise amongst the team on different views on clinical
management, in order to achieve consistency of approach.

Not all intra-team conflicts are linked to splitting. Staff members in a team may have a
variety of pre-existing differences in treatment approaches, including on matters such as
‘use of structure, limit setting, gratification versus frustration of transference wishes, opti-
mum level of staff control versus patient autonomy.’[23] As such, ‘there are many instances
in which staff members simply disagree because of different philosophies’.[23] Commonly,
team splitting (in relation to a patient) may occur along an existing fault-line (i.e. an existing
area of difference, tension, or fragility within the team).
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System Dynamics
Those not immediately involved with patients (e.g. managers) can also experience import-
ant reactions, as the core staff-patient relationship dynamics tend to be mirrored in all
relationships within a system.[25] At a systems level, it is recognised that an institution can
pick up difficulties and defences of their particular client group.[26] For example, a general
ethos within staff in a forensic institution might be somewhat suspicious. Or a service
working with people in crisis may itself lurch from crisis to crisis and feel on high alert the
whole time. This can be understood as the cumulative effect on the service as a whole of the
interpersonal processes described earlier – that is, the effect of working with a client group
over a long period of time who have similar relational difficulties and projections, with
repeated unconscious invitations for the service to mirror some of the service users’ early
developmental experiences. These processes may happen subtly and imperceptibly, but over
time it may get to the point where something of the operation of the organisation begins to
reflect the very dynamics it has been established to address.

Menzies-Lyth (1960) introduces the concept of social systems as defences against
anxiety.[27] This refers to certain patterns that emerge within a service as a result of the
service attempting to unconsciously avoid troubling experiences such as anxiety, guilt,
and uncertainty. Writing about nurses in a general medical hospital, Menzies-Lyth
contends that the realities of caring for patients – life-and-death concerns, dynamics to
do with dependency – ‘stimulate afresh [ . . . ] early situations and their accompanying
emotions’.[27] In response to these intense ‘archaic’ anxieties, Menzies-Lyth observes a
pattern whereby responsibility and a sense of competence may be passed ‘up the hier-
archy’ (‘I can’t manage this, I’m going to hand this over to my boss’), with a reciprocal
projection of irresponsibility and incompetence down in the hierarchy (‘I have to take
this on myself, I can’t leave this with the staff I manage’). Menzies-Lyth describes how
what starts as projection can become reality as people act according to the roles assigned
to them. As a consequence, some staff can be left undertaking a low level of task
compared to their abilities and skills, whilst simultaneously feeling controlled from
above and excluded from decisions; and senior staff can feel overwhelmed and untrusting
of the abilities of junior staff. Menzies-Lyth describes other relevant phenomena – how
change may be avoided until the point of crisis as we cling to the familiar in the face of
anxieties; and how there can be an obscurity in formal distribution of responsibilities.
However, all is not lost as we are not compelled to play out these patterns. Through
observing and discussing these patterns, ‘staff are more likely to be aware of when this is
happening and to use feelings to tackle the problem in a direct and appropriate way’.[26]

Menzies-Lyth’s model has proved useful in the understanding of other human service
organisations, beyond the general medical hospital.[28] Whilst certainly not every defence
she observed applies everywhere (and each service will develop its own flavour of systemic
defences), we have found that many of her observations ring true and are helpful in
understanding systemic dynamics within healthcare services.

Concluding Remarks
A psychodynamic approach views symptoms as arising out of interpersonal and intraper-
sonal relationships, and aims to shine a light on these less visible underpinnings as a way of
understanding and, on occasion, alleviating their more visible manifestations. The implica-
tions of this are to notice and think about our responses (i.e. emotions) to working with
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patients and service users as part of the everyday process of caring.[11] This kind of work is
not a luxury or an accessory to treatment but an essential part of treatment itself. Indeed,
there are signs that this culture is developing in a positive direction through initiatives such
as Enabling Environments, increased provision of Balint groups for medical students, and
through ‘psychologically informed’ services.

From a psychodynamic point of view, anyone who is considering working in a field where
they will be in regular contact with people who may not have had the most straightforward of
developmental relationship experiences, should receive training around these issues. This
training can hopefully lead on to a more regular space for staff to reflect about the part that
they play in something as primal and important as a caring or helping relationship.

The following chapters expand on how to observe and work with the dynamics described
in the present chapter. Chapter 16 is a predominantly theory chapter that looks in more
detail at the dynamics of anger, aggression, and violence. Chapter 17 outlines the principles
of a ‘psychologically informed’ service – that is, how practically to organise and structure a
service to offer a good relational experience for patients, particularly those with more
complicated relationships with care. A psychologically informed approach is underpinned
by spaces for reflective practice for staff – this forms the subject of Chapter 18. Chapter 19
draws on many of the themes discussed in Chapters 15 to 18, outlining a process of
psychodynamic consultation for a clinical team.
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Chapter

16
An Introduction to the Dynamics
of Anger, Aggression,
and Violence
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Introduction
In this chapter we aim to provide an introduction to understanding the dynamics of anger,
aggression, and violence. These dynamics are not necessarily straightforward to make sense
of, and it is easy for any of us to inadvertently become drawn into responses that may make
a situation worse. Conversely, with an awareness of key dynamics and time to reflect on
these, professionals and teams can find an understanding of angry, aggressive, or violent
encounters, which is a prerequisite for safe practice, working matters through, and resisting
harms. In our view, there is not a single theory or concept that can be used to understand the
interlinked areas of anger, aggression, and violence. Rather, there are a number of overlap-
ping concepts, more than one of which may be relevant to a particular situation.

Anger is a basic (i.e. fundamental) emotion.[1] There are various ways of defining
aggression and violence. We find the etymology of ‘aggression’ to be helpful (ad-gradior:
I move towards)[2] in capturing a working understanding and differentiating aggression
from violence. We use the word ‘aggression’ to refer to moves towards another person, to
‘get something through’ to the other, with various possible conscious and unconscious
intentions – including an attempt to be heard, to defend or assert oneself, or to intimidate.
The intensity of aggression may increase in a continuum; above a certain point the ‘move
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towards’ another becomes an action involving an intrusion (‘ingression’) of the other’s
body. Following Glasser[3] and Yakeley, we take a definition of violence as starting at this
point, as being to do with ‘actual bodily harm inflicted by one person on another person, in
which the body boundary is breached and physical injurymay occur’.[4]We recognise, in the
interest of clarity as well as the scope of the chapter, that these working definitions are
simplified and neglect certain nuance and dimensions, including the violence of words and
violence towards inanimate objects. We also note that aggression may also be expressed
‘passively’ – non-responsiveness or moving away from someone can, in certain circum-
stances, communicate aggression.

Because of constraints of space, this chapter does not cover aggression in groups or in
the context of war. We are also not attempting to cover specific ‘treatment’ or ‘manage-
ment’, although some direction about clinical approach will follow on from an understand-
ing of the underlying dynamics.

This chapter starts with examining the dynamics of anger. Then, several ideas for
understanding aggression and violence are discussed. The chapter closes with a brief
introduction to thinking about societal responses to violence.

Dynamics of Anger
Who or what is a person angry with? Out of what situations does anger arise? What was
someone experiencing before they felt anger? In our view, there are many routes to the
feeling of anger.

A number of ideas are linked with the concept of anger as a basic emotion. In the early
years of life, expressions of anger can be part of the process of developing autonomy and
a sense of mastery (‘I can do this bymyself!’). Secondly, anger as a response to frustration can
lead both the child and adult to assertive actions, functioning as ‘an inwardly directed signal
concerning a pressure to overcome an obstacle or an aversive situation’.[1] For example,
when an adult feels unfairly treated at work, anger may serve as a motivator to put in
a complaint, or not put up with something inappropriate. Thirdly, any situation that gives
rise to fear can also cause anger.[3] This might include when one is experiencing bodily pain,
or when one feels under attack by another.

In relationships, a personmay become angrywhen they feel, for example, encroached on by
the other; badly treated or hurt by another; shamed in relation to another; rejected, criticised,
abandoned; or that one’s communication is ignored by the other. As such, anger works as an
outwardly directed signal aimed at communicating something important to the other. If these
kinds of interpersonal experiences are prolonged or repeated in a person’s developmental
years, a person can end up internalising them (see Chapter 2), inwhich case, angermay become
associated with a particular pattern of internal object relations, for example, rejecting, criticis-
ing, etc. Anger may then be ‘turned inwards’ – where one aspect of the self is angry towards
another aspect – (see also Chapter 12 on depression) as well as directed outwards towards
others.[5] In the context of overwhelming relational trauma, a person may dissociate (i.e.
unconsciously cut off) from their feelings as way of psychologically surviving in the moment.
These dissociated feelings may include intense anger (rage) amongst other feelings. When
anger is dissociated in this way and not processed, it is prone to return later in a person’s life
when circumstances in the present resemble the original trauma.[6]

A personmay feel anger as part of a response to loss – this may arise when someone close
has died, but what is lost can take many forms (see Chapter 8, section on ‘Mourning’).
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Feelings of anger may be experienced in the dynamics of borderline states of mind.
When splitting occurs, others and the self may be experienced as ‘all good’ (associated with
intense loving feelings). But at other times, the person may feel surrounded by persecutors.
This ‘all bad’ state may be associated with feelings of fear, anger, and hate (see Chapter 13).

In understanding someone’s anger in the present day, anger might be predominantly
internally driven (from the disturbance and confusion within one’s mind) or externally
driven (e.g. from an outsider provoking), or arise from an interaction between internal and
external worlds.

Anger may be combined with other feelings. For example, anger can be mixed with
sadness, or combined with grief or anxiety. For some, anger may be a more acceptable
feeling than other feelings – indeed, during therapy, anger may ‘give way’ to more vulner-
able experiences. As with any feeling, there are varying intensities of anger, from irritation
through to rage. Some people feel anger rarely, and others feel angry much of the time.
Anger may be displaced from the object of the anger onto another person or thing, or
defended against in other ways, if it feels unacceptable to the individual to recognise who
they are actually angry with. This is the defence of displacement (see Chapter 2, section on
‘Defence Mechanisms’). For example, it might arouse problematic conflicting feelings for
a child, who will necessarily be dependent on others, to recognise intense anger towards
someone who is depended on. The anger may, instead, be expressed at school or taken out
on a friend.

Expressions of Anger to Others
Anger may be expressed by one person to another in a relatively open and straightforward
manner before it builds up excessively. This tends to diffuse the anger, especially if the
communication is heard by the other, who does not react defensively. The ability to express
anger in a relatively uncomplicated way may be more likely to arise in the context of good-
enough developmental experiences – that is, growing up in a family culture where anger
could generally be expressed and acknowledged, and issues acted upon without excessive
problems arising.

Other people have complications with expressing anger. Developmental influences to
this may include: if anger was repeatedly not acknowledged growing up (see section on
‘When Anger Communication to the Other is Unacknowledged’, below); if expressions of
anger led to violent actions by others or oneself, leaving a person afraid of anger and its
consequences; if expressions of anger frequently elicited aversive responses such as rejection
or criticism by the other. In these circumstances, a person may then learn to suppress or
repress feelings of anger (or displace, project, sublimate, etc.). The resulting avoidance of
acknowledging and processing anger – as with any feeling – can lead to anger intensifying.
Furthermore, if a person attempts to manage a difficult feeling by themself, secondary issues
may become attached to the feeling. For example, guilt or shame, associated with a thought
that it is somehow ‘bad’ to have angry feelings. As explained inmore length in Chapter 12 on
depression, this can then contribute to difficulties in future relationships. When anger is not
communicated by an individual to the other, the other person may not know something is
amiss and so the issue giving rise to the anger cannot be properly addressed. A common
situation is that the individual then grows angrier and more resentful, with eventually their
anger being expressed in an actively or passively aggressive way that may evoke a negative
response from the other.[5]
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Anger When Communication to the Other Is Unacknowledged
As mentioned above, one route to anger is to do with a perception that one’s communica-
tions are not acknowledged by another person. This dynamic has relevance for everyday
communications in ‘healthy’ functioning and also in the dynamics of more distressed
presentations. One approach to understanding this route to anger is through the ‘still-
face’ experiment[7] (see Box 16.1), which was mentioned in Chapter 14. Other routes to
anger are important too, but it is not possible within the scope of this chapter to expand in
detail on them all.

The still-face experiment can be thought of as showing a great many things that are
relevant to human relations, not least of which is how anger may arise when an individual
feels that their communication to the other is unacknowledged. The other may not acknow-
ledge the communication for various reasons – for example, they may not be in a position to
receive and acknowledge the communication due to their own preoccupations, internal
world, and defences. If an important relationship is disrupted in a way that leaves one party
in a state of disconnection, the initial experience for that person may be one of anxiety and
attempts to gain reconnection. If these attempts to reconnect with the other go unheard,
then disconnection piles upon disconnection and there can be a build-up both of the
experience that needs to be understood, and of the experience of being unheard. As this
accumulation of anxiety develops, anger may start to make an appearance associated with
the anxiety that gave rise to it. Suttie summarises this premise as, ‘at the root of anger is
induction to love. It is the maximal effort to attract attention and as such must be regarded
as a protest against unloving . . . ’.[8] Thus anger may become part of a forceful attempt to re-
establish connection with the other and have the original communication heard. If this
situation carries on, then anger may ultimately lead to aggression, as a final desperate
attempt to have the communication received by the other (see also discussion of ‘protest’ in
Chapter 12). As a result of the intense emotional pressures in encounters such as these, our
experiences of ourselves and others may become ‘split’ into either ‘all good’ or ‘all bad’
aspects – hence, feelings of hate may also arise towards to the other, expressed as anger (see
also Chapter 13).

Episodes of infant-parent mismatch and disconnection that are repaired are thought to
offer healthy and adaptive mechanisms for an individual’s maturation and development.[9]

However, some people’s developmental experiences are characterised by a chronic sense of

Box 16.1 The ‘still-face’ experiment, Tronick 1978

A two-minute video of this experiment shows a girl of preverbal age interacting with her
mother in a playful and joyous way. All of a sudden, the mother (on request of the researcher
conducting the experiment) looks down and when she looks up again a short time later, she
is holding her face in a still manner with no expression or movement. Her little girl initially
looks confused and makes a range of attempts to bring her mother’s face back to life. When
these attempts at reconnecting with her mother continually fail to elicit a response, the little
girl’s emotional state appears to move from confusion to distress. She screams, her face is
furrowed, and she appears angry. Towards the end the video the girl is flailing around in her
high chair, violently clawing the air, and twisting her body in protest at the experience of
being ignored. The girl’s anger and upset are soon assuaged by her mother dropping her still
face and becoming animated and responsive again.
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feeling disconnected and unheard in the relationships available to them, in which case,
trying to get communication across can come to be felt as a pointless and frustrating
experience. Such experiences do not necessarily remove the fundamental need to connect
with others, but can leave a person having to manage such desires and defend against them
by regarding a desire to connect as an unhelpful or even dangerous impulse. Chronic early
experiences of feeling unheard can leave an adult with an internal conflict, where a part of
them has increasing amounts of unheard communication, whilst another part maintains
that to try and communicate is pointless and to be avoided. This can mean that all those
intermediate stages of communication (i.e. the infant reaching out, the cries for help, etc.)
are left unused and unpractised; the individual may have a sense that the extremes of silence
or explosive anger are the only ways in which to express themself.

Such an internal tussle can become manifest in present-day external relationships when
the adult experiences something that resembles being ignored or unheard. Instead of anger
being the final attempt at making a connection, it can become the first option.
Unfortunately, these angry attempts at connection can typically lead to the recipient of
the anger feeling threatened and frightened and so less likely to receive any communication
(or actually become someone who doesn’t want to listen) – see Clinical Example, Mr Black.
The anger may come to overshadow the original feelings such as anxiety, loss, or sadness,
which can be lost in the heat of an angry argument.

Clinical Example Mr Black

Mr Black is the same person we discussed in Example 3 in Chapter 15. Here, we go into more
detail about his background and then pick up his story several years further down the line
from where we were in Chapter 15.

Early Years and Development
Mr Black, a man in his forties, experienced significant adversity during his early development.
He experienced his father as a frightening man, who swung between silence and anger and
violence depending upon his levels of intoxication. From an early age, Mr Black learnt that
expressions of need, want, or vulnerability (such as crying or asking for help) would be
unacknowledged, and that to communicate these was dangerous as it drew the angry,
intrusive, and frightening attentions of his father. Through his childhood years he learnt to
silence himself, keep vulnerability to himself, and deny his own needs as a way of protecting
himself from the pain of thembeing unheard. In addition, he had the pain of needs not being
met (and his needs being attacked).
As these dynamics played out through his late teens and twenties, the denial of his needs

and of his need for connection with others gave rise to a chronic sense of anxiety, depres-
sion, and seemingly unpredictable outbursts of anger.

Current Difficulties
In recent years, for Mr Black, the seeking of care with the associated threat of vulnerability
was extremely anxiety-provoking. It could take him days to mentally prepare to try and
arrange an appointment with a healthcare service, which would only happen at times when
his distress had become unbearable. Often, he was unable to get along on the day due to the
fear of expressing need.
On the times when he did manage to get to an appointment, he arrived in a state of

extreme anxiety as the defences built up over years would urge him to fight or flee.
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Episode of Anger and Misunderstanding
On one occasion, Mr Black arrived at the reception area of his general practice clinic and was
asked in a slightly disinterested way by the reception staff what he was there for. Mr Black
went straight to an angry response, saying, ‘What do they f**king well think I am here for!?’
The reception staff told Mr Black that if he was going to behave in this way then he was

most definitely not going to be seen, and that he needed to calm down and lower his voice.
In turn, Mr Black experienced these words as more evidence of being rejected, threatened,
and silenced and as such became increasingly angry.
The situation escalated to the point where Mr Black was removed from the building and

given a final warning that his behaviour would not be tolerated in the future. Mr Black,
fuming with anger, retreated back to his home. He did not, ultimately, receive any care. The
repetition in the central dynamic between this encounter and the one in the benefits office
from Chapter 15 is clear.

One might consider that Mr Black’s experience of the seeming disinterest of the
reception staff resonated with a deep historic sense of having his fear and vulnerability
ignored or even used against him. He responded in themoment as if it were actually all those
past experiences reoccurring. Unable to communicate that he found the interaction with the
reception staff anxiety-provoking, he moved straight to anger.

Ways of Understanding Aggression and Violence
An old psychoanalytic debate regarding aggression was between conceptualising it either as
an instinct or as a reaction to particular circumstances. A contemporary perspective is to
embrace ‘both biology and psychology, recognising that although the capacity for aggres-
sion is innate and universal, aggressive behaviour occurs in response to threats that the self
perceives in relation to internal or external objects’.[10]

Glasser, referencing Freud’s Inhibitions, Symptoms and Anxiety,[11] observes that any
condition that gives rise to anxiety may also give rise to anger, aggression, or violence.
Glasser explains that, ‘It is not infrequent to see violence erupt when fear is in operation.’[3]

As such, the understanding of aggression taps into almost all areas of human relations – the
sections on the dynamics of anxiety and depression (Chapters 11 and 12) in this volumemay
provide useful context.

We all have the capacity for violence in certain circumstances. But why is aggres-
sion sometimes contained within thought or words, at other times manifest in
outward aggression, and on occasions enacted in violence? Addressing this question
requires, as Glasser puts it, the consideration of an individual’s ‘total psychodynamic
repertoire’.[3]

In adults who act violently, disruptions in their early development are common,
including disconnection within relationships, and experiences of violence or abuse.[12] In
making sense of what can seem like incomprehensible actions carried out by an adult – such
as violence towards family members – an understanding of that person’s own attachment
history as a child can provide a detailed understanding of how and why they can get into
‘hostile and helpless states of mind’.[13] Psychodynamic writings on violence explore the role
of absent, unpredictable, or abusive parental figures,[14] and the potential impact of an
overly-close early relationship with a parent and the subsequent need to defend against
this.[15]
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A person’s early relationships with caregivers, interacting with social and biological factors,
are central for the development of a capacity for reflecting on one’s own and others’ mental
states, symbolic thinking, and regulating feelings (‘reflective capacity’ or ‘mentalizing’ – see
Chapter 2).When someone has limitations in this capacity, it is hypothesised that the crossover
point from tolerating distressing feelings into discharging them through actions might come
earlier.[16] Violence can be understood as a communication of some sort. However, it may take
some time to work out what the communication is and for the person who has been violent to
form a narrative that makes sense to themselves and others. Adshead writes that people who
have been violent may initially have ‘cover stories’, which only tell an incomplete picture.[17]

Adshead explains, ‘It is not that the “cover” story is not true, but rather it represents only that
part of the narrative identity of the self that the speaker is conscious of – or can bear to
articulate.’ Through dialogue in therapeutic settings, these narratives can evolve ‘into some-
thing richer and more self-reflective’.[17]

Yakeley and Adshead use the analogy of a bicycle combination lock in thinking about
how several conditions may need to align to psychologically ‘unlock’ the potential for
violence.[13] The first factor in the ‘combination lock’ is a person’s characteristic ways of
relating to themselves and others – this comprises the background to how current life
circumstances will be experienced and managed. Other factors in the ‘combination lock’
might include the use of drugs which magnify or distort feelings or disinhibit actions; being
socially isolated; and wider societal adversities including the influences of poverty and
unemployment.[18] Out of these circumstances, a specific relational encounter or situation
may engender a state of mind in an individual which ‘can unlock or disable the inhibitory
mechanisms that prevent the violent feelings that are held internally from exploding into the
external world’.[13]

This chapter focuses on aggression and violence in the context of high-affect interper-
sonal situations, as these are perhaps more common and relevant for staff working in the
caring professions. Yakeley and Meloy summarise research about a different situation,
where violence may be less to do with reacting to and managing an emotionally charged
encounter in the heat of the moment, but is more about the use of violence planned over
a longer period in pursuit of a sense of power, control, or dominance.[4] This may or may
not be associated with ‘instrumental’ motivations to do with obtaining territorial domin-
ance or material gain. There may be complex interpersonal and neurobiological factors
involved, which are beyond the scope of this chapter. For some people, the pursuit of power
and control might be a way of gaining a sense of control over one’s environment when this
has been felt as lacking (linked with early adversity). The interested reader is directed to
Yakeley et al. for further discussion about this form of violence.[4]

The following sections are intended as brief introductions to states of mind out of which
violence may arise, with a focus on high-affect interpersonal situations.

Shame and Humiliation
At times, all of us feel shame. However, when a person has significant developmental
experiences of being unloved, rejected, or denigrated, they may carry a sensitivity to insults
and develop a defensive way of being that is centred around the need to avoid feeling shame
or humiliation again. In this situation, experiences that give rise to feelings of shame and
humiliation can be difficult to bear, and may predispose to violence if a person has not as yet
been able to learn non-violent means of gaining self-respect.[19] A present-day incident can
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evoke distressing early experiences, which then amplify the intensity of the current feelings
of shame and humiliation. Such incidents may include perceived ‘loss of face’, or percep-
tions of being denigrated by another. The emotion of shame is closely tied to a sense of being
seen to be in the wrong by a judging other; one’s usual response to shame is to want to turn
away or hide to ‘escape the painful gaze of others’.[20] If concealment from others is not
possible – as may be the case when one’s state of shame is witnessed by a group of people –
feelings of shamemay heighten along with the need to defend against it. If a person lacks the
reflective capacity to manage and contain the distressing feelings, they may unconsciously
find a way to manage the overwhelming feelings ‘by getting another person (the victim) to
experience them, by dissociating from them, or by acting out vengefully’.[13]

Expelling Feelings
As in the above discussion about shame and humiliation, violence may occur as part of
a process of an individual projecting unwanted, intolerable, or overwhelming feelings into
another person, allowing the individual to (temporarily) assume a position that is removed
from the unwanted feelings (see Chapter 2 for a full description of projection and projective
identification). A forceful induction of feelings in the other, involving violence (as opposed
to more benign interpersonal nudging), may arise when an individual lacks other defences
or processes to deal with their feelings, in combination with a particularly distressing or
disturbing emotional situation. For example, a man in a pub had his advances towards
a woman rejected. He experienced overwhelming feelings of inadequacy. A few minutes
later, in response to a minor insult from an acquaintance, the man pinned the acquaintance
to the ground and felt some sense of relief (perhaps even pleasure) in making his acquaint-
ance feel weak and afraid. This served to provide temporary respite for the man from his
own feelings which had been momentarily located (forcibly) in the person on the ground.
Such incidents may represent unprocessed earlier experiences that are being repeated in the
present, often with the individual assuming the opposite role they felt in originally.

These examples of the acting out of distress are distressing and dangerous for the
recipient of the projections and the violence. They are also ineffective for the projector.
Their attempts to expel unwanted persecutory anxieties into the other may result in the
recipient becoming aggressive themselves, leading to an escalation of violence, and further
trauma for the individual.[21] Furthermore, it does nothing to process the underlying
difficulties.

‘Self-Preservative’ Violence
Glasser describes how an individual may engage in ‘self-preservative’ violence in response to
a situation where the self feels under a threat of such severity that they fear they may not
physically or psychologically survive.[3] This is a ‘primitive’ response associated with physio-
logical changes in the body that prepare it to either fight the perceived danger or flee from it
(the fight/flight response). In ‘pure’ self-preservative violence, influencing the other person’s
feelings is not the aim of the attack. The individual engaging in this form of violence does not
necessarily want the other person to suffer – the individual just wants the source of the
perceived danger to abate. As Glasser summarises, the violence is focused ‘on the dangerous-
ness of the object rather than the object itself’. An example of self-preservative violence might
be when an individual lashes out when they are grabbed from behind by a stranger, out of fear
of an imminent serious physical threat. Glasser contrasts self-preservative violence with
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a different situation (which Glasser refers to as ‘sado-masochistic violence’) where the visible
evocation of feelings and responses in the person who is the object of the violence, in
particular their suffering, are important to the individual engaging in violence (often serving
to distance that individual from feelings of inferiority, vulnerability, and a sense of lack of
control, which are instead evoked in the object of the violence).[3] In practice, a continuum
between a self-preservative dimension and other routes to violence is common, as opposed to
there being completely distinct forms.

The nature of the danger in self-preservative violence can be psychological as well as
physical. Glasser gives examples of possible psychological threats as including perceived
attacks on one’s gender identity, the infliction of a severe blow to self-esteem, an insult to
one’s self or an ideal to which one is attached, or a feeling of disintegration. Of course, most
people who experience such psychological pressures will not respond with violence – it
depends on the other dynamics and influences that lie behind how something is perceived
and how one reacts (i.e. the other aspects of the ‘combination lock’).

Attempts at Communication
Winnicott posits that a young person’s ‘antisocial tendencies’, which may include violent
acts, can be unconscious attempts to regain a parental figure felt to be lost. Through acts,
which may outwardly appear bent on destruction only, Winnicott argues that ‘the child is
seeking that amount of environmental stability which will stand the strain resulting from
impulsive behaviour’.[22]

A related perspective is to consider aggression (which may move into violence) as
a continuum of the dynamic described earlier, to do with having an intense need but
experiencing others as not acknowledging this. The child at the end of the still-face scenario
ends up using physical means to try and get through to her mother –writhing around, hitting
out at the air. Similarly, when an adult feels not heard or understood, there may be an
escalation in tone of voice, body posture, and physical action. As discussed earlier, someone’s
internal world influences whether they feel heard by the other in quite a complex way – when
a person has an internal representation of others as un-listening, theymay interact with others
in such a way that makes it more likely that the other will not be in a receptive state.

Staff Countertransference Dynamics in Relation to Aggression
and Violence
As discussed in Chapter 2, staff countertransference can be a useful instrument for under-
standing the internal worlds of the people they work with; however, if not acknowledged or
processed, this can lead to difficulties for both parties.

When someone has resorted to acting out something violent, it is usually the case that he
has difficulties putting his distress into words and talking to another about it. Therefore,
staff observations of how the patient operates, as well as observing their own counter-
transferences, may be key to understanding the dynamics behind a patient’s violence and
what he needs help with.[23] (We are using the term ‘patient’ here but this discussion would
also apply to other situations such as the relationships between prison officers and prison
residents, or in a community setting caring for people who have acted out violently.) To take
the example of staff anxiety, this may be the only clue to the patient’s own terror, which may
be ‘successfully’ defended against by the patient’s aggressive exterior.
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Here it may help to distinguish between two situations: working with patients who have
done violent things to others in the past but have not been violent towards the clinicians
currently caring for them; and patients who have been violent towards the current staff team
looking after them. Both situations have their own challenges, but when working with the latter
group, it can be especially difficult work for the staff team to contain and process the feelings
evokedwithin the teamwhen amember of staff has been physically attacked by a patient in their
ongoing care. Countertransference feelings to patients acting in violent ways are varied andmay
be unsettling for the clinician – these feelings are an expected and understandable response to
being part of a disturbing encounter, where the staff are in a position of physical risk. These
include feeling anxious, afraid, excited, controlled, disgusted, denial of there being a problem, or
a therapeutic nihilism[10] (see also Reiss and Kirtchuk’s structured approach to assessing staff-
patient dynamics, discussed in Chapter 19).[24] When working with a person who acts in
a threatening or violent way towards clinicians, through the responses evoked in clinicians,
there may be a draw for clinicians to respond in ways that may inadvertently escalate the
situation – potentially through overly punitive or placatory responses.

Splitting in staff responses is commonwhen working with both situations – that is, when
working with patients who have been violent in the past, and those who are currently
displaying violence. For example, a service user who has hurt people may be held by some
staff to be ‘pure evil’; alternatively, other staffmay deny orminimise the service user’s past or
present violence and tune in only to his vulnerability. Both of these polar opposite positions
have their risks and limitations in perspective, whilst each, with reflection and processing,
may provide a way in to understanding important elements of the interpersonal dynamics in
operation. If the team can work together, the various projections can be brought together to
form a more complete and nuanced picture of the person they are working with (see
Chapter 18 on reflective practice).

It is important to acknowledge that working in settings that care for people who may be
aggressive is in some ways an unusual situation. The nature of work in some caring settings
entails staff returning to aggressive or violence situations, sometimes over years or decades,
rather than being able to walk away from such incidents. Over time, the experiences of staff
may come to resemble something of the adversity experienced by the patients they are caring
for (this process is described more fully in the section on ‘System Dynamics’ in Chapter 15).
Considerable efforts may be required by the leaders of such services and the practitioners
themselves to acknowledge the existence of these unsettling dynamics and to pay attention to
these. Reflective practice groups, in the context of important structural and practical elements
of a service, can offer a degree of protection for staff and patients by providing opportunities
for staff to process the intense projections (see Chapter 18).[25] The aim of reflective practice is
to provide support for clinicians and reduce work-related stresses, and mitigate the potential
for staff to enact retaliatory violence towards the patients in their care.

Appropriate Boundaries
A common critique raised in reflective practice groups or similar discussions is that the
process of trying to understand why a person did what they did, or taking an interest in their
upbringing, can feel to some like excusing or absolving a person of their harmful actions.
Countertransference factors (including a dislike for the patient) may be relevant here, but
alongside this it may be helpful to clarify that seeking understanding is about getting to the
root of matters to help a person and the system around them to understand the person
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better, including what has contributed to their violence and thus helping to prevent future
violence. Understanding is not intended to be absolution.

A process of trying to understanding someone’s aggression or violence comes alongside
setting or keeping boundaries around harmful actions or behaviour – it is not one or the
other.[26] Furthermore, one needs appropriate boundaries in order to come to an under-
standing of a person’s interpersonal dynamics. It is not containing to someone who hurts
people to not have appropriate boundaries. In a way, it is depriving to them, and they may
keep looking for the boundaries until they are found.

Hinshelwood describes the pull towards ‘one-dimensional cultures’ with regard to
attitudes and approaches towards people who commit violence, and advocates for an
integration: ‘It is true that the patients might deserve sympathy for their appalling experi-
ences in life (usually in early life), but equally they require determined confrontation’ of
entrenched ways of relating and harm caused to others.[23] With appropriate timing, staff
can raise with the patient aspects of his behaviour which hemay be consciously aware of, but
is avoiding (see Chapter 7, section on therapeutic ‘Confrontation’).

Societal Responses to Violence
Emotional reactions also occur on a wider societal stage in response to people who relate in
ways that cause serious harm to others. There is often, understandably, a great deal of anger
directed towards those who have carried out serious violence towards others. The experi-
ences of sadness, hurt, and tragedy on hearing about the serious injuries, or even death, of
the other person may be felt to be futile and unheeded because the event has already
occurred – this may add to the strength of anger.

The strength of feeling may be particularly marked in situations where a collective
conscious desire to protect the most vulnerable members of society is seemingly ignored by
people who have harmed or even killed others. Anger and outrage may be expressed about
the apparent mindlessness and meaninglessness of violent crimes. From a psychodynamic
perspective, as discussed earlier, violent actions are not mindless or meaningless.
Undoubtedly, the reasons behind such crimes are complex, with deep psychological,
biological, social, and political influences. In a psychodynamic way of thinking, it is
important to try to understand the actions of people who commit violence in order to
reduce the risk of harming others again.

There may be something about the nature of a violent crime and the anger that it evokes,
that can get in the way of thinking about what might have been going on. We acknowledge
that this is a complex and potentially divisive area that can generate strong feelings, and we
are limiting our discussion to a psychodynamic perspective. Our societal responses can
resemble the dynamics of staff involved more closely in the care of people who have been
violent, in that we can all experience a draw towards ‘one-dimensional cultures’. For
example, one may experience the violent person as ‘pure evil’ and they may be ostracised
in parts of society and the media, with calls for retaliatory punishment. As Adshead
contends, one can comprehend why some feel the need to condemn those who have carried
out violence, as ‘ . . . revenge is a basic human impulse, a kind of wild justice that keeps us
stuck in our fear and anger, mirroring the very cruelty we claim to abhor’.[27] Furthermore,
these situations evoke a splitting apart of a complex situation into ‘good’ and ‘bad’ – all of
our own propensity for violence and hate may be projected into the perpetrator and then
attacked, leaving us with the ‘good’ aspects.
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The reason this matters is that a one-dimensional assessment of a complex situation
might ignore the various dimensions and influences behind an act of violence. The strong
feelings and the ensuing dynamics of revenge, splitting, and projection within aspects of
society may cloud a process of understanding and learning lessons from what has gone
wrong. A lack of understanding can hinder attempts to reduce the chances of future
occurrences of violence for that person, and for preventing others ending up in the same
situation. For example, in the situation of violence against a child, we may split off and
project our own feelings of inadequacy and responsibility into one particular professional,
or a professional group, involved in the child’s care whose ‘failings’ are held to be respon-
sible for them ‘slipping through the net’. This avoids considering what the wider net was like
or if, indeed, there was a net – that is, our defences may avoid a more discomforting but
potentially deeper appreciation of a complex problem.

Furthermore, stigmatising or shaming practices towards someone who has been violent
are expected to have detrimental effects on that person’s future risk of violence. Tangney
et al. summarise the research evidence in this area, concluding that such practices are
‘associated with outcomes directly contrary to the public interest – denial of responsibility,
substance abuse, psychological symptoms, predictors of recidivism and recidivism itself’.[28]

This might be understood with reference to the discussion earlier in this chapter about how,
when thinking about violence, shame is often central to its aetiology. Tauber et al. explain
that ostracising and excessively punitive responses by society are expected to increase
a person’s shame and may engender defensive reactions that reduce the protagonist’s
feelings of guilt and remorse. (Guilt may be protective against future violence as it is
associated with awareness of harms caused to others.)[28] As well as increasing shame,
Tauber et al. contend that such societal responses are expected to reduce that person’s
‘cultural and personal social investment, weakening bonds . . . and, in most instances, likely
serve to facilitate violence instead of preventing it’.[29]

Concluding Remarks
This chapter started with considering anger and the various routes to this feeling. We
considered how anger can be a desperate call to be attended to and a powerful invitation to
neglect. The chapter then introduced psychodynamic thinking on aggression and violence.
We took an inclusive approach to contemporary theory, noting that more than one
approach may be useful when trying to understand a person’s actions. We discussed how,
in the face of powerful dynamics associated with violence, the caring capacity of staff can be
eroded in ways that can perpetuate problems; reflective practices can help provide some
protection against these difficulties and maintain interest and safe working. Finally, we have
touched on wider societal responses to violence, acknowledging that this is a potentially
divisive area associated with strong feelings.
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Introduction
The need for the concept of a ‘psychologically informed’ service arises from a recognition
that a proportion of people have psychological and emotional needs that may not be
appropriately provided for within standard health and social care designs and delivery. As
previously discussed (Chapter 15), care-seeking is one of the most primitive and early
relational dynamics we engage in. Experiences such as developmental trauma, neglect,
and other mistreatment occur in relationships, and often within relationships that would
be expected to provide safety, security, and comfort. In many cases, one of the longest
legacies of early relational adversity is the loss of trust in others, something that can
subsequently give rise to complicated relationships with caring figures and services. In
this regard, making a service psychologically informed can be understood as a necessary
provision for those who have the highest levels of psychological need.

Health, social, and educational services – amongst others – can play a key part in
enabling trust to develop in caring relationships through providing a steady and containing
relational experience and resisting the draw to repeat old patterns (see Chapter 15 section
‘Staff Responses to Patients with Complicated Relationships with Care’). However, there are
circumstances where the actual environment in which staff are trying to provide a service –
including its structures and policies – does not facilitate that provision or, at worst, prohibits
it from occurring.

The concept of a psychologically informed service might be most broadly understood as
a situation where the design, practice, and principles of any given service are informed by
the best understandings of the psychological and emotional needs of the people for whom
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the service is intended, taking particular care to consider those people who struggle to use
the service in an uncomplicated way. Johnson and Haigh suggest that a marker of
a psychologically informed service is that ‘if asked why the unit is run in such and such
a way, the staff would give an answer in terms of the emotional and psychological needs of
service users, rather than giving some more logistical or practical rationale’.[1] This chapter
draws on the principles of a psychodynamic frame (Chapter 5) and extends this to make it
relevant outwith the 1:1 therapy or group room. Attention is paid to the ways in which
a service is run, interrogating policies and procedures against a psychological understanding
of those for whom care is being provided. A new service could be designed from the outset to
be psychologically informed, or an existing service could be adapted or more radically
redesigned. We do not mean to imply that separate services always need to be set up to
provide for those with the most complicated relationships with care. Although specialist
services are sometimes required, we are also referring to adaptation or redesign of the
running of mainstream services.

Prisons, secure hospitals, and children’s homes are obvious specialist settings where
a psychologically informed approach will be essential for things to run well, as most, if not
all, people served in these settings will have extraordinary needs and complications in their
relationships with care. More general settings, such as general practice, community psychi-
atric services, and schools, would require a psychologically informed approach in order to
meet the needs of some users and to prevent inadvertently making matters worse for them.
Depending on the nature of the service, the proportion of people who struggle to easily
make use of the facility varies. But even when it is a minority, this minority will likely
contain those with the highest needs for the service – therefore it is important to take these
into consideration (see Chapter 15, section on ‘The Inverse Care Law’).

To clarify some terminology, the term ‘Psychologically Informed Environment’ is
sometimes used to refer more specifically to a therapeutic and relationally focused approach
to the operation of residential services for people experiencing homelessness, such as hostels
and refuges;[2] and the term ‘Psychologically Informed Planned Environment’ to refer to
a therapeutic approach in prisons.[3] However, these ideas have wider applicability for any
service attempting to work with people with complicated relationships with caring services,
not just in a residential setting,[1] and it is this broad approach that this chapter takes.

A psychologically informed approach is underpinned by staff training in relational
aspects of care and regular, well-attended reflective practice groups that are embedded
into the service (see Chapter 18). While some of the ideas in this chapter may look
straightforward on paper, they are not necessarily easy to apply in practice due to the
relational dynamics involved. Taking part in a reflective practice group is essential for staff
members to process and reflect on the relational dynamics they are a part of, and to support
an understanding of what the key issues and stuck points are for a service. A psychologically
informed consideration of the service’s environment addresses practical areas that may be
thought about in reflective practice groups but are hard to influence directly within such
groups alone, with their necessary boundaries and limits.

Enquiry
One of the most important aspects in designing a psychologically informed service is
an enquiry as to what the needs might be that require accommodation. A central part
of this entails discussions with those for whom the service is aimed to discover what
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might be helpful and unhelpful in terms of facilitating provision of the service. It is
important that these enquiries include service users from a range of backgrounds, not
just those that speak up first or are the most ‘able’ – as otherwise this would miss the
voices of those who believe that their opinions are irrelevant or who mistrust others
and so do not readily volunteer. This focus on inclusion is not lip service, but stems
from recognising that those of us who lead and design healthcare services are typically
relatively ‘healthy’ people, who do not always have the psychological or emotional
needs that might allow us to recognise what elements of a psychologically informed
service might be required. Without real emotional engagement with those people who
have complicated relationships with care, there is a risk that we inadvertently form
a service in our own image, based largely on what we ourselves would want to see in
a health service, or what is felt a typical person might require.

This enquiry could be supported by a psychotherapist or consultant external to the
organisation, or potentially led from within the service – this would depend on the
complexity of the situation under consideration and the training and experience of staff.
Through a detailed and collaborative relational analysis, the service should aim to build up
an approach to running the service that considers the various emotional and psychological
needs of its constituency. This process of enquiry and analysis is often supported by
reflective practice sessions, with a psychologically informed service evolving through
‘reflective practice and shared action learning within a staff team, as they come to grips
with the emotional demands of their work’.[4]

There are many aspects of service design and delivery that can be analysed and changed
through the psychologically informed prism. The following sections look at common
themes that arise in terms of service principles and design, along with thoughts on how to
apply the psychologically informed ideas in everyday practice (these latter ideas are high-
lighted in the subsections titled ‘Into Practice’). The chapter aims to take a practical and
straightforward approach that we hope will be useful to non-psychotherapy staff across
a range of services, as well as psychotherapists who are invited to support a service’s work.

The Importance of Language
Language is central to thought and understanding. Within a psychologically informed
service, all language used is open to scrutiny and challenge to see if it makes sense, describes
the situation as accurately as possible, and is helpful in terms of effectively providing what
the service was established to do.

Elements of service users’ adverse relational experiences and inner worlds can creep
unwittingly into the language used by staff (see Chapter 2 for discussion on projective
identification) – for example, in terms like ‘manipulative’, ‘attention-seeking’, ‘it’s just
behavioural’, ‘heartsink’, or ‘time wasters’. With automatic adoption of terms like these,
our thinking can become informed by unprocessed emotional responses we have through
being in relationships with some patients. These terms may take on an unquestioned
currency for some staff, which is at odds with providing care for those who experience
difficulties being in relationships.

For example, a circular situation might emerge where a person’s behaviour is constantly
attributed to their ‘personality disorder’ and ‘manipulation’, while it is considered that they
have this ‘personality disorder’ because they behave in particular ways. Such circles of
‘complete understanding’ run the risk of limiting thought and exploration of other possible
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meanings and function of the behaviour, and can lead us to forget that we are also playing
a part in the relationship in a way that might benefit from analysis and reflection.

Into Practice
If reflected upon, the draw to use terms like these may be informative. What does it say
about the kinds of relationships being played out, if a service has been drawn into using
certain language? Such language might be an understandable phenomenon to emerge in
present-day relationships, where historic versions of such language have been prevalent
in a patient’s life experiences – that is, the staff’s use of such terms may be part of
a process of identifying with a service user’s internal sense of others. If registered, this
can provide insight into the service user’s experiences in relationships. This kind of
reflective work can help staff to gain perspective on the relational dynamic that they are
a part of, reducing the draw to act the dynamic out through the unprocessed use of such
terms.

It might be appropriate to describe someone seeking care as ‘manipulative’ if that is then
followed up by a serious questioning of what or who is being manipulated, what function
does the manipulation serve, how are we left feeling by the manipulation, and what problem
does the manipulation solve for the person. In summary, in a psychologically informed
approach, ‘behaviour, even when potentially disruptive, is seen as meaningful, as
a communication to be understood’.[4]

Beginnings
We now turn to the issue of access to a service for the range of people whom it aims to serve.
Access is a key aspect of any service, because if someone or a group of people are unable to
attend, then for those individuals the quality and efficacy of the treatments within are as
nought.

Often a whole range of steps must be negotiated prior to actually getting into
a relationship that might assist in what has brought a person to seek help in the first
place. These might include such things as telephone menus and holding queues. There
may be appointment letters to read, unfamiliar buildings to arrive at within set time
windows, and a range of rooms and clinics to enter, often with doors closed behind. But
perhaps most importantly, there is often a wide range of new people to meet and commu-
nicate with, many of whom have job titles that can be bewildering to some, and bring with
them power imbalances in terms of authority, knowledge, and status.

For many, and maybe even for the majority of us, such steps are not even noticed, or are
perhaps experienced as an inconvenience but nothing more. However, a psychologically
informed approach is primarily necessary because there are individuals for whom these
steps are felt as significant hurdles or potentially experienced so strongly that they are like
brick walls.

Take for example those phone calls with their classical music interludes, computer
generated voices, and various submenus. For the person who has taken two to three hours
to build up the courage to make a call to the doctor, the various and speedily recounted
options can overwhelm and increase the anxiety of the already anxious. The wait to speak to
somebody, and the occasionally impersonal response once the call does get through, can be
more than enough to lead the person to disconnect and end the call. Or perhaps worse than
this, the individual’s anxiety can be communicated through anger and aggression once
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contact is made, leading to relational breakdown and an increased anxiety for the care
seeker and provider in relation to future attempts.

Into Practice
The issue is about how to develop access provision for those with emotional and
psychological needs, where access limitations exist within the arena of relational
anxiety, or other anxieties that relate to placing oneself in the vulnerable position of
seeking help. Such provision can involve providing adapted means of accessing the
service to make it developmentally and relationally achievable for a broader range of
people.

We are thinking here about some of the bedrocks of providing a useful service for
those with significant relational difficulties: continuity of staff who work with an
individual and a consistent approach to allow trust to develop; coherence and transpar-
ency in communications;[5] removing unnecessary barriers to contact to allow someone
to ‘get through’ without the individual resorting to escalation of actions; and
a willingness from staff to be flexible within appropriate limits and boundaries about
how to meet someone requesting care.[6] To do all this is not at all easy due to relational
pressures – for example, to become either overly punitive or overly permissive – and so
requires reflective practice spaces to underpin the psychologically informed ethos.
Financial limitations, staffing levels, and time constraints add to the challenges
involved.

Time
Time is a variable that is involved in many elements of care, from the time of day that
appointments are available, to the length of time of those appointments, to the length of
time those appointments will be available for. Typically, these time arrangements are not
decided upon through discussion between the care provider and those seeking care, but
more often through practical considerations such as resource availability, waiting list size,
and length of time determined to be necessary on average to complete the particular process.
Allotted time is therefore a balancing act between these practical elements on one side, and
the needs of those seeking help on the other.

But time is relative and experienced differently by different people.[7] For those people
who experience high levels of anxiety in situations where need, vulnerability, and asking
for help are at the fore, time can become elastic. Perception of time can slow down, or
alternatively an hour may pass by quickly. High levels of anxiety can mean a person may
struggle to attend to what is going on, what is being said, or what is being asked of them.
For those with previous experience of trauma for example, it may take considerable time
to get to a point of psychological regulation where much can be taken in from the
surroundings, and this time may be longer than the time that has been allocated for
their appointment. This can mean that even if someone with such psychological need can
actually attend an appointment, they may not recall much at all about what went on within
it, even if they have spoken, taken part, and made assenting noises throughout. This may
be played out over several appointments, where the time constraints of each appointment
mean a person never manages to get to a psychological state where they can make use of
the treatment being offered. This can lead to complications down the line if the practi-
tioner (be that in housing, health, or education) is expecting results back from the range of
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activities they thought they had agreed the person would go off and do. As discussed in the
section on ‘Ambivalence’ below, there is a risk of the service reacting with a script of ‘non-
engagement’, when in fact it may be the case that the person did not retain what was being
asked of them due to their psychological state at consultation.

For treatments where a number of sessions might be required – for example, psycho-
logical therapies – time needed can vary significantly between people. Many psychothera-
pies assume that a person seeking such help can develop enough epistemic trust within the
time frame given to make use of the material and discussions that occur within that period
(epistemic trust refers to an individual’s ability ‘to consider new knowledge from another
person as trustworthy and relevant, and therefore worth integrating into their lives’[8]).
While this may be true for many, there will be some who may not be able to develop such
trust within the weeks or months provided and may require years to discover any such
ability with another person.

Into Practice
It may not always be possible to accommodate time requirements within a healthcare
setting, even when both parties agree that more time is required either for appointments
or for length of treatment. But it should at least be possible to recognise that time is not
a constant for all people. As the American lawyer and human rights activist Kimberlé
Crenshaw asserts, ‘Treating different things the same can generate as much inequality as
treating the same things differently.’[9]

Ambivalence
The psychodynamic lens tunes into the deep ambivalence about seeking care that might exist
when someone has a template in their mind of caring relationships as bringing mistreatment,
neglect, criticism, or rejection. For example, for a person with early experiences of mistreat-
ment within relationships, in the present day, a part of themmay be desperate for help for the
consequences of that mistreatment; while another part has a conviction that to ask for help is
dangerous because being vulnerable is strongly associated with being maltreated.

Looked at through this lens, some of the situations that we invite people into to get help
can end up resembling, to those who have experienced early mistreatment, the circumstances
that gave rise to the distress in the first place. The care relationship with professionals often
happens in private rooms with one other person who has relatively more power and control,
where the door is closed, and where people are asked to reveal some of their most vulnerable
aspects. These conditions can recall the sorts of environments and demands where trauma has
taken place, and so unwittingly may evoke feelings and responses associated with earlier
settings of distress and mistreatment. People may then not turn up or, if they do, arrive in
a state of stress and anxiety and might decline the care being offered.

On the other side of the encounter, it is not unusual for healthcare staff themselves to feel
ignored or mistreated when they have gone to some lengths to make time for someone, only
for that person not to attend without even letting the staff member know they were not
coming. As introduced in Chapter 15, if these feelings are not processed or reflected on by
the staff and service, they may be relieved through discharging the person felt to be ‘not
engaging’ or not offering any follow-up enquiry (see Figure 17.1).
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Into Practice
A psychologically informed approach might show interest in the why of the missed
appointment and put some time and reflection into trying to understand what problem
it might solve for someone to go through the lengthy process of seeking a referral only
to then not attend the offered appointment. Chapter 20 goes into this area in detail
when considering homelessness services, but here we focus on general services. For
example, when someone does not turn up to their appointment at a cancer clinic, or
a physiotherapy centre, or with an educational psychologist, one might enquire as to
whether there was something within the offer being made that might be unmanageable
in terms of the psychological and emotional needs of the individual concerned. One
could reflect on whether the ‘not-turning-upness’ carries within it a communication
about the person’s conflicts and difficulties. Perhaps it is a communication about
a feeling of abandonment, disappointment, or some other anxiety? Through not dis-
charging someone after two or three missed appointments, but instead reflecting on the
nature of what has happened, new information and understandings might emerge that
could have profoundly beneficial impacts on the health and well-being of the person
seeking care (see Figure 17.2).

By recognising that the development of connection and some trust is an essential
component in the seeking of healthcare for everyone – but that some people cannot
readily manage closeness and trust – then we might organise some aspects of new
appointments and meetings to recognise and attend to these difficulties. Perhaps open
access, or the opportunity for people just to come to see the building without also
having to deal with whatever the building is purposed for. It might be possible to
arrange initial meetings at a place that might feel safer or more accessible for the
person seeking care.

Figure 17.1: Ambivalence from the service user may be mirrored concretely by ambivalence by the professional.
In this figure, the request for help by the service user is received warmly by the professional. But when the service
user’s conscious or unconscious communication changes to ‘go away’, the professional feels the patient is ‘not
engaging’. Both parties struggle to see that the service user both wants help and is afraid of it.
Illustration by Robert Bangham.
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Treatment
Thinking about the evidence base that is used to inform treatments, many people are
excluded from clinical trials. The randomised controlled trial (RCT) methodology often
has strict inclusion and exclusion criteria – this is to keep trial arms similar to aid clear
comparison, reducing bias and confounding. What this means, though, is that the internal
validity of a trial ‘is often achieved at the expense of external validity (generalizability), since
the populations enrolled in RCTs may differ significantly from those found in everyday
practice’.[10] In trials of 1:1 psychological therapy for example, exclusion criteria may cover
those who have a wide range of symptoms, use a large amount of addictive substances, or
who are unable to maintain the regularity of treatment sessions required in most trials. This
gap between clinical trial evidence and real-world practice would therefore be expected to be
large for people with the most complicated relationships with care. As such, treatments for
this group may not work as they are ‘meant to’. However, an exclusion at the point of
development does not always prevent an erroneous assumption that those not represented
in clinical trials should then be able to make use of that treatment once it is implemented
across health services. Minne quotes a patient with long-standing difficulties, who had been
sent for an intervention focused on recovery, who protested: ‘How the hell can I recover
when I never had cover in the first place?’[11]

Additionally, when practitioners are expected to deliver a treatment that does not fit the
person’s needs, the practitioners themselves may be left with a variety of feelings, including
a sense of inadequacy and frustration. If not reflected on, this can lead on to the practitioners
and teams proffering increasingly intrusive but inappropriate interventions as a way of
attempting to avoid a sense of inadequacy or therapeutic ‘failure’ – these new interventions
may or may not fit either.[12] At other times, the difficult feelings arising in a practitioner in
this kind of encounter may be projected on to the patient who may end up being labelled as
‘treatment resistant’ or non-engaging; rather than the staffmember acknowledging that the
client might be being invited to make use of something that has not been subject to
evaluation for someone with their specific needs and difficulties.

Figure 17.2 In a psychologically informed service, the organisation of the service supports professionals to reflect on
the service user’s communication. In this figure, the professional wonders if the service user has an internal split
between an aspect that wants help and an aspect that is afraid of caring relationships andwants the other to ‘go away’.
Illustration by Robert Bangham.
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In Practice
Taking all this into account, a psychologically informed approach to working with people
with themost complicated relationships with care would include a degree of flexibility in the
treatment approach offered by the practitioner. Furthermore, there would be encourage-
ment from the leaders and managers within their service for practitioners to draw on core
skills and develop an individual formulation with each patient. Within the research com-
munity there is movement to recognise the need for studies with broader inclusion criteria
that reflect the real world, to complement the kind of accuracy that can be obtained with
narrower inclusion criteria.

Endings
Like the phases of therapy (see Chapter 8), other kinds of relationships have beginnings,
middles, and ends. Endings in relationships with professionals are a time where large
therapeutic gain can be achieved. Again, for many, this transition occurs without compli-
cation, especially if the healthcare provider communicates in advance their upcoming
departure. However, endings are also times where, if handled in a way that does not take
account of the psychological and emotional needs of those being ended with, harm can be
caused.

Unplanned, unforeseen, and unwanted endings and separations are common in the
early lives of people who have complicated relationships with care. Despite this, it is not
uncommon for the endings of often quite long-term relationships in healthcare to be
unannounced or delivered at short notice in a way that does not allow for discussion,
processing, or working through of what the ending might mean for the individual being left.
Such situations might go unnoticed for the care provider; but they may be keenly felt by
those who have located trust within this relationship, only to find that it ends in ways that
are reminiscent of some of the early experiences that gave rise to the distress that brought
them to the practitioner.

Take for example, Michael, who had the same clinician Mr X for eight years, and
through this time (perhaps unknown to Mr X) came to trust his opinion and recom-
mendations for care, and came to trust Mr X as a person who cared for him. Michael
had had a number of traumatic experiences in his past, and developmental experiences
of relational unreliability. Michael was not demonstrative in showing that the relation-
ship with Mr X mattered to him – as is common in some people who are insecure in
their relationships (see Chapter 2, Box 2.5 on Bowlby and Attachment Theory). After
eight years, a letter arrived from the clinic’s administration team letting Michael know
that his next appointment would not be with Mr X anymore as he had retired, and
would instead be with Ms Y. Unwittingly, and through not realising the importance of
the relationship, this transition unfortunately provided a re-enactment of relational
uncertainty.

This kind of sudden experience of ending may not only bring immediate distress to
a patient with this sort of background, but have an impact on the likelihood of them trusting
someone else in the future. How long wouldMs Y need to be stable and available forMichael
to consider trusting her?
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In Practice
A psychologically informed approach does not in any way deny that all relationships have
limits, boundaries, and endings. It does recognise that for some, and typically those with the
greatest psychological and emotional need, transitions in care, including the departure of
a key person, require attention, thought, and reflection.

Concluding Remarks
A psychologically informed approach is where a service makes a considered effort to reflect
on what it may otherwise take for granted, and then take practical steps so that the service
operates in a way that is suited to those who may need it most but find it hardest to use.
Through this, the staffmight consider how the service may have inadvertently set itself up in
relationship to some it seeks to help in a way that has hindered its success. When a service
does not operate in a psychologically informed way, this is usually not born out of any
conscious or deliberate plan of neglect, but rather because of the imperceptibility of human
relationships and the power they can have over us all (see ‘The Invisible Relationship’ in
Chapter 15).

Not discharging people in a reactive way; letting them know that they can remain in
contact and seek another appointment at a future time; and acknowledging that they
might find attending difficult – these are examples of approaches that can sidestep the
possibility of exacerbating the difficulties some people are seeking help for. Continuing
contact with a person through discussion of what might work for them, given that the
standard approach did not seem to, may form the beginning of a productive connection
between the service user and the professional. The hypothesis is that when such
psychological aspects are catered for, over time some people who ordinarily miss
appointments and engage through not turning up, will become better able to access
and make use of the service – in both traditional clinic-based care and specialist
services.
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Introduction
Staff in the caring professions often have to contain troubling and unpredictable communi-
cations (projections) from those they work with. As discussed in some detail in Chapter 15,
it is usual and expected for staff to have feelings in response to these communications – this
is part of the process of emotional containment. If reflected on, the professional’s feelings
and inner responses (countertransference) can be a vital source of information about the
relational dynamics the service user carries with them and how the staff member is
responding to these.[1,2] However, if staff members do not reflect on and process their
countertransference, there is the potential for increased stress for the staff member, and to
inadvertently re-enact the patient’s relational difficulties rather than provide containment
for them.[2,3]

There are examples in the literature of harm coming to both staff and patients through
relational pressures being unconsciously acted on by staff rather than spoken about and
reflected upon. These include: unprocessed feeling of hopelessness leading to over-intrusive
treatment;[4] not taking in key clinical information;[5] and boundary violations in
institutions.[6] Furthermore, coupled with anxieties about being blamed for mistakes, over
time professionals can withdraw into ‘mechanistic and detached ways of thinking and
relating to their patients’.[7] Whilst this position may relieve a practitioner’s anxieties in
the short term, over time this leaves their patients ‘feeling isolated, while the practitioner
feels demoralised or detached’.[7]

An ongoing and regular reflective process can throw light upon such dynamics, and
provide extended time for a deep knowledge of context, function, and history of the service
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to develop. A regular staff group can be one way to provide a space and opportunity for the
constituent members of a service to try and reflect upon the sorts of internal and external
relationships they are involved with. Such groupsmay be named in various ways by different
services, but for the purpose of this chapter we will call them reflective practice groups. For
a review of the evidence on reflective practice groups, see Patrick et al.[8] By explicitly talking
with staff in an reflective practice group about their countertransference feelings and the
resulting pull towards certain actions, it is more likely that these dynamics can be under-
stood rather than concretely played out.

Reflective practice groups were discussed in Chapter 17 as underpinning the successful
operation of a psychologically informed service. In this light, the reflective practice group
should not be viewed as a luxury, but part of the firm foundation of healthcare provision and
other settings such as prisons and children’s homes. Indeed, in any service where relation-
ships are central to its operation, it could be argued that a facilitated space for reflecting on
practice should be an essential part of how the service operates (such as in education,[9]

social work, and other human services).
In this chapter we offer a brief introduction to psychodynamic reflective practice groups.

The chapter has a focus on the healthcare setting, although the core principles of reflective
practice groups apply in settings beyond healthcare. This chapter is aimed at professionals
who want to know more about the process, both as participants and as potential group
facilitators.

What Is a Reflective Practice Group and Who Is It For?
A reflective practice group brings a whole clinical team together with the primary task being to
reflect on and process staff-patient, team, and organisational dynamics, in order to sustain
caring relationships with patients and to reduce the stresses of the work for staff. In terms of
the constituents of a reflective practice group, it is for everybody within the
team seeking reflective practice – for staff from all professions and from all levels of ‘seniority’.
The facilitator models a supportive, non-judgmental, and empathic approach, whereby
clinical situations, encounters with patients, and systemic issues are explored, with
a ‘constructively challenging and non-collusive position from the facilitator where
needed’.[10] The group can help with the improvement of intra-team functioning and help
to metabolise some of the projections that can lead to stress and burnout of the individual as
well as impacting negatively on team operation. For clinicians who have become inured and
detached from clinical work, reflective practice groups may help to sustain interest and
awareness in emotional aspects of care.[7] Bringing different perspectives together from the
whole team can help piece together a more integrated picture of a patient’s interpersonal
dynamics, and prevent or minimise splitting within a team. (‘Team splitting’ refers to the
process whereby a patient’s inner psychological splitting ends up becoming played out in
conflict between different parts of the team; for more detail see Chapter 15, section ‘Splitting
Within a Clinical Team.’) Figure 18.1 summarises key activities of an reflective practice group.

In our view, a psychodynamic reflective practice group is best facilitated by someone
who is not a member of the team seeking reflective practice. This ‘outsider’ position means
the facilitator can ‘hold a democratic, neutral stance in relation to the teams they work with
and [. . .] prevents them becoming part of the problems they are trying to assist with’.[10]

Psychodynamic reflective practice groups have evolved from the Balint group tradition,
associated with Michael and Enid Balint.[15] In a classic Balint group, participants – usually
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from a single professional background – come together from various services to reflect on
clinician-patient relationships. Much of the theory (e.g. Rüth[16]) and practice of Balint
groups applies to reflective practice groups. This includes harnessing the therapeutic
potential of the group to process and contain aspects of the situation under discussion.
With a multi-disciplinary reflective practice group, it is a clinical team or service that has
requested assistance so all participants are usually from the same team, in contrast to
a Balint group where participants are from various services. This difference affects the
operation and ‘feel’ of the group quite substantially. In a reflective practice group, issues
may feel more immediate and closer to home as all members work in the same service and
most, if not all, members have a connection to the clinical or systemic situations that are
raised.

The Frame
Many of the principles of framing a psychodynamic space as described in Chapter 5 apply
for a reflective practice group. The essence is the facilitator paying close attention to creating
a safe and reliable setting and boundary for the group. This frames a secure and creative
space for staff members to undertake the primary tasks of the group as outlined in
Figure 18.1. The group needs to be aware of the confidentiality of the space (with appropri-
ate limits to confidentiality). No explicit goals are set for meetings, no agendas written, and
no minutes taken. It is a space for open reflection about work matters, free from the
administrative constraints of most work meetings.

A reflective practice group is different to a management meeting, ward round, or
a supervision. The reflective practice group is not a place for staff to be monitored in
terms of their performance or abilities, rather it is a place to reflect on the work of the
organisation and their part in it. In a reflective practice group, participants keep responsi-
bility for their own work.[17] The distinction from formal patient management meetings
allows staff to explore their responses with less pressure to try and ‘solve’ problems too soon,
which could foreclose the discussion.

For reflective practice groups running in settings where there are shift patterns, it is quite
common for the people attending each session to vary from week to week. Furthermore,
there may well be disruptions to sessions as the realities of the team’s everyday work come
into the reflective practice group itself (e.g. alarms going off, incidents occurring nearby). To
manage these kinds of situations the facilitator needs to be able to be sympathetic to the
disruptions, whilst trying to respect and carve out a space that feels safe-enough for
participants to stop and reflect. The facilitator will need to draw on experience in holding
an ‘internal frame’ (see Chapter 5) despite some unsteadiness in the external features of the
group.

Discussing the feelings that relational work can bring up can, at least on paper, start to
sound something like a personal or group therapy; clarifying the difference between the two
is important. Any member of a reflective practice group can expect to be asked about their
internal states (feelings, thoughts, etc.) in relation to work matters and to discuss the
relationships that are occurring within the sphere of occupation, and it is important to be
very clear about this at the outset. However, the task of a reflective practice group is not to
relate participants’ internal states to their personal history or private life, as would be
expected in personal or group therapy. An important boundary limits the exploration to
work relationships, with the exclusion of personal relationships (even if there is resonance
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between the two), and the facilitator will step in when needed to keep this boundary. For
example, it might be important to ask a staff member how they feel about a particular
relationship they are involved in with a patient, but it would not be appropriate to then ask
whether this feeling reminds them of how they felt in relation to their father.

It perhaps goes without saying that there may be many circumstances where the
particular dynamics of a work situation will resonate with a staff member’s historic and/
or developmental relationships. Indeed, many of us who work in health and social care may,
at least in part, have entered our respective profession due to unconscious desires and
motives originating in our earliest relationships. For example, a daughter who was never

Figure 18.1 Key activities of reflective practice groups, drawing on various sources[10–14].
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able to persuade her father to stop drinking finds herself studying medicine and becoming
drawn to those with seemingly intractable problems. The feelings of impotence and power-
lessness evoked in her by her patients may stir up deep and powerful feelings from her
history that may impact on her mental health, as well as how she operates at work.

From a safeguarding point of view, it is therefore important to describe such possibilities
and make provision for those who might be unsettled by the process. This might involve
making it clear that anymember can speak with the facilitator outside the group setting, and
that as a facilitator you would be able talk through what might be helpful, with the
possibility of direction to find personal support if needed.

Setting Up a New Reflective Practice Group
So how might we go about establishing a reflective practice group within a service? As with
any potentially helpful intervention, a reflective practice group is not an inert process, and
so requires careful consideration in the setting up phase to create conditions conducive to
the group ‘working’. The first step in establishing a reflective practice group is to take time to
undertake in-depth training and discussion with all concerned as to what the process is,
including explanation about why it might be useful (covering relational dynamics as in
Chapter 15), and what the boundaries and limits of a reflective practice group are (see
Benson[18] for a more detailed account of setting up a reflective practice group). When
setting up a new reflective practice group, we have found that the groups are more likely to
‘work’ when we take time to consider matters carefully with the whole clinical team and not
just the referrer – this is analogous to listening to all parts of a person, not just the first part
to speak (see also Clinical Example 2 in Chapter 7).

There may be times when considerable explanation of reflective practice is needed, as staff
may have had previous experiences of supervision or other staff groups that have been less than
useful; staffmay also have concerns about attending a group where they are being expected to
speak about their work in front of others. There may be many staff who have never had an
experience of being in a group where they are being encouraged to talk openly about how they
feel about their work, or about parts of their work that they find difficult. For example, in
organisations where the overtly stated aim is to care for people, it might feel unusual to then be
invited to discuss feelings that – on the surface – appear to run contrary to this ideal.

The facilitator discusses with the team the importance of involvement of clinicians from
across the whole multi-disciplinary team. When all parties come to an reflective practice
group, this confers the potential for the process to minimise splits and tensions within
a team. Conversely, when a particular discipline or certain members are consistently
missing from an reflective practice group, this reduces the ability to work through team
splits. A regular absence may exacerbate existing tensions as the group members present
may project into the absent figure, but with reduced potential for reflection and under-
standing about the absent member’s internal states and intentions – for example, ‘they just
don’t care – if they did, they would be here to listen to us’. (When this situation emerges
during the running of a reflective practice group, the facilitator needs to be active in
managing the in-session process and consider arranging a review of the sessions if difficul-
ties continue.) In practice, when team leaders are actively involved in the reflective practice
group, this models the importance of the process. Staff who look up to the leaders will then
be more likely to make it a priority to take part. There may be times when an organisation
wants to compel staff to attend a group, but compulsion is not a dynamic that lends itself
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well to honest and open reflection. We feel that coming to an reflective practice group is
something that should be encouraged, expected, and supported, but not mandated.

This initial introduction should be viewed as a central component of the process and as
much time as is necessary should be taken in its preparation and delivery. After these initial
meetings, teams can thenmake an informed decision about whether they are in a position to
commit to an reflective practice group. To proceed, perhaps as a minimum there should be
buy-in from most constituents that the work they are involved in is at least at some level
relational in nature, and that the quality, nature, and dynamics of these relationships have
a part to play in the relative success or otherwise of the work they are involved with.

The facilitator has a role in decidingwith the team as towhatmight be the best set up of the
group in terms of the numbers attending, the frequency of the group, and whether it is a fixed
or openmembership. Other key questions include how long the group is going to run for, and
whether a trial period followed by an evaluation might be helpful. During the setting up
process, it is the facilitator’s task to ensure that there is clarity about who is responsible for
what. The reflective practice facilitator may be dependent upon the host organisation to
provide most of the infrastructure, including arranging a suitable room. Furthermore, as the
reflective practice facilitator does not directly manage the team, the team leaders need to
organise staffing and timetabling that facilitates attendance from anyone who desires it.

How Does the Facilitator Enable the Group Process?
Perhaps the most important functions of the facilitator are to attend to the frame of the
reflective practice group and to conduct an open discussion and exploration by the group to
support understanding and processing of the relational dynamics present in the subject matter
being raised. This openness should be reflected in the facilitator’s use of their own emotional
responses to inform an understanding of what might be going on within the meeting.

In the author’s experience, the ‘live’ dynamics of a reflective practice group frequently
require a warm, ‘active’, and adaptable approach by the facilitator. Facilitators draw on their
training in individual psychotherapy, group psychotherapy (see Chapter 22), Balint group
practice, systemic and family work, and teaching skills – and apply and integrate these to the
task of setting up and facilitating a reflective practice group.[19] For novice psychodynamic
therapists, or for therapists from a related kind of therapy, a suggested competency
framework for reflective practice facilitators has been developed which can be used to
inform appropriate training for facilitators.[10]

Without being overly didactic, the facilitator attends to keeping the group on task. Some
group orchestration might be required, such as gentle encouragement of the quieter
members, and a sensitive quietening of those who find it easier to talk a lot. The facilitator
helps the group to triage what topics are for the group and what might be for other groups or
parts of the organisation to deal with. For example, primarily ‘personal’ or ‘performance’
issues would be for other settings. A session typically starts by members bringing for
discussion one or more emotionally salient clinical encounters, often involving psycho-
logical conflicts, distress, or threats to competence for the clinicians.[12]

The facilitator aims to stimulate and facilitate the group to process and ‘digest’ what
members bring for discussion. Much of what is contained in earlier chapters on the basic
psychodynamic approach is relevant here, as is Chapter 22 on group psychotherapy. The
facilitator seeks to ‘elaborate, reflect and clarify’ the participants’ feelings and thoughts in
relation to clinical encounters, including drawing attention to aspects that are being
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avoided. An aim is to foster a climate of ‘safety, acceptance, and trust’.[20] Within this
climate, participants can feel that their emotional responses to clinical work are important
and have meaning. This is supportive in and of itself, but is also a prerequisite for the group
process to deepen.

It is the role of the facilitator to manage the level of affect within the room, addressing
any interpersonal issues that emerge. Linked to this consideration, the facilitator has to hold
in mind that, for some teams, staff will have to resume their everyday work immediately
after the reflective practice session finishes. The reflective practice group members will also
usually hold this in mind and manage their level of exposure accordingly.[12]

On occasion, the dynamics within the group can parallel the staff-patient interaction
under discussion. Namely, one person can become aligned with the patient’s position and
another with the staffmember’s position, leading to increased affect within the group.When
the parallel process can be seen and felt clearly, if the group is experienced and secure
enough, an experienced reflective practice group leader can sensitively use this as a vehicle
for understanding the clinical encounter.[19,20] If it is not likely to be appropriate or useful to
work with the parallel process, then the facilitator would manage the level of affect and steer
the group onto less emotionally charged ways of exploring the dynamics under discussion.

As a session goes on, the group may question and re-evaluate initial perspectives on the
relational dynamics being discussed, and bring in new perspectives ‘that could not be seen
before’[16] (see Clinical Example, below, and also Clinical Example 4 in Chapter 22).

Clinical Example Session from an established multi-disciplinary reflective practice
group in a 3rd sector-run residential service

The subject of this session was a man in his fifties, Anthony, who had been in the residential
service for over two years. Anthony presented as withdrawn and inaccessible, troubled by
hearing voices and other experiences that he would not speak about. Members of the group
spoke about feelings of hopelessness and confusion when working with him. His keyworker
and others felt bad that they were unable to ‘successfully treat him’ and some people spoke
of an impulse to ‘try anything’.
There was a turning point in the group discussion in the middle phase. An idea was raised

by the facilitator that these feelings (i.e. hopelessness, confusion) may be picking up useful
clinical information about the dynamics of working with this man; the facilitator also
acknowledged there may be a strong pull to ‘try anything’ to dampen these difficult
experiences. The group members picked this up – perhaps these feelings reflected some-
thing of the patient’s own state of mind? With a space to process these feelings, as the
session went on, staff became less blaming of themselves for somehow not being effective
enough, less phobic about feelings of hopelessness and confusion, and less inclined to
commence treatments in a desperate way.
Towards the end of the session, the group began to become interested in Anthony’s

background and how he came to be at this point in his life. One participant realised that they
knew little about Anthony, despite working with him for many months. Questions were
raised by the groupmembers –might it be possible to find outmore about him, or at least be
interested in why this was so difficult? A man seemingly without history, was he blocking
something out? One member linked the current discussion to a long-standing theme in the
reflective practice group – that feelings such as hopelessness might be expected to arise
within staff working in a service aimed at recovery, when someone does not seem to be
recovering. Some staff took away from the session a new sense of interest in the dynamics of
hopelessness, confusion, and inaccessibility that seemed to surround this man.
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The facilitator supports group movement in a number of ways. The facilitator aims to ‘sit
comfortably with uncertainties’ and stimulate expression of multiple views and experiences –
this harnesses the potential of reflective practice group members to piece together a clinical
encounter from the fragments that any one group member may hold.[20]

The facilitator listens carefully – both intellectually to the material but also inwardly to
themselves – and offers reflections and questions (but not all-knowing verdicts) embedded
within a psychodynamic framework. By the facilitator not purporting to have all the
answers, and resisting taking credit for the group’s discoveries, the group’s own sense of
its abilities is maintained: ‘It is not the leader’s individual brilliance that illuminates the case
but the richness and diversity of group participation and interactions he/she facilitates.’[20]

At the end of the group, the facilitator offers a summing up of proceedings, resisting the urge
to force a ‘neat’ conclusion if none has been reached.

Concluding Remarks
This chapter has described the essential role of reflective practice groups in sustaining caring
relationships between staff and patients. We have highlighted the importance of initial
discussions and training involving the whole service, before decisions can be made about
proceeding with a reflective practice group.We have given an overview of how the facilitator
applies and adapts their psychodynamic training and skills to the task of facilitating staff
groups. Effective reflective practice groups can lead a service and its members to become
increasingly interested in how they relate to people who use their service. A regular reflective
practice group that is embedded into the service culture is at the heart of a psychologically
informed service.
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Introduction
Many people with significant mental health difficulties have regular and, at times, ongoing
encounters with various parts of the health and welfare system, be that through their general
practitioner, local authority services, or some other part of the public or third sector. Within
these relationships there is often significant potential for positive change to take place,
sometimes over many years. However, as discussed in previous chapters, some people
struggle to make use of offered care, or evoke various anxieties in the team or service
providing the care. As such, preserving these important relationships over the longer term
can prove challenging for both sides.

A psychodynamic consultation for clinicians can help preserve and support these
existing therapeutic relationships with patients. A team might ask for some assistance in
trying to understand a particular patient they are involved with, where interactions are
experienced as stressful, challenging, or difficult in some way (see Box 19.1).

A psychodynamic consultation comprises one or more meetings between
a psychotherapist and a clinical team to think about the dynamics surrounding working
with a patient. A central premise is that the clinical team are the experts about their patient
and the treatment they offer.What the psychotherapist brings is expertise in the dynamics of
relationships and in staff countertransference, and the offer to facilitate a containing space
for the team to understand and process the dynamics of a clinical interaction.
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There is overlap in approach between a psychodynamic consultation and reflective
practice groups (Chapter 18), but with some differences in emphasis. A consultation process
tends to be briefer (e.g. over one to three sessions), more focused, and more explicit in its
approach, compared to reflective practice groups which are longer term and so can develop
more organically. However, both consultation and reflective practice groups draw on core
psychodynamic principles of drawing attention to underlying dynamics and framing a space
for containment and processing of projections. Similarly, both approaches may facilitate
a service to become more ‘psychologically informed’ in its overall operation (see
Chapter 17). An in-depth exploration of an organisational consultancy approach is beyond
the scope of this chapter (the reader is directed to Hinshelwood[1] and Menzies Lyth[2]).

To facilitate a psychodynamic consultation with a team, the psychodynamic therapist
requires well-developed skills in group working (see Chapter 22) and systemic approaches,
and significant prior experience of supervising clinicians in a group. This chapter is
addressed primarily for psychodynamic therapists starting out in consultation work, to
provide some orientation. This chapter may also be of interest to professionals and teams
who are consulting a psychotherapist about their clinical work or are contemplating
requesting a consultation. Chapters 15 to 18 discuss indirect psychodynamic work from
various angles – these comprise important background concepts to understanding the
present chapter.

In consultation work with a team, the psychotherapist is interested and curious about
various dimensions of the system at play in order to understand as fully as possible the
clinical interactions the team is struggling with. By ‘system’ we are referring to the service
and the staff in it, the service culture, and the relationship between the patient and staff.
A process of non-judgmental and ‘neutral’ enquiry brings to light the context within which
the presenting problem has developed and cultivates the clinical team’s interest in this.

For example, in a mental health team, concerns about ongoing funding brought a sense
of urgency to demonstrate usefulness. This had a knock-on effect, such that clinicians felt
anxious when anything ‘went wrong’ with patients, leading to more risk-averse treatment.
This was experienced as un-containing by patients and ‘adverse events’ actually increased. If
this team were to request psychodynamic consultation about a particular patient, the
potential impact of the consultation would be enhanced if this systemic dimension were
taken into account. In some situations, as will unfold in the clinical example in this chapter,

Box 19.1 Examples of reasons why staffmay request a psychodynamic consultation

– To help make sense of encounters with a patient that give rise to strong feelings in staff
(e.g. confusion, anxiety, dislike, guilt, hopelessness, rescue fantasies, urge to withdraw
care)

– To prevent clinicians becoming ‘stuck’ in counterproductive situations in relation to
a patient

– To support teams in reflecting about difficult clinical decisions and promotion of safe
working in high-risk/anxiety-provoking situations

– To support teams with understanding and decision-making for a proportion of patients
with relational difficulties whose situation worsens with increasing intensity of contact
with services (see also Chapter 14 for discussion of this particular dynamic)
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it is an interaction between a particular clinical situation and the service’s history and
functioning that culminates in the presenting team’s distress, confusion, or a struggle to
care.

In this chapter, ‘we’ or ‘our’ refers to psychotherapists providing consultation, and ‘they’
or ‘their’ refers to clinicians or teams seeking consultation.

Initial Discussions
If a team has beenmoved tomake a request for assistance with a particularly difficult clinical
relationship, then they are often putting themselves in a position of some vulnerability.
A consultation to a team requires the establishment of a relationship and a secure frame just
as in more traditional psychotherapeutic work with a patient. Our task here is to agree from
the outset what is available and what the parameters of engagement are, and then, as with all
boundaries, to work to keep to that commitment. This helps the team develop trust in the
facilitator and a sense of security.

Substance use team and Ms A – Part 1 Initial phone call with the referrer: ‘Ms A
just won’t accept help’

Mr Nichols, a nurse in a team working with people who use drugs, contacted their local
psychotherapy service on behalf of the team for some assistance. Mr Nichols spoke by phone
with a psychotherapist, Dr Richards. Mr Nichols explained that the team felt frustrated at not
being able to get a patient, Ms A, to accept help. Ms A was a woman in her forties, who was
dependent on opiates. Ms A’s use of opiates was associated with increasing physical and
mental health concerns. The nurse was aware that Ms A had a number of difficult early
experiences, including a history of being force-fed during childhood, and of being physically
restrained several times during her adolescence and early twenties during admissions to
psychiatric hospital. Mr Nichols wondered if there was something different that they could
do ‘to make the patient listen and accept the help she clearly needs’.

The initial contact offers the opportunity for a preliminary discussion about the inter-
personal dynamics that the referrer and their team are struggling with. In some initial
discussions, it is possible to get to the nub of things fairly quickly – for other teams, it may
take years for a team to be in a position to examine their responses to a patient. Towards the
end of the initial contact, the psychotherapist can ask the clinician how they have found this
kind of discussion, and explore how they would like to proceed. For some, this brief
discussion may provide the containment, support, or perspective the referrer was looking
for, and the contact may end at this point. For others, it may lead on to a consultation with
the whole team. In the latter situation, the referring clinician may need to go away and
discuss with their team about next steps before confirming with the psychotherapist.

We note that some teams may request a psychodynamic consultation when, in fact, the
primary difficulty lies in leadership or management difficulties, a lack of resources, or
unmet general training needs. In these circumstances, a psychodynamic consultation is
unlikely to be of benefit; at least, not until these other issues begin to be acknowledged and
addressed.

Many staffmembers working in the health and social care sector, whilst they have years
of experience of caring relationships ranging from the straightforward to the seemingly
impossible, may not have had substantial training in human development, relational
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dynamics, or how the nature of relationships influences mental health and well-being.
Therefore, some background of what the consultation approach entails may be helpful.
This might take the form of written information, a teaching session, or informal discussions
with staff, covering what a psychodynamic consultation for clinicians means in real-world
terms, and what topics might be up for investigation and discussion.

Depending on the situation, we might ask to come to a handover or team meeting to
introduce ourself and ‘sit-in’ in the background to learn about the team. This may be useful
if the therapist and the team are unfamiliar with each other, or if there are misgivings or
scepticism about the endeavour from parts of the team. Joining their clinical meetings
communicates respect for and interest in what they do, and also helps us learn from direct
observation about the service and the patients they work with.

Meetings with the Team
If the psychotherapist and the clinical team agree that a consultation session is likely to be
useful, the next step is to organise a meeting. It is preferable for all members of staff who
have direct or indirect contact with the patient to be included. This might involve several
teams taking part if the patient has significant contact across various services.

The opening of the session involves the therapist putting the team(s) at ease, introduc-
tions, summarising the background to the consultation, and setting a frame – including
clarifying the duration of the meeting and its purpose. The therapist is respectful towards
the abilities and skills of the clinical team, and values the differences between the work of the
team and the therapist’s own area of expertise. This facilitative and supportive attitude helps
the team to retain their sense of value at a time when they may be struggling, and it creates
conditions conducive to the team being open to new ideas that may emerge through the
consultation process (see Box 19.2).

As an overall sequence for a consultation, usually we would start by taking an interest
in the service, then move on to the relationships with the patient in question. Towards the
end of the process there is typically a phase of synthesis and drawing things together. In
our practice, a consultation would typically unfold over two or three sessions, each lasting
one to one and a half hours. In some situations, a leading edge of anxiety emerges
straightaway and the team clearly wants to start with a certain topic. The therapist
would probably decide to go with that rather than impose a sequence on the session
that does not fit.

Box 19.2 A note on therapist countertransference during consultation for a team

Teams may come for help when they feel desperate and doubting of their abilities.
Therapists may pick up these feelings, and it can be easy to fall into an overcompensating,
all-knowing ‘guru’ position and try to provide all the answers. Taking up an all-knowing
position is uncomfortable for the therapist andmay feel persecutory for the team, whichmay
be left holding the feelings of inferiority that they came to consultation for help with.
A consultation ‘works’when the therapist works with the team and creates a frame within

which the team can think, articulate their experiences, and process what is happening.
Rather than act on the countertransference feelings of inadequacy and try and enact
idealised solutions, the task for therapists is to register and process these feelings, and find
ways to put these experiences into words so sense can be made of them.
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The following content is intended to illustrate areas of interest to be held in mind and
explored according to what is possible in each consultation. Covering every detail of every
element that follows in the rest of this chapter is, of course, an impossible task and not
clinically desirable or efficient.

Interest in the Service
Every service has a history, and these histories can often say a great deal about how the
service functions in the present, what values it holds dear, and why certain behaviours from
service users are experienced as particularly challenging or complicated. A way in to
exploring the life of the service and organisation could be to simply say, ‘Before we talk
about the work with Ms A, can you tell me about your service?’ and then follow up the
response with interest (see Box 19.3).

With regard to the aims, a service may have both conscious and unconscious aims.
Chapter 15 discusses more fully the topic of unconscious aims and fantasies in caring
professionals and services, and how some aims can conflict with the realities of clinical
work. In circumstances when it would help with understanding the presenting situation,
and if there is sufficient rapport, the psychotherapist may through observation and
enquiry support the team to articulate unconscious aims of the service (see Ms A –
Part 2). It can be helpful for the psychotherapist to tune in to these undercurrents, but
they must ensure that this sort of work does not drift into personal analysis of any
individual team member. The latter is not the remit of a consultation and being aware
of this means that the therapist will be prepared to intervene to ensure no one person is
overly in the spotlight.

Substance use team and Ms A – Part 2 Meeting the team in person: taking an
interest in the service itself

Dr Richards met the substance use team for the first 1.5-hour consultation session. The team
were happy to talk and explained the following:

- Service – this was a small, third-sector team. Some staffmembers had lived experience of
alcohol problems.

- Service history – this charity was committed to an abstinence model of addressing drug
use. Those involved in the development of the service had found this model to be useful
in their own lives. The origins of the charity were born in the personal experience of the
chief executive, and their mission statement, values, and personnel selection were
influenced by the views of the founder.

It was possible to discuss the tension that could arise between the employees’ commit-
ment to stopping people from taking drugs, and when a person sought help from the

Box 19.3 Possible areas of enquiry into the service, depending on what emerges:

– What are the service’s conscious (and less conscious) aims and objectives, and how do
these fit in with those of the wider organisation of which it is part?

– Who is it staffed by, and what do the staff think that they are doing there?
– What is the history of the service and organisation? Where, when, and how was it ‘born’?
– What makes it feel good or bad about itself, or makes it feel like it is failing in its function?
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service but refused to work towards becoming abstinent. When this situation arose, it
could evoke anxiety and frustration in some employees trying to help. There was an
acknowledgement that this in turn could an impact on the care relationship between
the clinician and the patient. This background was relevant to the difficulties they were
having in caring for Ms A.

Such founders’ effects can provide limits to what an organisation and its constituent
members can think about or tolerate in their everyday work. Without such an understand-
ing, the consultationmay hit brick walls that are hard to understand. Such limits are likely to
be present within every organisation, and indeed are present within every psychotherapy
service that aims to provide consultation.

Relationships between Staff Members
The personnel, the relational dynamics between them, as well as the protocols of a service all
influence how a system functions as a whole (see Box 19.4). This territory overlaps with
‘organisational consultancy’ and we can only mention this briefly within the scope of this
chapter. Whilst of interest, much of the areas for enquiry in Box 19.4 will not be possible
within a consultation. However, even within a one-off contact, it might be possible to gain
a cursory understanding of some of the dynamics in Box 19.4 that may be impacting upon
the presenting problem. Some of these issues are touched on further in Chapter 17 on
‘Psychologically Informed Organisations’.

Protocols may function well – such as when used to bring attention to detail when
working with high-risk patients – and can help to contain staff anxieties and make it easier
to think and reflect. However, at other times, bureaucracy may proliferate and be used
defensively to postpone making difficult decisions, and so end up increasing anxiety
through avoidance and displacement.[3]

Important Past Events in the Service
There may be past significant experiences within the service, including successes as well as
traumas such as the death or untimely departure of a charismatic leader. The suicide of
a patient following a range of interventions may leave particular personnel feeling respon-
sible or deficient in some way. There may be anxiety about further deaths that can affect the
degree of disquiet that the organisation can bear within its day-to-day functioning (see
Clinical Example below of Mr D – note, this is a different patient and team to Ms A and the
substance use team).

Box 19.4 Possible areas of enquiry into the team personnel, intra-team dynamics,
and protocols

– Who are the employees?
– Is there a hierarchy and, if so, who is in charge and how do they run things?
– How do its constituent parts relate to each other and, perhaps just as importantly, how

they do not?
– What protocols exist and how do these work in practice?
– Do protocols serve another function beside their manifest (conscious) purpose?
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Clinical Example A crisis team struggling with anxiety in relation to Mr D

A crisis team sought consultation with regard to their current work with Mr D, a man
who had made a serious suicide attempt two months previously. The team were
finding it hard to allow Mr D much freedom despite his mood appearing to be steadily
improving. They were aware that without any ‘positive risk taking’ Mr D’s recovery
might be stifled.
The team felt anxious working with Mr D, but at the start of the consultation it was unclear

to what extent this anxiety was accurately tuning into something to do with Mr D, and what
was more to do with the team’s own functioning.
On exploration of the team’s history, it transpired that six months previously, a long-

standing patient of theirs, Mrs M, had killed herself. The consultation session then took
an unexpected turn, as it allowed members of the team to express their feelings to do
with Mrs M, the patient who had died, including feelings associated with various stages
of grieving. Mrs M’s suicide had been thoroughly investigated and the conclusions
were that the care she had received had been more than adequate. The consultation
allowed open discussion of the limitations of the service and of how not every death
can be prevented.
After exploring this, the team were able to more accurately reflect on Mr D’s current

risk towards himself and what it felt like working with him. One team member summed
it up by saying that one had to tolerate some risk of Mr D coming to harm in order for
him to have a chance to get better. This felt disappointing to some members but also
relieving, as this realisation freed them from the impossible and omnipotent task that
they had unconsciously set themselves of never allowing any patient under their care
to come to harm again.

Relationships with the Patient
A main focus of the consultation will be on the relationships between the clinicians and the
patient and on developing a picture of the referred problem.

Patient’s Relationship History with the Service
Typically, a safe starting point for this is to ask some basic questions around the
context and history of the relationship with the patient: how long it has been going on
for, and how frequent is the contact? What happens when there is contact with the
patient, and what is the contact for? How has the relationship developed over time? If
there have been changes in the therapeutic relationship, is there a sense of what
brought these about?

Relational History of the Patient Prior to Arriving at the Service
This discussion will usually evolve into the staff saying something of what they know
of the patient’s history, in terms of what has been recounted to them by the patient. It
should be borne in mind that this is a story about a story, rather than an objective
truth about the person’s history and experience. It is information that can be useful in
terms of getting a general idea as to the relational history of the patient and what
experiences of care they have had prior to arriving at the particular service they are
now working with (see Clinical Example, the substance use team and Ms A – Part 3).
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Substance use team and Ms A – Part 3 Ms A’s relational history

As the discussion unfolded, it seemed clear that, whilst a part of Ms A wanted help, her
expectation of care was that it would be delivered in a coercive and frightening way. This
appeared to be associated with experiences of being forced into doing things by caregivers
during her early adolescence (including being forced to eat), and then repeated in experi-
ences in secure settings in her later teenage years where her disturbing behaviour resulted in
her being restrained several times and receiving intra-muscular injections.

Staff Members’ Current Experiences of What It Is Like Working with the Patient
This key aspect of the consultation is about providing a space for those seeking the
consultation to reflect on how they are currently experiencing the relationship with the
patient. The material that emerges here is of central concern and will form the root of any
understandings arrived at.

We enquire closely about what sorts of feelings, thoughts, and behaviours are being
evoked through being in relation to the patient. Linked to this, how do staff imagine the
patient feels about them? What are the range and descriptions of those feelings? What
behaviours, perhaps in terms of treatment provision/treatment restriction, have been
evoked by these feelings? (See the substance use team and Ms A – Part 4.)

Substance use team and Ms A – Part 4 Clinicians’ experience of the relationship
with Ms A

The psychotherapist invited the group to talk about what it was like working with Ms A. Ms
A had been involved with the substance use team for three years. Staff members experi-
enced her as vulnerable and fragile, and in relation to this they spoke about feeling
desperate and lost about what to ‘do’. As the consultation went on, the staff articulated
a need to ‘get her better’ which entailed her reducing use of intravenous opiates. One staff
member said, ‘Ms A needs to accept “proper” treatment soon before she deteriorates.’
It appeared that the team were trying harder and harder to help Ms A, offering her an

increasing number of appointments each week with encouragement to start medical and
psychological treatment. But the more appointments that were offered, the more they were
disrupted – either through Ms not turning up or by arriving intoxicated.

This process needs to take careful and considerate enquiry, as staff may be unused
to discussing openly how they feel about the people they treat, particularly if some of
those feelings are what are traditionally referred to as ‘negative’ feelings and emotions.
For example, in a service that has been established on the provision of care, prides
itself on that provision, and is staffed with people who find it important to care,
discussing feelings of dislike or of ‘not-caring for’ a patient can sometimes be anxiety-
provoking to acknowledge.

Some therapists and the teams requesting consultation may find a structured approach
useful in formulating patient and staff interactions. Reiss and Kirtchuk break this process
down into four perspectives that link together in a cycle.[4] This is a way to capture, frame by
frame, the dynamics of re-enactment, that is, how a patient’s inner templates of relation-
ships can inadvertently become played out in his relationships with others.

- Starting with the patient
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◦ How does the patient typically experience the staff (perspective A)?
◦ How does the patient typically react to this (perspective B)?

- Then considering the staff

◦ How do the treating clinicians typically experience the patient (perspective C)?
◦ How do the clinicians react to this (perspective D)?[4]

(See Chapter 14 for a related but different structured way of formulating and working with
staff-patient dynamics, which is tailored for patients with marked narcissistic difficulties.)
Reiss and Kirtchuk have also produced a list of common relational experiences (based on
the Operationalised Psychodynamic Diagnostic system[5]). This may be useful in reassuring
clinicians that a range of experiences are expected and normal for patients and staff alike.
This list can be used either as a ‘menu’ for clinicians to choose from or as a starting point
that encourages people to find their own words (Box 19.5).

It is essential to try and develop a full picture of the various ways the patient may
interact with different parts of the service. The therapist therefore encourages all staff
to describe their day-to-day experiences in relation to the patient. There will be
similarities as well as contrasts between how members of staff experience being with
a patient. For example, a general practitioner found a patient deeply frustrating and
defeating, whilst the receptionist enjoyed lengthy and enjoyable conversation with
him. The therapist tries to assemble multiple perspectives of staff members to piece
together a fuller picture.

Box 19.5 List of common relational experiences – this pertains to staff
and patients alike (Reiss and Kirtchuk, 2009[4])

Allowing too much independence Defying and opposing

Accepting and admiring Insisting on their position

Attending to and caring Revealing and exposing

Treating him/herself as special Pouring out concerns and anxieties

Over-estimating and idealising Relying on

Instructing and patronising Clinging

Domineering and overwhelming Giving up in despair

Demanding and imposing Appeasing and complying

Accusing Indignant and self-justifying

Putting down and humiliating Hurt and touchy

Intimidating and attacking Running away

Rejecting Showing disgust

Abandoning Cutting of contact

Ignoring Keeping up a barrier

Reproduced from Reiss and Kirtchuk, 2009[4] (under STM permissions guidance)
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The key point here is to try and make sense of not just what goes on between the
patient and the staff, but to develop a detailed account of how these interactions leave
people feeling, and how these feelings come to operate on the ongoing relationship
between the two. Perhaps staff feel neglected or let down. Maybe they feel disappointed
or maybe relieved. Maybe they feel a combination of some or all of these reactions. How
do staff imagine the patient feels? All of these responses may provide valuable insights
into what might be being communicated in the relationship. The aim of the session is
then to go further by trying to tease out how these feelings might be saying something
about the patient’s experience and history, as well as trying to determine how the feelings
are currently affecting the quality and nature of the care relationship. Figure 19.1 depicts
a structured approach to describing the interpersonal dynamics between Ms A and the
substance use team.

Drawing the Various Strands Together
As the consultation process goes on, the psychotherapist and the team try to reflect on how
all these dynamics – that is, systemic factors as well as staff-patient dynamics – shed light on
the situation that had become problematic to the point of requesting a consultation. This
‘pulling together’ is something that is grappled with and approached several times through
the consultation and is refined and modified as the consultation progresses (see Clinical
Example, the substance use team and Ms A – Part 5).

Perspective A
Ms A feels the team is 

demanding and imposing

Perspective B
Ms A feels forced upon 
and reacts by running 

away and getting more 
intoxicated

Perspective C
The team feel Ms A is 
vulnerable and highly 

worrying

Perspective D
The team feel desperate 
and react by insisting on 

their position and 
clinging to Ms A

Figure 19.1 Applying the structured interpersonal dynamics approach (Reiss and Kirtchuk)[4] to the clinical example
involving Ms A and the substance use team.
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Substance use team and Ms A – Part 5 Towards the end of the first session –
beginning to draw things together

An understanding of the nature and origins of Ms A’s ambivalence about care was helpful for
the team in making sense of Ms A’s requests for help (with the desperation behind this), and
her backing off when this was offered. This could be seen to be due to her fear of expected
coercion in caring figures. Neither Ms A’s inner desperation nor her fear about caring figures
was expressed directly, but these were pieced together in the consultation process through
analysis and synthesis of the history, staff countertransference, and staff actions.
The issues and feelings raised by working with Ms A also tapped into wider service

sensitivities, in particular the ethos of insisting on abstinence from drugs, and the potential
to project onto the patient what had worked for the staff.
This particular combination of existing service dynamics with the relational dynamic

surrounding Ms A had led to desperation in the staff who tried harder and harder . . . yet
ultimately ended up acting in a way that echoed disturbing elements in Ms A’s internal
world.

Reflections on Future Functioning
Once the consultation has considered relevant areas, the facilitator can invite the group to
step back and reflect on what they wish to keep about their current approach to the patient,
and what ideas they have about seeing/doing things differently. This is illustrated in the final
part of the Clinical Example of the substance use team and Ms A.

Substance use team and Ms A – Part 6 Second session, one week later

The team reflected that well-meaning but overzealous attempts to insist Ms A accepted help
were making things worse and felt like force-feeding to the patient. The team reframed their
task as not to make Ms A ‘take treatment’, but instead to tolerate feeling desperate and not
useful as carers, whilst continuing to be there for the Ms A, without either giving up or
forcing care on her.
Postscript: Over time, the above understanding and approach improved the situation.

Through the team taking amoremeasured approach (as opposed to insisting that Ms Amust
take treatment as per perspective D in Figure 19.1), Ms A felt less imposed on by the team
and became less defensive. Ms A did, in fact, gradually begin contemplating accepting care
from the team. The team continued to have countertransference feelings of ‘not being
useful’ in relation to the slow pace of change, but now hadmore of a systemic understanding
of these responses, and were less troubled by them.

Concluding Remarks
Consultation is usually requested at a point where the care relationship is perceived to be
breaking down. This point represents a potentially serious threat to both the patient’s health
and also the well-being and functioning of the treating team. However, it is also a time where
important underlying dynamics may have become visible and accessible.

This illustrative case example is quite ‘neat’ because it is fictionalised. Whilst in reality it
may sometimes unfold in this way, the consultation may leave an incomplete or provisional
understanding. In these latter circumstances, it is important and containing for all parties to
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talk about these limits and acknowledge what remains confusing or unclear. Furthermore,
there may be team splits, and there will certainly be multiple different perspectives within
a team – these have been simplified in the clinical example of Ms A and the substance use
team for demonstration of the overall arc of a consultation process. The topic of team
splitting has been covered in Chapter 15.

The psychodynamic consultation process has, at its heart, the aim of developing and
maintaining existing caring relationships that carry with them the potential for health and
life-giving psychological dynamics. Although a team typically presents for consultation with
a focus on the patient they are struggling with, taking an interest in the wider system can
generate a clearer understanding of the presenting problem.
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Other Forms and Settings of Psychotherapeutic Work

Chapter
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Introduction
James is a man who has slept rough for two decades. He approaches strangers on the
street and starts up conversations asking for help with various things. They are drawn to
him, but then he talks continuously in a way that pushes them away. It seems that an
internal battle is going on in James and, for the external observer, it can be confusing to
be in relation to someone who seems to both want and not want what is being offered,
seemingly with equal strength, and sometimes within minutes of each other. There is
a deep internal conflict between parts of him that are in need of care, and other parts
that have developed through early experiences of neglect in caring relationships and feel
that to seek care is the most dangerous thing he could ever do.

Long-term homelessness – sometimes referred to as ‘multiple exclusion homelessness’ –
is a late emerging symptom of underlying difficulties in someone’s relationships with care.
In this chapter I aim to provide an introduction to the relational dynamics underlying
multiple exclusion homelessness, and an approach to working in this area. What is written
below is a synthesis of some of the themes that have emerged during my experience of
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working as a psychologist in the area of homelessness for fifteen years, both directly and
through supporting staff in the field.

The term ‘multiple exclusion homelessness’ has been used to describe people ‘adversely
affected by a combination of factors such as family conflict, worklessness, poverty, mental ill
health, substance misuse, physical impairments, and personal traumas, plus episodes of
homelessness [ . . . ] They may be living chaotic lives and can experience serious difficulty in
achieving settled accommodation or sustaining a tenancy.’[1] It is worth clarifying that this
group of people represent a subgroup of all people experiencing episodes of homelessness;
a multiple excluded homeless subgroup have particularly marked complications in their
relationships with care, regularly lack supportive close or familial relationships, and experi-
ence deep social exclusion.[2]

Adults experiencing multiple exclusion homelessness have often, during their develop-
mental years, experienced multiple care homes, disrupted attachments, un-forecasted
separations, multiple and short-lived figures of support, to and fro from foster care to
family of origin – these are all experiences that can lead a person to develop an understand-
able anxiety about the risks of trusting anyone to remain stable and present in their life.
These dynamics may inadvertently be recreated in the person’s adult life through the
impermanency of different organisations they are involved with. Whilst this pattern may
be familiar to the person seeking help, and while each contact may temporarily address the
issue of the moment, the overall relational experience offered may serve to reinforce the
underpinning dynamics. The people described in this chapter have the experience of being
excluded frommany different places, services, and environments either directly or by virtue
of some of the access issues described in Chapters 15 (section on ‘The Inverse Care Law’)
and 17.

Symptoms of a Multiply Excluded Homeless Group
The health consequences of lifelong difficulties in forming and maintaining relationships
can lead to a whole range of difficulties. It is not unusual that the person may have a wide
range of mental health problems including difficulties with eating, chronic anxiety and
depression, self-harm and other forms of self-abuse, post-traumatic symptoms, dissoci-
ation, hearing voices, and may well have developed a relationship with substances as a way
of managing inner distress. There may be a range of physical health problems, with some
related to having a nervous system that is in a chronic state of high alert. Traumatic
relationships may have left scars both visible and invisible, and the central nervous system
may be subject to long-term damage through substance use and from assaults and accidents.
Theremight be dental needs, podiatry needs, physiotherapy needs, dermatology needs, all of
which may be dealt with in different services.

A Developmental Perspective on Multiple Exclusion
Homelessness
Every single story is unique and personal to the individual concerned, but there are
themes that are common across the life stories of many people who end up experien-
cing multiple exclusion homelessness. These themes paint a broad picture of some of
the social, developmental, and interpersonal challenges that many of this group may
have experienced long before the symptom of homelessness emerged. It is of course
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not exclusively the case that the circumstances and situations described below are
ubiquitous either for those experiencing high levels of childhood adversity or for
those who experience multiple exclusion homelessness. But clinical experience and
studies looking at the early experiences of those who find themselves long-term
homeless show that by the time the adult is experiencing multiple exclusion home-
lessness, it is typically very far from the first time they have felt separated from the
world around them.[3]

Stories of early years often describe a chronic lack of safety manifest in experiences such
as violence in the home, the presence of drugs and alcohol, expressed mental distress,
physical and sexual mistreatment and abuse, neglect of physical and psychological care, and
perhaps most pervasively, an atmosphere of fear and deep uncertainty. It can sometimes be
difficult for service providers to understand why somebody would seemingly prefer to sleep
on the streets rather than take up a hostel place or an offer of their own tenancy, but
a hearing of what that person’s experience of being ‘housed’ in their early life was like can
often make some sense of this preference.

It is striking just how often accounts of early life describe an aloneness of experience.
These experiences range from being left completely alone through to actions that display
a disregard for the mind of the child. The experience of feeling excluded from the thoughts
and concerns of primary caregivers is an often unspoken but clear theme in the detail. It can
feel as if from some of the most formative years, the person has needed to develop a position
of self-reliance and detachment as a way of staying safe and excluded from the distressing
experiences around them (see also Chapter 14 for an in-depth discussion of the psycho-
dynamics of narcissistic difficulties).

If we are to accept that it is through being housed in the minds of others in a safe
and containing way that allows us to develop a sense of self, security, and confidence
to explore the world, then we can start to see how a sense of early exclusion from
others’ minds can have serious long-term consequences. If there has been physical,
psychological, or sexual mistreatment within caring relationships, it can be understood
that to be housed in another’s mind might come to be felt as dangerous and to be
avoided at all costs.

School and Teenage Experience
The dynamics described above, which are first felt in the person’s early years, may begin to
get played out in school life. Many multiply excluded homeless people give descriptions of
how their behaviour was challenging, of how they were experienced by others as a problem
or unmanageable in some way, and of how they felt unwanted and excluded by school life
for the ways in which they related to it.

For many, their schooling was disrupted both in terms of their attendance and of their
capacity for learning when they were in attendance. The accounts talk of distress being
shown in ways that evoked little sympathy as the person’s actions and defences often gave
rise to responses from others that resembled the adverse experiences that the person was
originally struggling with. Reflections on these experiences by many leads to a description
where even at an early stage in life a feeling of safe familiarity is experienced at the point of
exclusion, even if that safety is accompanied by unhappiness. Conversely, the experience of
being attended to is deeply unfamiliar and evokes an anxiety about being in someone’s mind
and a fear of being vulnerable.
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Through early teens, relationships with substances might come to be seen as the only
relationships that can be fully trusted and relied upon to give comfort, security, or some-
times a form of escape. This is an important topic that cannot be fully discussed here –
suffice to say that the direct and indirect effects of substances often end up accentuating
a person’s unmet needs, the price paid for something to rely on.

Inner and Interpersonal Dynamics
Those early experiences of not being safely housed in another’s mind can lead to an inner
world where aspects of the individual – such as their vulnerabilities or their innate needs to
connect, create, play, explore, and communicate – are excluded from being acknowledged
or expressed through the development of internal defensive relationships that mirror the
outside early experiences (see also ‘Attributive Narcissism’ in Chapter 14). Better to shut
yourself up than to endure the pain of having someone else shut you up. Better to abuse
yourself than to risk showing those parts of yourself to the world that were previously
abused. It is a neat and devastating short cut that serves to maintain a position of familiar
safety even if that means a person employs their distressing experiences against themself.[4]

These extreme difficulties in making use of relational opportunities can, over time, leave
someone in a position of exclusion from some of the most fundamental aspects of human
life. Developing a strong social group might prove hard, as might securing regular employ-
ment or any sort of long-term stability. This can lead to a wide range of additional social
difficulties that can serve to compound one another.

As these adverse experiences build up, they can give rise to escalating need that can feel
impossible to address within a service landscape organised around discrete symptoms.
Furthermore, many services require an unwritten and unquantified relational capital to
access that some people with these developmental difficulties simply may not have (see
Chapter 17, section on ‘Beginnings’). Exclusion can happen through a person being banned,
removed, or suspended from a service or community for behaving (or relating) in ways that
those places, or more specifically the people who occupy, organise, and own those places,
experience as intolerable. Examples of this range from exclusion from a supermarket for
appearing suspicious, to being barred from a health service for behaving aggressively or
missing arranged appointments.

It could be understood that it is at least in part through these many micro interactions
played out over time, that the typically late emerging symptom of homelessness can appear. By
this stage the homelessness is often just the latest iteration of long-standing relational
dynamics to do with feeling unhoused and excluded both from oneself and from the
surrounding world.

A Psychologically Informed Approach for Staff Working
in the Homeless Sector
Due to the relational dynamics described above, it can be very difficult for this group of
people to access effective care frommainstream services as they are traditionally configured.
The staff-service user relationship, while often viewed as important within mainstream
service provision, is commonly seen as a vehicle through which treatments and tasks can be
completed rather than as the treatment itself. By contrast, a psychologically informed
service for people experiencing multiple exclusion homelessness understands that the
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reverse is often a more accurate description – that the tasks and activities are really just the
vehicle through which a relationship can develop that carries the possibility of developing
a sense of safety, trust, and continuity.

In the area of multiple exclusion homelessness, the vast majority of mental health
work is not done by mental health specialists but rather occurs in the relationships
with, typically non-statutory, support workers, hostel staff, and outreach workers.
This staff group are often in contact with those they support for considerable lengths
of time and intensity. They often live in the same accommodation, accompany
people to appointments and meetings, and offer support with managing finances
and other activities of daily living. Despite sometimes being viewed as lesser in status
or importance than more formally qualified staff, they are typically an incredibly
highly skilled, committed, and compassionate group of people, who provide an
invaluable service. Principles of a psychologically informed approach for staff work-
ing in the homeless sector draw on much that is discussed in Chapter 17, and
include:

- recognising the deep ambivalence that a person with this sort of relational history might
have about seeking help and care (see Clinical Example 1)

- not giving up on someone just because they do not attend several arranged appointments
- understanding that falling into the traps of initial over-provision followed by provision

removal once offered care is dismissed is unlikely to bring about meaningful change
- providing a low threshold for access
- a high commitment to the maintenance of and interest in the caring relationship

Clinical Example 1 Ambivalence about seeking care and the timescale required
to form a connection

I can remember seeing someone in the waiting room who said they wanted to meet to talk
about their childhood, and we arranged to meet the next day. He didn’t turn up, and for
several years we would bump into each other in the waiting room, street, or the hostel he
was staying at, and each time we would have a little bit more conversation and arrange to
meet sometime in the next few days. These arranged appointments would not be attended,
but the discussion between us around making them that occurred in unarrangedways grew
longer and more comfortable. Eventually we had been meeting in this way for three years or
so when, seemingly out of the blue, he turned up for one of our arranged appointments. He
came and we spoke for ten minutes or so before he left. Over the next couple of years, we
would still meet in unarranged ways, but he began to attend the arranged meetings slightly
more frequently. Some five years after first meeting, we ended up doing some useful work
together through a six-month period of relatively well-attended pre-planned appointments.
However, it felt like the key work – creating the basis for a non-excluding relationship –
happened in those first five years of meeting. In terms of what was discussed latterly, it
became clear why those first five years were so necessary.

This approach recognises that in attempting to provide care to people whose earlier
experiences of care have been epitomised by neglect, abuse, and other mistreatment,
developing a sense of psychological safety, connection, and trust in the present day requires
many relational experiences and actions – this involves hard work on both sides and a long
timescale. Without this understanding it can be all too easy to re-enact something of the
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impermanence, unreliability, and neglect that may have played a large part in giving rise to
the unmet needs of those experiencing multiple exclusion homelessness (see Box 20.1).

Box 20.1 Traditional service approaches

In traditional homelessness service approaches, it is not unusual for a person seeking help
with multiple exclusion homelessness to be allocated many different support workers over
many years. Each of these workers may be tasked with sorting out a problem relating to
being unhoused, and each of these contacts will typically end once the identified problem
has been addressed.
Commonly, other needs emerge once the support has ended, necessitating another

referral, often to another support agency. This can mean that over a ten-year period an
individual may potentially have had ten different support workers, entailing ten different
attachments and ten endings that the person had little or no say or control over.

Despite the deceptively simple description of ‘sticking by someone’, to try and do so can
bring the staff member into contact with dynamics of neglect, abuse, and mistreatment. At
times the worker will be unconsciously ‘invited’ to stop caring and become disinterested and
detached in a way that the person seeking help may find more familiar and comfortable.[5]

At other times, the roles may reverse, and the staff member may themselves feel neglected,
abused, and mistreated by the service user they are working with (see Clinical Example 2).
These experiences and attacks on care are not necessarily personal to the staffmember and
may be powerful communications of the relational dynamics governing the person’s life,
and the very thing that is limiting their health and well-being.

Clinical Example 2 Tolerating projected experiences and being prepared
to carefully adapt the frame

I met a young woman who, after a similar appointment ‘dance’ as in Clinical Example 1,
turned up to a first arranged appointment to sit and tell me that there was absolutely no
point in us meeting because she had ‘died years ago’, and that nothing was ever going to
change that. The feelings of being useless, defeated, and hopeless that I felt over the
following years, combined with erratic attendance, seemed to offer some explanation as
to why previous attempts at provision of mental health care had not come to anything. But
the fact that she had ever come along at all suggested that there was a part of her
somewhere that still had some hope of a connection.
It also became clear over time that the room setting (closed door, no windows) was not

helping in terms of developing a sense of safety, and the time limitation was proving
prohibitive in terms of her feeling too much regulation to allow a dialogue to develop.
Meeting outside, either sitting in a quiet place where we could both look into the distance, or
walking, freed things up and, again, over the following years, the material discussed made it
clear why meeting at all, let alone in a room with a shut door might have felt extremely
frightening.

One of the primary approaches in the face of these unconscious invitations into repeat-
ing distressing relationship patterns is to develop a process which offers the potential of
becoming aware of these patterns and through this awareness minimise re-enacting them.
Reflective practice and other forums for discussing the psychological aspects of the work
have been previously described (Chapter 18). Through practices like these, a service may be
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able to offer a new position that carries the potential to break the cycle of exclusion and offer
new relational experiences. While this sounds simple and straightforward on paper, in
practice it requires a high degree of tolerance and commitment. When offering a caring
relationship to those for whom care has never been straightforward, there is always a risk
that the current relationship will come to reflect that familiarity of earlier relationships.
Furthermore, there may be times when a person’s (unconscious) defensive need to have
familiarity outweighs the capacity of services to offer something different.

Housing First
There have been some specific models that seek to formalise the necessity for committed
and open-ended relational care as a first line approach. For example, Housing First was
developed by Sam Tsemberis as part of his work with Pathways to Housing in New York in
the early 1990s,[6] and has since been adopted more widely and subjected to evaluation.[7]

Originally developed to help those with mental health problems who were homeless and
sleeping rough, the model was developed as a basic approach with anyone who was
experiencing, or was at risk of, long-term homelessness, such as those leaving long-term
psychiatric care or prison. It was developed as an alternative to more traditional approaches
that typically had some sort of conditional element to the provision of housing, such as the
person getting sober, or a demonstration in some other way that they were ‘ready’ to be
housed. These ‘staircase’ approaches often led to people becoming stuck at one of the
prerequisite stages and so never becoming housed, whereas the Housing First approach
sidestepped all the traditional hurdles, housed a person based on need, and offered mobile,
high-availability, and long-term support to the person in their own home once housed.

As well as helping someone to maintain a house and the stability and security that might
go with that, the Housing First approachmight also provide a sense of being psychologically
housed within a reliable, non-abusive, and consistent relationship. Hence, a more accurate
description of what is found useful might be ‘relationship first’. With time this might allow
the person seeking help to use this new relational experience as a secure base that allows
them to make use of many of the services that they might benefit from accessing. But more
than that, it may provide a relationship where parts of the person excluded for many years
can begin to become alive again.

Psychodynamic Practitioners Working in the Homeless Sector
Traditional psychodynamic approaches of seeing individuals for therapy either in a one-to-
one or group setting may not always be possible to initiate with people who might find it
difficult to access the places where these interventions usually occur. Furthermore, given the
specific demands, process, and potentially unsettling nature of psychodynamic psychother-
apy, it may be considered that even if those experiencing multiple exclusion homelessness
and associated symptoms could access the setting, then such a treatment may not always be
indicated or appropriate.

Having a psychodynamically orientated practitioner working on-site in homelessness
services can help counterbalance some of the difficulties people with multiple exclusion
homelessness experience in accessing mental health services, whilst also offering support
and reflective spaces to staff working in these services.

The person offering psychodynamically informed direct work in a homelessness ser-
vice may need to allow a certain amount of careful flexibility around the external setting,
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including factors such as time, location, and frequency. For some people, the closed doors
of small clinic rooms can evoke strong feelings of claustrophobia and anxiety (which may
be linked to childhood abusive experiences) that interfere with broader thinking. With
careful consideration to maintaining appropriate professional boundaries, meeting
people within their accommodation or wherever feels most comfortable for the person
can be helpful. If the practitioner can hold a psychodynamic frame within their ownmind,
then meeting in places that feel relatively familiar to the person seeking help, and for
durations that might allow some thought to develop, can allow people who may otherwise
find it impossible to access therapy to make some use of the therapeutic value of
a psychodynamic approach.

The psychodynamically informed practitioner, with their interest and knowledge of human
relations, can be of value in helping bring an understanding and informed approach to how
systems and services operate in the homeless sector (see also Chapter 17). Areas in the homeless
sector that might particularly benefit from analysis include policies about suspension and
exclusion, duration of contact, and parameters of what is deemed to be relevant work.

A psychodynamic understanding may also be helpful in shaping appropriate commis-
sioning to try and developmore psychologically informed service planning in wider services
and in how services work together. A psychodynamic framework, if articulated in a clear
and digestible way to commissioners and those in government, can shine a light on how
experiences such as extreme poverty, social injustice, and inequality can impact upon
human relations and subsequent life experiences.

Concluding Remarks
Bridging the relational gap across the levels of disconnection described in this chapter can
be a long and difficult process. This chapter is not aimed at being a comprehensive account
of this work, for there is much more to say on it, but the hope is to introduce some ideas
about effective ways of working in an area of such need and importance.

The provision of the sort of relational consistency, reliability, and continuity that
approaches such as Housing First and other high-commitment work contain may seem so
obvious a solution as to be hiding in plain sight, but that does not mean it is straightforward
work. This kind of work requires a psychologically informed approach to how the service is
run, including a reflective space for the staff to process the psychological demands of the
work. Feedback from those experiencing multiple exclusion homelessness is that it is the
commitment and presence of someone who sticks with them past the point where others
typically leave that has made the most difference to their life.[2] I suppose many of us would
say the same thing about our own lives if asked.
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Introduction
How to be with self and others – this is a phrase that captures the essence of psychodynamic
psychotherapy.[1] And as has already been discussed, one of the central aspects of psycho-
dynamic psychotherapy is the relationship between patient and therapist. It is through this
relationship that the patient may become more aware of patterns which impact on their
relating to self and others.

Over the past decade there has been increasing literature written on what this thera-
peutic relationship can look like in a technological age in which we communicate more and
more through smart phones, social media, and via platforms such as Skype and Zoom.
However, despite the increasing literature that speaks to how this way of undertaking
therapy can have its benefits in certain circumstances, meeting in person with the patient
had remained the default position.[2]

That is, until the arrival of Covid-19. The pandemic (2020 onwards) necessitated a rapid
shift in the way we conducted andmaintained relationships.We learned to be with others in
different ways – walking outdoors together, colleagues meeting communally over video
calls, quizzes with friends over Zoom, more frequent FaceTime calls with family, whether
living down the street or on the other side of the world. There is no doubt that these adapted

300

https://doi.org/10.1017/9781009104425.023


forms of relating felt better than having no way of relating at all, but they did not negate the
profound sense of loss – a loss of being tangibly with others and a longing for when this
might again be possible.

This of course had an impact on the practice of psychodynamic psychotherapy and all
other therapies. In an unsettling, frightening situation that brought a reduction to in-person
social interactions and supports, it was understandable that fears about illness/health and
experiences of distance and loss could intensify, and that some patients might need the
containing relationship of therapy more than ever. As such, the need to provide ongoing
therapies for patients led to a shift in the way psychodynamic therapy was practised, with
a significant proportion of therapies being offered via telephone or online.[3]

Scharff notes that therapy ‘is the encounter with an understanding mind in whatever
setting that may occur’,[4] which is a helpful and comforting thought when met with
disruption to the familiar therapeutic setting. However, the disruption gives us cause to
stop and consider what has changed, what might be gained, and what might be lost.

The following might sound obvious, yet it is important to say: psychodynamic psycho-
therapy with patients online or by phone is different to working psychodynamically in
person. They are not like for like; one does not transfer directly on to the other. With this in
mind, what happens then when the patient can no longer physically be with the therapist?
When they can no longer experience the walk to the therapist’s office, see that familiar piece
of art on the wall, feel the texture of the rug underfoot, hear the predictable ticking of the
clock, smell the particular scent that room alone holds? And perhaps most importantly,
when they can no longer feel the presence of the therapist sitting with them, attending to
what they are bringing?[5] This chapter will consider some of these differences and how they
might offer opportunities and also challenges.

Adaptations to the Therapeutic Frame
Chapter 5 has looked at the frame in psychodynamic therapy and outlined the importance
of a secure therapeutic frame in facilitating a holding environment in which the patient (and
also the therapist) is able to explore and encounter the patient’s inner world in a contained
way.[6]

Working via telephone or video call constitutes a very definite change to the frame and
therefore has the potential to feel unsettling in a number of ways, whilst also potentially
providing the therapist with certain insights into the patient’s world. One aspect of the
frame is to provide a consistent and safe physical environment for sessions. The therapist
usually is in control of this, ensuring a space which is comfortable and free from intrusions.
However, working at a distance means that this now also becomes a task for the patient.[7]

We are accustomed to imagining the patient’s external environment through their narra-
tive, but in this change to the frame we are invited into their home (or perhaps workplace). If
working via video call, we can observe a patient’s surroundings and how they position
themselves (and us) within their environment. All of this can provide us with a further layer
of understanding about someone.

Interruptions are more frequent in this way of working. I have experienced patients
receiving various parcels and deliveries, unexpected visits from friends/family, pets that
need attending to, cups of coffee being made, work emails pinging through, phones ringing
or vibrating. With the disruption to the setting, I too have found it easier to feel pulled
elsewhere. Other authors have noted this phenomenon – Russell has commented that
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colleagues had noticed changes in their behaviour from sipping cups of tea during sessions to
secretly checking emails.[8] Lemma reminds us, ‘It is not only the patient who benefits from the
consistency of the setting. The therapist too benefits from being anchored in reality by it.’[1]

Some of these interruptions might be avoidable or at least mitigated when establishing a
frame with the patient – a reminder to both patient and therapist to close down any other
open tabs on computers and silencemobiles/other phones. In this way of working, it is likely
that interruptions will become part of the fabric of the session, to be thought about, and
explored where possible. However, if we find that the patient is consistently not able to
establish a secure-enough frame for themselves, or if intrusions and interruptions lead to
a lack of containment in the therapy, we may need to provide this for the patient through
converting to in-person sessions (where this is possible).

As with in-person work, it is important to think analytically about how the patient is
using the frame in terms of their predominant object relationships and habitual defences,
and I give some examples of this later in the chapter.

A central and consistent element of the frame is the therapist, in terms of their ‘analytic
attitude’, but also their physical presence.[9] Lemma speaks of the importance of the
embodied experience and what is lost when the other is not physically present:

The quality of the embodied experience with the caregiver and, we might add, between
patient and therapist is vital. During such nonverbal exchanges, in which both parents and
infants express their minds and respond to the other’s mind mainly without awareness and
often through the body, the parent’s ability to make sense of the infant’s non-verbally
expressed internal world is key to laying the foundations for developing the capacity to
mentalise experience.[1]

In online and telephone psychotherapy we lack some of the nonverbal signals that we would
otherwise pick up on. Screen pixilation, delay in sound or visuals, image freezing, inability
to engage in direct eye contact, all contribute to this. With telephone therapy there is a loss
of all visual contact. Our brains work harder to process what we are receiving; we reposition,
strain our eyes, speak slower or louder or more than normal, all of which challenge our
attitude of ‘evenly suspended attention’.[10] Again, it is important to acknowledge these are
differences and so may require the therapist to modify their approach – to take breaks away
from screens between patients, plan with the patient what will happen if the mode of
communication becomes problematic, and to check understanding more frequently.[11]

The example below highlights another phenomenon, one that might be overlooked but
speaks to the importance of transition and moving into a space that allows something
different to occur.[12]

Clinical Example 1 The absence of a transition

Mr B had recently resumed face-to-face therapy sessions following a period of video call
sessions during the Covid-19 pandemic. He had been keen to return to face-to-face sessions,
feeling that, although the video sessions had allowed his therapy to continue, he had longed
to return to being in the room for therapy where he found ‘real connection’.
After several weeks of being back, Mr B spoke of something else he realised he had

missed – his journey to and from his therapy sessions. To get to his appointments, he took
a train, followed by a short walk. He noted how the journey to therapy allowed him to step
away from what he was doing and emotionally ready himself for his session. He noted that
the period after the session was an especially important transition. He spoke of often taking
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time to sit on a bench in a public garden near his therapist’s office and continuing to reflect
on what the session had brought up before using the journey home to start preparing
himself for what would be happening when he arrived back at home/work.
He reflected that with video sessions, despite knowing that he should take some time to

reflect and transition, this often didn’t happen due to the immediacy of work or home life
pressures waiting for him. He wondered if, as a result of this, ‘something had gotten lost’.

Technical and Practical Considerations
Prior to consideration of working with a patient online or by phone, it is important for any
therapist to consider technical and practical issues related to these modes of working.

Technology and Equipment
Both patient and therapist will need access to a reliable and high-speed broadband connec-
tion if using an online platform. It can be useful to try a video call with a colleague
beforehand to check how well this is working from the therapist’s end. The therapist will
need a high-quality camera and may wish to use a headset in order to cut out echo and
background noise, and to allow the therapist to speak in a more natural, conversational,
tone. In addition, the use of a headset can reassure the patient that their narrative cannot be
overheard. It may seem obvious, but the therapist needs to check what is behind them in
their camera shot to ensure it is not too personal, and also check their lighting as too much
shadow or darkness can be off-putting if the patient cannot see the therapist’s face. It is
important to use an appropriate online platform that operates with a high level of security
(the therapist’s affiliated organisation or regulatory body should have guidelines on
accepted secure platforms and the procedures around using them).[13]

If undertaking phone sessions, it may be more dependable for both therapist and patient
to use a landline, if possible, to minimise loss of reception and cutting out.

Other Practical Considerations
Before committing to online or phone sessions, the therapist may want to consider if the
patient has been given enough information to understand that what they are consenting to
undertake is different to in-person therapy, so that they can make an informed decision
about how (or indeed if) they wish to undertake the sessions. This would be in conjunction
with what the therapist may recommend based on clinical opinion of what might be well-
suited for the patient and their needs, whilst also taking into account possible constraints on
the capacity to offer in-person appointments.[13]

As already discussed, the therapist should encourage the patient to find somewhere that
is comfortable, feels private, and where there is little risk of being interrupted. The same is
essential for the therapist. As would apply in a ‘standard’ session, it is helpful for the
therapist’s surroundings to remain neutral and consistent in order to offer both patient
and therapist a sense of containment.

At the beginning of therapy, it may be important to consider what might happen if
a patient gets into a crisis. When we are physically present with a patient it can be more
straightforward to put crisis plans into action, but with the added distance that online/
telephone working brings, this can be more complex. It can be important to establish an
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emergency contact for the patient and to discuss with them how to manage a crisis should
one arise during an online/phone session. This may be especially important to consider if we
are working with a patient not in our local area.[11,13,14]

Clinical Considerations regarding Therapy Online or by Phone
Therapy that is carried out online or by phone can offer the opportunity to work with
patients who might not otherwise be able to have therapy. This may be relevant for patients
who do not have local access to psychodynamic psychotherapy or who travel frequently, or
when travel is restricted (such as related to the Covid pandemic). Therapy online or by
phone potentially offers access to therapy when travel to a department or office could be
practically difficult or impossible, as is demonstrated in Clinical Example 2.

Clinical Example 2 Finding a space to play

Cleo was a HR manager in a very busy company and her working day often was filled with
back-to-back video call meetings. She had started therapy online due to living over two
hours away from the nearest provider of psychodynamic psychotherapy and not feeling able
to miss work. She had come to therapy due to a long-standing belief that she was a failure.
Her experience of her mother was of never quite being able to please her, that her mother
didn’t have enough space for her. She remembered desperately wanting hermother to ‘play’
with her, but it seemed there were always ‘jobs’ or ‘work’ to be done. She felt that she had
spent her childhood trying to do something that would finally mean that her mother might
find time to play with her or be proud of her.
Her therapist began to notice a few months into sessions that Cleo would seem tense and

distracted. She spoke about being overwhelmed with work meetings and feeling like her
boss was not happy with her. She began to cancel sessions at short notice.
The therapist noticed feeling frustrated that the patient seemed to not have time for the

sessions, and the therapist herself felt more and more squeezed out. The therapist thought
she was being given an experience (through projective identification) of what it felt like for
this patient to be in relation to others, including growing up with her mother.
The therapist suggested to Cleo that perhaps the sessionsmight be starting to feel like just

another work meeting, where she felt demands were being made of her. Cleo agreed with
this, saying that she felt she couldn’t quite ‘be’ in the sessions because of thinking about her
next work meeting. She felt she was failing her therapist and sometimes couldn’t face
coming to the sessions because of this feeling.
Her therapist was able to interpret the patient’s worry that the therapist would be as she

had experienced her mother, disappointed in her, and not able to hear or understand her
needs or difficulties. The patient seemed to feel relieved by this and they went on to explore
this familiar position where she expected disappointment from others and would typically
then withdraw from relationships. This enabled Cleo to speak with her boss and negotiate
a time at the end of the day where she felt more freed up to have her online session.

Whilst working online or by phone can be beneficial and offer a more flexible way of
working when this is needed, it will not be appropriate for every patient or every circum-
stance. As mentioned above, the patient now has to take part in providing a secure setting
for themselves. For those for whom boundary issues are difficult, such as in borderline states
of mind, this may be a challenge.[14] A colleague in peer supervision discussed a patient she
had seen online for psychodynamic consultation. She had asked the patient if they had
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a private space in which to conduct the session and they said they had. Halfway through the
session the therapist could hear someone else talking in the room. The patient said it was her
boyfriend on the phone but that she didn’t mind him being there. In the patient’s back-
ground was a history of relationships where boundaries weren’t respected or acknowledged;
in this situation, it was helpful for the patient to come in for in-person sessions so that the
therapist could create a safe and boundaried frame.

The impact on the therapeutic alliance of working virtually needs to be considered carefully
before starting. Martin provides us with a helpful maxim: ‘A general rule to remember is that
patients who aremore high risk in traditional settings are also likely to be high risk in telemental
health care too.’[14] For patients who have difficulties with eating or those who have
a problematic relationship with alcohol or drugs, it may be helpful to be physically present as
working at a distance may perpetuate the hidden nature of the interpersonal dynamics associ-
ated with these presentations (as shown in Clinical Example 4 later in the chapter).

Telephone and online therapy may be helpful or even necessary at times, but as they
diverge quite significantly from the standard frame, it can be helpful to review the decision
to work in this way from time to time with the patient, and also in the therapist’s own
supervision (see Box 21.1).

Clinical Encounters at the Interface of In-Person and Virtual
Working
The following section demonstrates some of my experiences of this way of working at the
interface of in-person and online/phone work, both beneficial and detrimental.We particularly
look at clinical scenarios where the work has moved from in-person to working online/phone
(and sometimes back again to in-person), considering what effect these changes in setting may
have on the patient-therapy dynamics. It is not intended to be exhaustive, but to illustrate the
kinds of situations that may be encountered, particularly when external circumstances (e.g. the
Covid-19 pandemic) influence the kind of work that is possible at a given point in time.

Finding a Tolerable Distance – Online Working as a Way
In to Therapeutic Process
Clinical Example 3 describes a patient who experienced anxiety in the presence of others.
She initially met with her therapist in person for weekly sessions before moving to online
working, which was necessitated by the pandemic. This move to online working reduced the
transference response to a more manageable one, enabling exploration and some resolution
of the anxiety.

Box 21.1 Questions to consider when reviewing the need for teleworking

– Is there still an ongoing need to work in this way?
– Is there any evidence that a way of working, which had initially allowed therapy to begin

or continue, is now becoming a way to maintain distance unhelpfully, or is becoming
a repetition or enactment of something from early experiences?

– Is there any suggestion that the patient is becoming more unstable? Are there new or
increasedepisodesof self-harmor suicidal thinking? Is thepatientbecomingmorewithdrawn?
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Clinical Example 3 Finding a tolerable distance

Astrid struggled to make connections with others, shutting herself off from intimacy in
her relationships. She had sought out therapy to understand why this was the case in
the hope that she might be able to let others in. When in the room with her therapist,
Astrid would feel incredibly anxious, noting palpitations and dizziness at times.
A pattern emerged in which she would begin to open up and become vulnerable in
a session, but following this she would withdraw and miss several sessions.
Due to the pandemic, the therapy switched from face-to-face to online sessions.

Following this change, Astrid found her anxiety during sessions to be less and found
being in her own environment more comfortable. Her partner would look after their
three-year-old daughter whilst she had her sessions. During one session, her therapist
noticed a calling sound coming from the other side of the patient’s living room door,
which became louder in intensity. Astrid appeared not to notice. Finding it difficult to
ignore, her therapist said, ‘can you hear something?’, to which Astrid replied that it was
probably her daughter sitting at the door. The therapist reflected that perhaps her
daughter wanted to see her. At this observation, Astrid arose and asked her daughter
quite sternly to go to her dad.
The therapist showed interest in what was happening, and Astrid responded saying

she thought that it would just be ‘bothersome’ if she had let her in. Her therapist said
to Astrid that he wondered if perhaps at times she felt she had to leave the needy
part of herself outside the sessions, and that she might worry that if she did not, she
too would be bothersome. Astrid responded saying that this reminded her of how her
mother had responded to her when she asserted her needs or looked for comfort as
a small girl. She experienced her mother as being irritated with her for asking for ‘too
much’.
The therapist brought this session to supervision with a colleague who was curious about

the therapist’s comment ‘perhaps your daughter wants to see you’. The therapist reflected
that in that moment he had felt a sense of loss and a hope for reconnection. This projective
identification helped the therapist consider that perhaps there was also an unconscious
communication from the patient about wanting to be back in the room together, and that
this also ‘hooked’ on to something he was feeling too.
Astrid started to enquire whether the department her therapist worked in was

receiving patients in person again. She wondered if perhaps her therapist might
already be seeing some of his ‘sicker’ patients. Her therapist reflected that perhaps
she worried that she too was ‘sick’, but that for her to ask him about whether she
might come back would be seen by him as asking for ‘too much’. This seemed to
bring some relief as she expressed to her own surprise that she had been hoping to
return to in-person sessions.
For Astrid to talk about her desire for intimacy in the room with her therapist initially felt

too overwhelming, but paradoxically the distance of working virtually made the exploration
of her feelings more possible.

For Astrid, the initial change in setting from in-person to online was, in a way,
fortuitous and brought about by the circumstances of the pandemic. On reflection
though, it does raise questions about the conscious choice of the setting and whether,
in particular circumstances, working online for a period might have therapeutic
benefits. However, as Clinical Example 4 illustrates, by no means does this apply
for all people.
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Hiding and Being Seen
Clinical Example 4 illustrates how amove to telephone sessions initially seemed beneficial, but
ultimately became a vehicle for the patient’s tendency to hide their feelings and difficulties.

Clinical Example 4 Hiding on the phone and coming out of hiding

Jane was a woman in her 40s who moved to telephone therapy after two sessions. She was
offered the option of online video sessions but declined this as the thought of letting the
therapist see into her house felt too intrusive. She spoke of worrying about the therapist
seeing ‘the mess’ of her house and what they would think about that; but there was also
a more general sense of feeling that she needed to keep her space private, that there was
something terrifying about letting someone in.
Jane had sought therapy due to long-standing anxiety. She worked as an archivist,

enjoying the methodical and solitary nature of her work. She was an only child and spoke
of a childhood marked with violent physical and emotional outbursts towards her by both
parents, which left her wanting to hide away and retreat into a reclusive world.
She found relationships difficult, she was concerned that people did not like her, and she

avoided social situations. However, she lived with her best friend and found this relationship to
be a good support. Nevertheless, as therapy progressed, she spoke of jealousy that her flatmate
was in a romantic relationship and her jealousy seemed to lead to tensions between them.
Initially, it felt like the move to phone sessions gave her more freedom to express herself

without feeling the therapist’s gaze (which she imagined might be disapproving or dis-
gusted). However, following this tentative progress, the patient’s relationship with her
flatmate broke down when she became engaged and moved out to live with her fiancé.
Jane felt this as a rejection which seemed to fit with her view of herself – that others would
ultimately discard her. Following the breakdown of the friendship, she returned to a long-
standing problematic relationship with cannabis. At this point, the therapist wondered with
Jane about coming back in for in-person sessions, but Jane felt her anxiety was such that she
could not do this. The therapist felt that she was not seeing or feeling things clearly with the
patient. The therapist left the sessions feeling that, without being in the room with Jane or
even having a visual link to her, it was impossible to know for certain what was happening.
The therapist spoke with Jane about her history of having to hide from others, even at

times hiding her feelings from herself. This interpretation freed Jane up to talk about her
cannabis use, letting the therapist know that it was becoming a problem which she felt was
interfering with her ability to make use of therapy. They reflected together that her cannabis
use was also a way of defending against feelings. Jane spoke of the anger she hid within
herself, fearing that she was somehow responsible for driving people away.
Jane felt relief at being able to talk about this and to be met with containment, not

violence or dismissal. She resumed face-to-face sessions, was able to cut down her cannabis
use significantly, and remained in therapy for the duration of her treatment.

In this example, it initially appeared that telephone working seemed to facilitate a freedom
in the therapy. However, the shift in setting unwittingly colluded in a repetition of the
presenting interpersonal problem, which was to hide away from a persecutory object. The
therapist made an interpretation which facilitated discussion of this central dynamic, and
which then allowed them to meet face-to-face again. Although the patient may have been
more anxious when back in the room, the potentially persecutory object was faced and
eventually found not to have acted as expected. The patient expected the therapist to discharge
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her after finding out about her increased cannabis use but instead was able to discover that
relationships could be about wanting to understand rather than cruelly dismiss.

Slipping into an Avatar World and Trying to Recover

Clinical Example 5 Patrick

Patrick had never met his therapist in person. He had a consultation via video link which then
led to commencing online therapy. He presented with difficulties sustaining relationships,
a fractured sense of self, and anger about his early experiences. He grew up with parents
whose intense volatile involvement with each other led, in his experience, to the neglect of
him and his two younger sisters. By Patrick’s account, he and his siblings were often left alone
whilst his parents were out socialising. He was aware of a deep wish to have intimate and
lasting relationships with others, yet at the same time, he had an inability to do this.
Patrick spent much of his time online. He worked as an IT technician, was keen on gaming,

and spent a lot of time on social media. He often used these platforms as a way of comparing
himself to others and of regulating how others would see him. He made friendships with
fellow online gamers, finding this a less anxiety-provoking way of meeting people.
He had been keen to start therapy and initially responded well to the frame surrounding

the online therapy. However, as the therapeutic relationship became more established, he
began logging on later and later to sessions. His therapist at times noticed that he appeared
to be looking at other screens on his computer whilst talking to her, on occasion he would
take a work call, muting the therapist for a short time until he had rescheduled the call.
Increasingly during sessions, his therapist would have the sense that she was being used

as an avatar of a psychotherapist and not a real person – something that could be paused,
muted, logged on to, controlled. She raised this with him, reflecting that perhaps in this
virtual world, relationships were less threatening because he could control them. He could
see that this rang true and began to talk about his fear of ‘real’ relationships, whilst
acknowledging that he was finding his online interactions increasingly hollow. He reflected
that his relationship with the therapist was starting to feel ‘real’ and that scared him and at
times made him want to switch her off.

For patients where there is a need to control their objects, especially threatening and
potentially dangerous objects, working at a distance may lead to acting out.[15] In the
above case, the patient responded to an interpretation about the acting out and the work
continued. However, this might not always be the case. A colleague shared their experience
of an initial online psychodynamic consultation in which the patient invited him to view the
implements she used to cut herself, describing with some pleasure how she might use them
at a later date. He felt trapped and helpless, which linked to the patient’s past experiences of
abuse. He appropriately suggested that the follow-up consultation would be in an in-person
setting where it was easier to provide boundaries and a secure setting. In cases such as these,
supervision is essential, as is good communication with the patient’s referrer and primary
care doctor.

Concluding Remarks
Working online and by phone can be useful in certain circumstances. It is important
to be mindful that psychodynamic therapy online or by phone requires a shift in
frame, boundaries, and setting. In order for the therapy to remain helpful and
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containing, both therapist and patient should be clear on the framework and be able
to review and consider in-person sessions if needed.
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Chapter

22
Group Analysis
and its Applications

‘Group Analysis is a form of psychotherapy by the group, of the group, including the group
therapist/conductor. It aims to achieve a healthier integration within the individual and in
their network of relationships.’[1]
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Introduction
In this chapter our lens will be bifocal, looking at the analytic group that is set up to provide
a particular kind of psychotherapy, and touching on ways in which this approach and
understanding of group phenomena can be applied in wider group settings such as reflective
practice groups. Brief vignettes will be woven into the chapter to illuminate a theoretical or
psychotherapeutic aspect –within the scope of this chapter, these can offer only a glimpse of
a group at work.

Christine Thornton says that ‘the individual develops a sense of self through interaction
with others, and all our learning, from the earliest moments of life, occurs in a relational
context’.[2] Group analysis rests upon a range of ideas concerning ‘the relationships of
persons towards each other’.[3] Foulkes notes that group analytic theory shares common
ground with psychoanalysis in theoretical and clinical orientation.[4] However, group
analysis directs its attention to a fundamental understanding of man as a social being.
Malcolm Pines reflects that the group analytical psychotherapist has to integrate:

. . . the psychoanalytical model of mind, together with sociological and anthropological
perspectives on the human condition. The group analyst has to have a working knowledge
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of psychoanalytic theory but to also accept fully the social structure of the human beingwho
is, as Foulkes put it ‘permeated through and through by the colossal forces of society’ so that
even the most basic forces that drive us are developed and take shape and form within the
human context.[5]

The emotional problems leading people into therapy (including trauma in its various
guises) invariably arise out of family and social group history. This makes interpersonal
relationships difficult at best or avoided at worst. It often seems odd to patients that
a suggested ‘cure’ is the very medium, or a transferential representation of it, that has
created the psychological pain in the first place. Isolation and shame are often in the service
of mental illnesses, such as depression, which ensures disconnectedness. It is undoubtedly
a risk to sit in a circle of strangers and for some it proves too hard. For those who can, it can
be truly life-changing.

Group analysis is a treatment for psychological problems, a vehicle for deeper personal
awareness, for characterological change, and a greater capacity for social connectedness.
Group analysis cannot guarantee this outcome any more than any other psychological
treatment can. What it offers is an opportunity for a different kind of discourse. It is
a complex business being human, and group analysis creates a space for human beings to
explore this complexity together.

An Overview of Group Analytic History and Approach
Group analysis, as a defined therapeutic approach, is young. Siegmund Heinrich Fuchs,
a German, Jewish psychoanalyst, came to Britain in 1933. During his assimilation into
British life, he became S. H. Foulkes. During the war he worked, alongside Tom Main and
Harold Bridger, at The Northfield Military Neurosis Centre in Birmingham where they
established and studied therapeutic groups.

He was one of the founding fathers of The Group Analytic Society in 1952 and was its first
president.This is known today asTheGroupAnalytic Society International (GASI).The Institute
of Group Analysis (a UK-wide training organisation) was founded in 1971. Foulkes and James
Anthony collaborated and published Group Psychotherapy – The Psychoanalytic Approach in
1957, revealing initial thoughts of group psychotherapy along ‘psycho-analytical lines’.[6]

However, Foulkes developed a new group analytic approach. In its infancy, group analysis was
influenced by such diverse sources as psychoanalysis, psychology, neurology, Marxism, and
sociology. Another noteworthy influence is gestalt psychology.MaxWertheimer’s 1912 publica-
tion Experimental Studies of the Perception of Movement marked the founding of the gestalt
school, and gestalt theory posits that the whole of anything is greater than its constituent parts.[7]

This approach challenged those theoretical orientations that separated experience into specific,
separate, and unrelated components. In reading Foulkes, one can see how this shaped his
approach to understanding the processes and phenomena in group analysis.

‘Group analysis’, a term first coined by Trigant Burrow, who was interested in ‘social
neurosis’, continues to be shaped by the social contexts in which it is practised.[8] It
embraces developments as diverse as neurobiology and attachment theory and is responsive
to movements such as Black Lives Matter. Presently within the Institute of Group Analysis
there is a growing awareness of how:

. . . intersecting power relations influence social relations across diverse societies as
well as individual experiences in everyday life. As an analytic tool, intersectionality

Group Analysis and its Applications 311

https://doi.org/10.1017/9781009104425.024


views categories of race, class, gender, sexuality, nation, ability, ethnicity, and age –
among others – as interrelated and mutually shaping one another. Intersectionality is
a way of understanding and explaining complexity in the world, in people, and in
human experience.[9]

Morris Nitsun, in the foreword to Nick Barwick and Martin Weegmann’s book Group
Therapy – A Group Analytic-Approach, says:

One of the hallmarks of group analysis, and essentially a strength, although sometimes
a source of confusion, is its inter-disciplinary origins and orientation . . . [Group Analysis] is
formed by divergent input from different fields, offering a complex discipline marked by
a high degree of theoretical openness thatmay be frustrating in some respects but offers the
potential for creative development.[10]

While it has its origins in a dyadic approach, it moves, as John Schlapobersky’s book title
says, ‘from the couch to the circle’.[11] The Freudian concept of free association becomes
a communicative process that encourages what Foulkes termed ‘“free floating” or spontan-
eous discussion’.[3] This is the process of ‘building on what is said with something associated
but different that deepens communication and understanding’.[12]

Put simply, group analysis is psychotherapy delivered in a group setting and format, in
a group with no set agenda, in which anything can be talked about. The processes and
phenomena that arise can seem complex. These mutually influencing phenomena function to
maintain and nurture a therapeutic group experience. However, we have to acknowledge that
counter therapeutic phenomena can threaten the helpfulness or very existence of a therapeutic
group. A little will be said on this later.

Before addressing processes and phenomena it will be useful to consider the essential
parts of creating the frame, boundaries, and culture that influence whether any group
flourishes or flounders. Each area could command a separate chapter – only an introduction
is intended here. Vignettes will be used to aid understanding.

The Primary Task
Foulkes stresses three, ‘essential preconditions for group psychotherapy . . . :

(a) That the group relies on verbal communication.
(b) That the individual member is the object of treatment.
(c) That the group itself is the main therapeutic agency.’[13]

It is important to grasp here that the group harnesses and utilises its own ‘power for therapeutic
purposes and is therefore group treatment’, emphasising that ‘the group is treated for the sake of
its individual members, and for no other reason. All psychotherapy is, in the last resort,
treatment of the individual.’[13]

The aims of a therapy group are different to other groups and Foulkes notes that
therapeutic groups tend to be ‘composed of members who are particularly disturbed in
their relationship to other people’.[14]

The Role of the Group Analytic Conductor
In group analysis the therapist is referred to as the group conductor. Barwick notes that
Foulkes favoured the term conductor over that of leader. The term contains two aspects of
the role for the group analyst. These encompass the tasks and responsibilities ‘as
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“administrator” (the person responsible for establishing and maintaining the structure of
therapy) . . . [and] as “therapist” (the person facilitating process and interpreting
content) . . . [and] shaping the therapeutic culture of the group’.[15]

The Conductor as Administrator
The management of boundaries, administrative tasks, introducing new members, and
managing the location of the group is the conductor’s responsibility under what is called
the ‘dynamic administration’ of the group.[16] Groups typically meet weekly or twice weekly.
The time at which the group begins and ends is fixed by the conductor.

The Conductor as Therapist
Once established, the conductor’s role is to help the group to grow a group analytic culturewhich
‘ . . . results in the groupbecomingmore andmore a self-propelling instrument of therapy, taking
their problems in their ownhands’ and is led onlywhen it is really required by the therapist.[17] In
the following quote, from their early work of 1957, Foulkes and Anthony say:

[Group Analysis] lays stress on under-emphasis and sees merit in the minimum. It recognises
the importance of the conductor’s role, but it prevails on him to function asmuch as possible
‘behind the scenes’ in the background. He is there to be of service to the group. His attitude
and behaviour are among the principal determinants of the situation, but his control of the
group remains subtle and unobtrusive. He is a living example of Lao-Tze’s great paradoxical
statement that the greatest leader is he who seems to follow.[8]

In a mature group, the conductor may be able to assume an outwardly less active role than
the conductor of a newly formed group, though the conductor’s minimally interventive
position will be evident from the start. The group members’ task is to turn up each time
the group meets, observe the group boundaries, and share whatever comes to mind. They
are given no list of topics or instructions as to what to talk about or how to pass the time.
Of course, this stimulates anxiety, but many arrive in their first group in the hope
of sharing with others and this can lead to early identifications and support. The early
needs of groups vary. Often new groups look to the conductor for direction. This wish is
frustrated by the conductor’s non-directive stance and so the group faces its first problem:
how do they work together to manage this anxiety? The conductor will not leave the group
to struggle if this creates overwhelming anxiety or risk of early dropouts. The conductor,
alert to the group’s capacities and observing whether they construct solutions that are in
the direction of growth or destruction, will judiciously decide when it is essential to
intervene, when this can be delayed giving the group time to experiment, and when no
intervention is required.

The conductor is likely to intervene more in the initial stages of a new group. Malcolm
Pines echoes the idea of servitude when he notes that the group conductor is:

. . . the first servant of the group, for a basic element of group analytic technique is our trust
in the developmental capacities of the group, a belief that there is a maturational capacity,
a potential, in the group for widening and deepening each person’s knowledge of him-or
herself and of others. [5]

In order for any group to develop, it needs its assembled members to come back and
keep coming back. Creating a containing, safe-enough space is important. Group
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analysts vary in how much to provide in respect of this and groups have a way of
letting the group conductor know if they feel that they are being under or over
supported. Much of the conductor’s continuous activity is unspoken as they allow
the group to find their way.

Coming into therapy is a help-seeking endeavour that activates early attachment history.
Group members vary in respect of ego-strength and affect regulation. Some people will be
quiet, managing anxiety by deferring to others. Others will be more confident and able to
risk opening up. Sometimes someone talks at length in a sort of monologue that shuts down
reciprocity. Both the very withdrawn member and the monopolistic member present the
conductor and the group with a dilemma. The conductor will assess whether the group
needs an intervention to address the anxious silences or the over-talkative dominance to
encourage the creation of shared discourse. The image of a ball of string being passed from
one to another comes to mind but not in an ever-thickening string halo, more as an
intricate web.

Membership
When starting a new group there is a need to generate referrals – or review waiting lists for
who may be suitable. The traditional analytic group is a heterogeneous group of up to eight
people who are strangers to each other. Groups can begin with fewer than this. It is often
easier to recruit for an established group than build a new group so some group analysts will
start with this in mind.

Group members invariably experience psychological difficulties that are commonly
associated with their earliest experiences in groups (families, schools, peer groups). These
difficulties (often called symptoms or problems)manifest in their personal relationships and
in groups. This includes social groups, work groups, teams, and wider communities. This
psychological distress is often called depression, anxiety, or personality traits. Strategies to
cope with distress that a person has developed themselves may lead to becoming group
avoidant, socially anxious, isolated, and lonely. Conversely they can lead to an over-
involvement in the lives of others often characterised by a desperate need for attachment,
approbation, or care. Humans are complex and the ways in which psychological problems
manifest is both unique and universal. It is this universality that often provides early
experiences of identification and support in the group.

Dorothy Stock Whitaker makes the important point that:

One cannot assume that a group experience of some kind will be good for everyone under
all circumstances. Certainly, persons are unlikely to profit from a group if they are unable to
listen to and interact with others, or at the very least derive some comfort from being in
physical proximity with others.[18]

Some people welcome group therapy if the dyadic transference (i.e. what it was like
working one-to-one with a therapist) has felt too persecutory. Many people have seen
depictions of therapy groups in films or plays – these dramatisations tend to empha-
sise angry aspects of groups. While exploring anger and conflict can be a helpful
aspect of any exploratory therapy group, it is usually balanced by compassion and
mutuality.

The clinical vignettes that follow offer a snapshot of different stages of a group (prepar-
ation, engaging, and leaving).
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Clinical Example 1 Pre-group (preparation)

John, 34, experienced adverse childhood experiences including severe neglect, maternal
depression, and paternal violence. He feels depressed, anxious, and avoids his friends.
Unemployment has intensified long-held feelings of unworthiness and shame. Despite self-
imposed isolation, he feels abandoned and resentful. He wants to be looked after but
mistrusts others. His GP suggested psychotherapy.
Assessment has been completed and he is shocked when the therapist recommends

group analysis to him. He is offered preparation sessions to think about this. Crucially, he has
asked:
‘Why would anyone want to join a group? No. . . I’m too private. . . You want me to talk to

other people? To open up to strangers? I don’t see the benefit of baring everything. You know I’m
scared of angry people being up in each other’s face. . . How could they possibly help me?. . .
I certainly have nothing to offer them.’

These commonplace reactions to the offer of group therapy reflect aspects of John’s
personal history. Unconsciously he may be experiencing the therapist becoming emotion-
ally unavailable to him like his mother. He is fearful of encountering someone like his angry
father. He has friends but is cut off from the benefits of talking with them. His childhood
poverty and trauma has been internalised, captured in having ‘nothing to offer’. Preparation
sessions enable an understanding of why this is the recommended therapy, and he agrees to
join. The conductor approaches the first group holding John in mind as an individual, but
also as part of a newly forming group matrix.

People who have experienced trauma are often hypersensitive to the presence of others
and can experience a level of fear of repeat traumatisation that needs to be carefully
considered before placing them in a therapy group. They may cope with a support group
or something similar – a support group often includes persons who are linked by a shared
characteristic or position, where the membership is aware of the shared experiences that
connect them. Conversely, such an ‘open secret’ can feel too exposing. Despite careful
assessment and selection by the therapist, a member may experience an analytic group – or
indeed any kind of group – as intolerable, such is the force of their anxiety.

Clinical Example 2 In group (engaging)

The new group begins with the sharing of first names only. Most of the group then
tentatively share anxieties at being there. Some previous experiences of therapy are shared.
John and another member say nothing, and their bowed postures provide a visible mirroring
resonance. The conductor waits to see how this will unfold but is prepared to intervene if
they remain uninvolved.
Eric anxiously asks John: Do I know you from another group?

JOHN: (looking flustered) I don’t know you or anyone. (He looks down at the floor)

A group member (Mary) talks anxiously, joking, and filling the silence and Eric looks
flattened. The warmth and curiosity in early exchanges is replaced by a quiet tension. As
this group is in its infancy the conductor intervenes:

I can hear relief and anxiety but wonder if we are concerned with what being known in this
group might mean or come to mean? I wonder if there are concerns about safety?
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A discussion about confidentiality ensues and they begin to think about how they will stay
safe. John says nothing. The talk turns to struggles with mood and anxiety, sharing what one
member calls ‘safe feelings’.
The group then has a brief reflective silence. The conductor decides to trust the group to

find its way. The talk begins to focus on ‘getting it right or wrong’, of not wishing to hurt each
other. Most members join in, but John does not.
The conductor intervenes to offer that ‘It seems that we are already seeing that we can’t

know what might be touched upon when we just meet and see what happens. When we just say
what is on our minds.’
Eric, looking at John, and seeming to catch his eye, says: ‘You’re a man of few words. I’m

sorry for before. I don’t want to know anyone . . . if you know what I mean.’

JOHN: No, I’m sorry . . . I think I know exactly what you mean . . . I don’t really trust people
anymore . . . I’m a bit scared to be honest.

The conductor reflects that John has now joined the group. The group takes up the theme
of trust and they share a little to do with situations when trust has been broken. It is
maintained at a safe level but has emotional impact, which the conductor allows to develop
without too much needed from her. She intervenes minimally to offer containing responses
and early interpretations of their coming together.
Over the months, her interventions and the group’s exchanges deepen in complexity and

meaning. The initial dependency on the conductor is replaced with need for and investment
in each other. Several members, including John, work through grief for their experience of
blighted childhoods and lost relationships. Not all of John’s problems are solved and he
remains cautious around new members, sometimes withdrawing into silence. However,
unlike his sense of his early years, he is neither ignored nor punished. He is allowed to slowly
emerge into a less frightening reality.

Context
Some groups are offered in psychotherapy services while others are in inner city mental
health hospitals. Applied groups can be in varied organisational settings, charities, or
universities. The group analyst is mindful of the significance of the wider socio- economic
context which houses or surrounds the group. This can manifest in the content or dynamic
administration of the group. A group in a tranquil, rural setting is different to that in
a prison-based therapeutic community. Group analysis carefully considers the capacity of
the wider context to contain or threaten a group’s existence.

Setting and Form
Group analysts run groups in settings over which they have varying degrees of control of the
group room and its context. Consistent attention to relationships within the host organisa-
tion can mitigate certain intrusive elements, but these can still happen even in an environ-
ment that purports to be supportive.

Nowadays most analytic groups are weekly for one and a half hours per session.
The fundamental requirement is a room that can be private and confidential. Chairs
should be the same and the group should sit in a circle. A small central table can
support a box of tissues but also can operate as a symbol of a core and circularly
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reflective space. This is not a social group, so normal conventions such as drinking or
eating are discouraged.

Every member can see every other member, including the conductor, whose presence in
the therapeutic circle positions them as amember of the group, while their role as conductor
creates some separation as they have set the operational boundaries of the group. These
boundaries include the day and times, no social contact between members, using only first
names, and confidentiality. Boundary incidents such as meeting outside or coming late are
considered to have psychodynamic significance. This is often taken up by the group
conductor in a newly formed group, but in established groups it is often addressed by
group members.

Contact with the conductor outside of the group is avoided. Of course, this can be necessary
(e.g. a member experiences a mental health crisis) to provide essential support and help the
patient to remain a member of the group. The patient is encouraged to bring this contact back
to the group as, at some level, all communications are group-based communications.

Group analytic groups are slow-open groups meaning that the duration is not
time-limited, and new members are added when spaces are available. The conductor
will consider whether the current group needs time to process the changes. Knowing if
and when to bring a new person into a group has administrative and therapeutic
significance. Groups that are turbulent or processing feelings of loss may not be best
placed to welcome a new member. Behr and Hearst point out that ‘Groups which are
specifically constituted for therapeutic purposes have to provide enough time and
space to allow for the emergence and repair of longstanding relationships through
the process of communication and analysis.’[19]

Time-limited closed groups, informed by group analytic principles, may also be offered
in various settings. In these groups, the duration is fixed at the outset (often one and a half to
two years) and all members join at the beginning with no newmembers added subsequently.

Group Analytic Endings
Barnes, Ernst, and Hyde observe that when a group member:

‘ . . . has moved through the stage of joining, to valuing the group where he can
honestly explore feelings and relationships, to finding such relationships in his outside
life, he is ready to leave. The group will have become less important: until the date for
leaving is fixed.’[20]

Clinical Example 3 Leaving

KELLY: So, this is your second last week John. You’re brave (she laughs) . . . I’m never leaving

Everyone laughs, except John who looks down, crying quietly. The group falls into
a resonant, reflective silence. The conductor scans the group and sees that most have
noticed John’s tears. The conductor says nothing, hoping that group members will help
John to process what he is feeling. The group is three years old, and several group members
have developed an enquiring and analytical capacity. The conductor is aware that group
members have differing levels of attachment to John. Some may be pleased for him while
others may feel envy, anger, or ambivalence.
Mary says: It is good to know that people can leave but I wish you weren’t. Are you sure you’ll

be alright?
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Wiping his eyes, John says: I’m not sure. I didn’t go out with my friend yesterday. I said I was
ill. I haven’t done that in ages. Maybe I’m rushing things?

KELLY: Seems right that you might not be sure because this is a new step. I imagine leaving
can take you back internally to how it all began . . . to that avoidant anxiety.

A discussion about joining and leaving and John’s particular journey follows. Those who
are indifferent say little. Kevin remembers how John felt when he left home at 16 and
suggests that John knows when he needs to get away from something. John feels recog-
nised by Kevin remembering this but stresses that he had been fleeing violence at 16 and
now was leaving ‘the hand that feeds me, so to speak’ . The group analyst ponders as to
drawing this out and its positive transferential elements. As she is thinking inwardly, John
expresses his incredulity about struggling to leave, given how he had reacted to the offer of
group therapy several years ago. He is grateful for the group and will miss their presence in
his life. The conductor notes (inwardly), with pleasure, the central importance of the group as
the therapeutic instrument. John adds that he will miss the conductor who, unlike his
mother, has not needed him to look after her. Even though over the years he has tried
hard to deny his attachment to the group or her, he feels it in his struggle to leave. He knows
it is by having had the relationship with the group that he can say, ‘It’s my time to go.’

Group Phenomena
The vignettes included key group phenomena that are part of the dynamic group matrix,
and these concepts can be useful in considering all groups:

‘The Matrix is the hypothetical web of communications and relationships in a given
group. It is the common shared ground which ultimately determines the meaning and
significance of all events and upon which all communications verbal and non-verbal
rest.’[21]

Communication can be both verbal andnonverbal with the group analytic approach always
encouraging verbal articulation of feelings and experience. Foulkes ‘stressed the process of
translation, which is the raising of communication from the inarticulate and autistic expression
by the symptom to the recognition of underlying conflict and problemswhich can be conveyed,
shared and discussed in everyday language’.[17] For more on this complex area, please refer to
Foulkes. Fundamentally Foulkes emphasised the ‘process of communication’[22] that is of
particular importance and that, in addition to what is being said, the group analyst considers
that ‘everything happening is considered in its communicational aspect’.[17]

Mirroring is where ‘the patient sees himself, or part of himself, in particular a repressed
part of himself in the other members’.[17] This can enable a person to see a fellow group
member reacting or emoting in a way that is personally familiar in some way or in a way that
is connected to his own dilemma but expressed in an alternative way. This is linked to the
experience of resonance where a ‘certain tone or chord struck a specific resonance in
the other receptive individual’.[21] This can be a very visceral resonance that leads, through
the processes of communication, to profound recognition.

In all groups, subgroups can form. Sometimes two people will unconsciously form
a couple to create a rescuing pair who will ‘parent’ the group.

A condenser phenomenonmay be observed when there is a pooling of associated affects
and cognitions,[23] where a group feeling, or group preoccupation builds to a point of shared
emotional or verbal release.
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Schlapobersky talks of three dimensions which are ‘relational’, ‘reflective’, and
‘reparative’.[24] Schlapobersky notes that ‘relational moments are more than benign or
affirmative. Many of the most profound relational moments arising in therapeutic groups
involve conflict . . . [or] hostile opposition’.[24]

Scapegoating could be considered as a manifestation of a group’s shared disturbance
(fear reactions or prejudices that are as yet unarticulated) that gets located in an individ-
ual. This location of disturbance[25] needs to be addressed. When a conductor becomes
alerted to this phenomenon, they may ask the group as a whole to consider what the
individual may be holding or expressing on its behalf. It is also useful to consider any
personal valency for roles such as carer, peacekeeper, latecomer, and designated ‘group
patient’.

Clinical Example 4 Reflective practice group

In a reflective group for managers, Mary is often late. When presenting her work, she
becomes inarticulate especially when asked questions. The facilitator notices this pattern
while knowing that she is considered a highly competent manager. The facilitator notices
that the other group members encourage her to take an early turn in presenting, ask harder
questions than others receive, or conversely take very little interest. The facilitator has much
to consider in forming any interventions here. The intervention has to address the individual
and the group. This is a delicate situation. These are not therapy group members.
Nonetheless, the facilitator considers these interpersonal dynamics as having significance
for the late individual and the whole group. The facilitator empathically encourages Mary to
think about why it is hard to come for the start of the group, while not arousing too much
shame which is easily activated. Additionally, the group is invited to consider the function of
her being asked to present first and their responses.
Reactions range from bewilderment to a tentative recognition of annoyance, then envy.

Responses are thought about in the context of their roles and organisational structures as
opposed to their personal histories. Nonetheless, personal resonances are expressed that
lead in turn to professional identifications and support. Mary acknowledges professional
burnout and difficulty in committing to the group that resonates with the other managers.
This leads to a realisation that ‘the latecomer’ is carrying the ambivalence for everyone,
allowing them to unconsciously locate their care needs or anger in her. Exploration and
analysis of these dynamics in the group leads to insights on a personal and professional level
and they can then focus on generating strategies.

Concluding Remarks
Group analysis emphasises the centrality of a defined and specific group analytic approach,
which posits the group, above all else, including its conductor, as simultaneously the
fundament and the vital force of the analytic group. The dynamic processes are contained
and enabled by the boundary that the group analyst puts around the group. This boundary
needs to be constructed to fit with both the context and purpose of any therapy group. In
group analysis the group conductor functions as both the therapist and dynamic adminis-
trator, which includes managing and analysing boundary incidents.

It is the group matrix and its dynamism that holds the potential to effect meaningful
therapeutic growth and change. This is often considered to be one of Foulkes’s most
significant and lasting group analytic concepts.
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The clinical vignettes show a conductor at work and some interventions that a group
analyst may make while conducting an analytic group. Group analysis does not lose sight of
the individual; however, it is crucial to emphasise that this is not individual therapy in
a group setting, this is group analytic therapy.

This group has boundaries regarding space, time, and membership. This consistently
recurring structure can enable a therapeutic process to be activated and maintained.
Communication, both conscious and verbal or unconscious and enacted, is explored. The
aim is for communication and, ultimately, understanding to become ever more articulate
and available for analytic reflection.

There are many ways in which a group analytic understanding and approach can be
usefully applied to non-therapy groups, a little of which we have seen.
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Glossary of Terms

Analytic attitude ‘A particular way of listening:
the therapist empathises with the client’s
subjective experience while at the same time
being curious about its unconscious meaning,
rather than trying to solve problems or give
advice.’[1]

Acting out ‘Expressing an unconscious wish or
fantasy through impulsive action as a way of
avoiding experiencing painful affects.’[2]

Ambivalence The existence of contradictory
feelings or impulses about something or
someone. For example, both really wanting
care and also being terrified of care. One aspect
or the other may be repressed. Ambivalence is
contrasted with a state of having ‘mixed
feelings’ which are ‘based on a more realistic
assessment of the imperfect nature’ of the
object.[3] (see also entry for ‘object’)

Archaic process A mental process (such as a
defence mechanism) first arising in the early
years of a person’s life, when the mind has less
well-developed capacities. Sometimes referred
to as a ‘primitive’ developmental process.

‘Borderline’ developmental level of psychological
functioning Referring to when someone has a
‘stable instability on the border between the
neurotic and psychotic ranges, characterised by
a lack of identity integration and reliance on
primitive defences without overall loss of
reality testing’. (McWilliams[4] drawing on
Kernberg 1975[5])

Containment A key relational process to do with
how we recognise and manage our feelings.
Containment starts when an individual
projects (communicates) distressing or
overwhelming feeling(s) to a trusted person
(the ‘container’). In a process of containment,
the other person notices what is being
communicated, experiences the feelings
themself to a degree, and ‘processes and
contains the projected contents’, that is, the
recipient of the projections manages to make
sense of and tolerate the distressing feelings
using their inner resources, as opposed to
becoming overwhelmed themself. Finally, the
other person ‘re-projects back into the
[individual] a modified form of the projection’,
perhaps by talking about the individual’s
feelings in a relatively calm and steady way.[6]

This leaves the individual feeling more
‘contained’ – in other words, with more
perspective about their original feelings which
now feel more bearable.

Countertransference ‘Feelings and emotional
reactions of the therapist towards the patient
resulting from both unresolved conflicts in the
therapist and the projections of the patient.’[2]

Countertransference enactment When the
therapist acts on their countertransference
feelings as opposed to processing them. To a
degree, partial countertransference enactments
are inevitable in clinical work and, if reflected
on by the therapist, can be put to therapeutic
use. By contrast, larger countertransference
enactments are unhelpful or harmful to the
patient.

Defence mechanism A mental process that
serves to avoid or manage distressing, difficult,
or overwhelming feelings or experiences.

Depressive position A state of mind capable of
integrating various dimensions of experience
(the term ‘depressive position’ does not refer to
a state of depression). In this state, others are
experienced as having both ‘good’ and ‘bad’
parts, and, correspondingly, the individual
experiences mixed feelings.[7] This integrated
position is more complicated and reality-
orientated than the ‘paranoid-schizoid
position’, and comes with feelings of concern
for others and the individual’s impact on them.

Ego A term for the aspect of experience felt as ‘I’ [17]

(‘Ego’ is a translation into Latin of the German
word ‘Ich’meaning ‘I’.) In Freud’s ‘structural
model’ the ego is to do with (mostly) conscious
thought and action and operates with rational,
reality-based thinking; the ego serves a mediating
or compromise function between the demands of
the external world and aspects of inner life.

Fantasy/phantasy In psychodynamic
terminology as applied in this book, ‘phantasy’
refers to an unconscious activity, whereas
‘fantasy’ refers to imaginative activity which is
conscious or potentially accessible to
consciousness, such as daydreaming, reverie,
or mental images of scenarios we fear or desire.
Conscious fantasy will, of course, be influenced
by elements of unconscious phantasy. (We
note, some writers do use ‘fantasy’ for both
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meanings, and specify whether they are
referring to conscious or unconscious activity.)

‘Good-enough’ Term commonly used in
psychodynamic writing, associated particularly
with the work of Winnicott, originally with his
notion of the ‘good-enough mother’. The term
‘good-enough’ captures the ordinary and
inevitable imperfectness of humans and our
relationships. It recognises the potential
opportunity for an individual’s psychological
development when the other in a relationship
sometimes makes mistakes.

Internal conflict This refers to when two (or
more) aspects of someone’s life are in tension
with each other or feel incompatible.

Interpretation When the therapist brings
something to a patient’s awareness that they
were previously unaware of. An interpretation
is a hypothesis, it is not intended to be an
absolute truth and should be couched in a
tentative manner.[8]

Introjection ‘The process of internalising the
qualities of an object. Introjection is essential to
normal early development, but can also be a
primitive defence mechanism in which the
distinction between subject and object is
blurred.’[2]

Mentalization ‘A focus on mental states in
oneself and others, recognising desires, needs,
feelings, beliefs and reasons, especially in
explanations of behaviour. Normal
mentalization develops in the first few years of
life in the context of safe and secure attachment
relationships.’[2]

Mourning The process of coming to terms with
the loss of someone or something significant.
Mourning involves accepting and experiencing
the reality of the loss and facing painful, sad,
and often conflicted feelings.

Object ‘Significant person in a person’s world,
the first significant object usually being the
mother.’[2]

Object relationship ‘The individual’s mode of
relation to the world, determined by the child’s
experience, perceptions and fantasies about
their relationships with significant caregivers
becoming incorporated in the mind at an early
stage of development to become prototypical
mental constructs which influence the
individual’s mode of relating to others in
adulthood.’[2]

Paranoid-schizoid position A state of mind
characterised by polarised extremes of
perception and experience. Others and the self
are experienced as either all good or all bad (i.e.
‘paranoid’). This division into good and bad is

called splitting (‘schizoid’ means involving
splits).

Phantasy See entry on ‘fantasy/phantasy’.
Psychodynamic frame The steady and reflective
setting created by the therapist. This ‘frames’ a
containing space that is conducive to the
patient being able to undertake therapy. The
psychodynamic frame allows a reference point
for the patient’s interpersonal patterns to
become observable to both patient and
therapist.

Psychologically informed service Where the
design, practice, and principles of a service are
informed by the best understandings of the
psychological and emotional needs of people
who the service is intended for, paying
particular attention to those people with more
complicated relationships with care and who
may struggle to make use of the service.

Procedural memory An unconscious, non-
verbal, memory system that encodes
information about ‘how-to-do’ things. This is
one of the main memory systems involved in
‘how to be in a relationship’. Procedural
memories ‘cannot be directly translated into
conscious memory and then into words: they
can only be known by inference’,[8] that is, by
observation of interpersonal behaviour,
including as this emerges in the therapy
relationship.

Projection A universal defence mechanism
whereby an individual unconsciously attributes
experiences such as impulses, feelings, or
desires to another person, by virtue of these
experiences being intense, unacceptable, or
particularly distressing to the individual. See
also entry for ‘projective identification.’

Projective identification ‘Projection (as above),
but a more powerful unconscious defence in
which the person who has been invested with
the individual’s unwanted aspects may
unconsciously identify with what has been
projected into them and may feel
unconsciously pressurised to act in some
way.’[2] In other words, the projection gets
‘under the skin’ of the person on the receiving
end. In some circumstances, projective
identification may be regarded not as a
defensive process but as an unconscious way of
communicating to others (see also entry for
‘containment’).

Reflective practice group A group facilitated by
a psychotherapist which brings a whole clinical
team together, with the primary task being to
reflect on and process staff-patient, team, and
organisational dynamics, in order to sustain
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caring relationships with patients and to
reduce the stresses of the work for staff.

Repression Key psychological defence, referring
to the pushing out of awareness of distressing,
painful, or conflictual internal experiences.
Repression takes place unconsciously.

Self- and object-representations Paired
representations of self and other within the
mind that influence how one relates to
oneself and others (see also ‘object
relationship’).

Resistance Phenomenon during therapy when a
patient’s defence mechanisms are activated.
Resistance in therapy is not something to be
pushed against by the therapist (this is likely to
increase resistance) but rather empathised with
and explored.

Splitting ‘Primitive defence mechanism in which
incompatible and polarised experiences of self
and other are kept apart to prevent conflict.’[2]

Superego ‘Structure in the mind formed by the
child’s internalisation of parental standards
and goals to establish the individual’s moral
conscience.’[2]

Therapeutic alliance The trusting, collaborative,
and secure aspects of the relationship between
patient and therapist ‘that endures in spite of
the strong and often negative emotions that
may surface during treatment’[4] and which
allows the patient and therapist to work
together to effect beneficial change in the
patient.

Transference A phenomenon whereby an
individual experiences someone else not
wholly as they ‘really’ are, but partially
according to the individual’s inner template of
what relationships are like (the individual’s
internal object relations). Transference occurs
not only in relation to an individual’s therapist,
but to a degree in all relationships.

Working through This refers to the process
within therapy of repeatedly attending to a key
issue or dynamic, in order to help facilitate
change. The phrase conveys an appreciation of
the time, repetition, and hard work needed for
someone to hold less tightly on to old and
familiar ways of being and to risk trying out
new modes of operating in the world.
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