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FOREWORD TO THE FIRST
EDITION

We have often been asked to recommend some introductory text in
psychotherapy, and felt at a loss. Freud’s papers on technique (1912,
1914) or Bion’s (1961) Experiences in Groups make fascinating if not
essential reading for those embarking as therapists on formal individual
or group psychotherapy. Yet we were not aware of any one book—
certainly none written by psychotherapists in this country—which
answered basic questions such as ‘what is psychotherapy about?’ This
book was born out of our attempts to answer that question and to
convey something about dynamic psychotherapy to medical students
and newcomers to psychiatry from various disciplines. We have been
unashamedly simple in trying to delineate basic psychodynamic
principles in Part I. We have described something of the range of
methods based on these principles in Part II. We do not say very much
about the practice of psychotherapy— that is ‘how to do it’—for we
believe that this can only really be learnt by embarking on the journey
of exploration, either as patient or as therapist under regular
supervision.

We are both psychoanalysts working part-time as consultant
psychotherapists in a teaching hospital psychiatric unit where all current
opinions and treatments in psychiatry are represented. In our view
Freud’s work and psychoanalysis have provided the spring which has
nourished all later forms of dynamic psychotherapy, be they individual
or group psychotherapy, marital or family therapy. With the
proliferation of new forms of psychotherapy, both within and beyond
the fringe of psychiatry, we felt some simple statement of basic aims
and principles would help to orientate ourselves and, we hope, others.
The psychoanalytic view is, among other things, essentially a
developmental one. It sees man against the evolutionary background of
his long pre-human and especially more recent primate past; it sees man
in his historical and social setting; and lastly, it sees each individual in his



own unique cultural and developmental context, which is our particular
concern in psychotherapy. The present can only be understood in terms
of the past. The past is ever-present.

Dennis Brown
Jonathan Pedder

St Mary’s Hospital, London
1979
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FOREWORD TO THE SECOND
EDITION

The foreword to the original edition began by explaining that there was
a gap in the literature. Before 1979 there were no simple,
comprehensive, introductory texts to which we could direct newcomers
to psychotherapy. Clearly others were thinking along similar lines. In
the same year Bloch (1979) edited a multi-author book describing a
range of psychotherapies, and Malan (1979) produced Individual
Psychotherapy and the Science of Psychodynamics which sums up in
vivid everyday language years of working in this field at the Tavistock
Clinic. In 1979 Whiteley and Gordon published a comprehensive survey
of group methods in psychiatry, and Storr (1979) an account of his own
approach to individual psychotherapy. Six years later came Casement’s
(1985) lively description of the interactional process in psychoanalytic
work. This was followed by Symington’s (1986) Tavistock Clinic
lectures on key contributors to modern psychoanalysis; and Frosh’s
(1987) exposition of different developments within the psychoanalytic
tradition, and their implications for culture. All of these we would
recommend to students of psychotherapy at different points in their
professional development. Two other books have appeared which are of
particular use to lay-people and potential patients: Knight’s Talking to a
Stranger (1986) and Families and How to Survive Them by Skynner and
Cleese (1983).

Nevertheless, the steady interest in our book leads us to believe that it
is of continuing value. It is regularly included in the reading lists for
trainee psychotherapists, psychiatrists, and other professionals, and it is
often recommended to interested lay-people and prospective patients.

It was meant as a brief and simple introductory overview of the many
forms of dynamic psychotherapy and their origins in and links with
psychoanalysis. It traces the similarities and differences between
individual, group, family, and social therapy and some of the ‘newer’
therapies. In updating we have continued the original aim, taking into



account developments since 1979, including valuable new additions to
the literature for those who want to read further, with an expansion of
the sections on selection and research. We have touched on shifts in the
social climate and impending changes in the organization of
psychotherapy practice and training in the United Kingdom.

We wish to thank Dr Robin Skynner and Dr Don Montgomery for
their comments on family therapy and gender assignment respectively;
and Mrs June Ansell for her ready and efficient help with the manuscript.

Dennis Brown, Institute of Group Analysis, London
Jonathan Pedder, Maudsley Hospital, London

1991
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FOREWORD TO THE THIRD
EDITION

Our first edition appeared in 1979, the second in 1991. The book has
maintained its place on reading lists for trainee psychiatrists,
psychotherapists, and counsellors. Interested general readers and
potential clients have found it a useful overview of the increasing range
of psychotherapies available today. So far it has been translated into
nine languages. Yet psychotherapy itself is developing, and we want
this to be reflected in a third edition for the new millennium. The
original authors (DB and JP) therefore invited AB to join them in
rewriting the book. He is already an established teacher and writer, as well
as an experienced clinician within the NHS from which both DB and JP
have now retired.

The passage of time has not lessened our belief that psychoanalysis
provides the basis of all dynamic psychotherapies: individual, group,
family and couple, and social; and that many of the ‘newer’ therapies
owe their basic ideas to some aspect of psychoanalytic theory and
practice. Since the first two editions, some such therapies have
declined, others have become more prominent. Behaviour therapy,
essentially non-analytic, has largely given way to cognitive-behavioural
therapy (CBT), now a major part of the psychotherapeutic
armamentarium, especially within psychiatry. Having earlier
differentiated itself from psychoanalytic therapy, in its more recent
development CBT has become closer in its methods to the
psychodynamic, analytically-based therapies. There has been further
development in other therapies such as interpersonal psychotherapy,
cognitive analytical therapy, and conversational therapy. These have
developed out of the search for brief forms of therapy, considered in more
detail in this edition.

One effect of the rise of CBT and other therapies has been to
stimulate more outcome research in all therapies including
psychodynamic therapy. This is in line with a more serious



questioning of the cost-effectiveness of different therapies, especially
the longer-term therapies which are often needed for radical change and
sustained personal growth. We welcome such questioning and have
extended our section on selection and outcome. Changes in emphasis in
modern understanding of therapeutic relationships are reflected, along
with recognition of changes in society and the patterns of the
individual’s relationships with others. Consideration is given to current
issues such as the proliferation of counselling, the recovered memory
controversy, and the increasing influence of attachment theory in
therapy and research.

We wish to thank Dr Harold Behr and Dr Stuart Whiteley for their
comments and suggestions regarding the sections on family therapy and
social therapy respectively; and Mrs June Ansell for continuing
practical help with the manuscript.

AB, DB, JP
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PROLOGUE

What is psychotherapy? It is essentially a conversation which involves
listening to and talking with those in trouble with the aim of helping
them understand and resolve their predicament.

Mrs A. went to her family doctor complaining of bouts of tearfulness
and acute attacks of panic and anxiety. She considered herself to be
happily married and could not account for her symptoms. Her doctor
regarded them as the manifestations of a depressive illness, that is to say
of some physical disease process of presumed, but as yet undiscovered,
biochemical origin. He prescribed various anti-depressants in turn, but
these had little effect; rather Mrs A. began to feel that something
dreadful was happening to her which nobody understood and that
perhaps she was even going mad.

Are there other ways of trying to understand such problems?
When an alternative point of view of her predicament was sought, the

following aspects of her life and its history emerged. Her symptoms had
begun when her only child (a daughter) was 6 years old. At that time Mr
and Mrs A. had been discussing the possible need for their daughter to
go away to a boarding school because of their remote situation in the
country. It seemed likely that Mrs A. was far more depressed over this
projected separation than she herself had acknowledged. Moreover
when Mrs A. herself had been 6, her parents had separated and she was
sent to live with an aunt, so that the possibility of separation from her
daughter in the present had re-awakened the heartache of her own
separation from her parents at the same age—long ago. When Mrs A.
reviewed her recent experiences in relation to the past within this
suggested framework, her tearfulness and anxiety began to make sense
to her and to resolve. She no longer felt prey to some mysterious and
frightening disease process beyond her control, but began to recognize
herself as a dis-eased person, discomforted by a situation that only too
painfully reminded her of the past.



Symptoms that patients bring to doctors may often be the expression
of unacknowledged feelings in the present, which remain hidden
because of painful associations with the past. One of the central aims of
this book will be to try and provide a framework within which to
understand such problems and begin to approach them
psychotherapeutically. 

xiii



xiv



PART I
PSYCHODYNAMIC PRINCIPLES

INTRODUCTION TO PSYCHODYNAMIC
PRINCIPLES

It is widely agreed that about a third of all patients who go to their
family doctor have primarily emotional problems. About half of these
will have a recognizable psychiatric condition, but only one in twenty is
referred to a psychiatrist (Goldberg and Huxley 1992). A still smaller
proportion will be referred on for formal psychotherapy in the National
Health Service. However, psychotherapy at varying levels will be
appropriate for some patients at each of these stages. We will discuss
these different levels and types of psychotherapy in further detail in
Part II. The term ‘psychotherapy’ is used in both general and special
ways; it includes forms of treatment for emotional and psychiatric
disorders that rely on talking and the relationship with the therapist, in
contrast to physical methods of treatment (such as drugs and
electroconvulsive treatment (ECT)).

Most psychotherapy in the general sense is carried out informally in
‘heart-to-heart’ conversations with friends and confidants. ‘Everyone
who tries to encourage a despondent friend or to reassure a panicky
child practices psychotherapy’ (Alexander 1957:148). Wellworn
sayings such as ‘a trouble shared is a trouble halved’ make sense to
everyone. Such help is more likely to be sought in the first instance from
the most readily available help-giver, such as a friend, family doctor,
priest, or social worker, rather than from a psychiatrist or
psychotherapist. In the medical field, the art of sympathetic listening
has always been the basis of good doctoring. There has been a risk that
this might be overshadowed by the enormous advances in the physical
sciences and their application to medicine, which have resulted in an
increasing attention to diseased organs, to the relative neglect of the



whole dis-eased person. In the last generation, interest has shifted back
again to the individual as the focus of stress in the family and
community, and psychodynamic principles have helped to illuminate
this interest. While many acute and major forms of psychiatric
disturbance are best treated by physical methods, many less acute forms
of neurotic and interpersonal problem are helped more by
psychotherapeutic methods. We shall take up this issue further in
Part II, particularly in discussing Levels of psychotherapy (p. 82) and
Selection (p. 189).

Historically there have been two major approaches to psychotherapy
in the special sense, competing with varying mixtures of rivalry and
cooperation. These are Psychodynamic Psychotherapy, which has its
historical origins in Freud’s work and psychoanalysis; and Behavioural
Psychotherapy, which involves an application of learning theory and
stems from the work of Pavlov on conditioning principles. Here we are
principally concerned with psychodynamic rather than with behavioural
psychotherapy (though see p. 84). Basically the approach of the
behaviourist was that of a physiologist or psychologist studying the
patient from the outside. He* was interested in externally observable,
and preferably scientifically measurable, behaviour, and in manipulating
(by suitable rewards and punishments) deviant or maladaptive
behaviour towards some agreed goal or norm. Behaviour therapy has
now been modified and developed and joined with cognitive science to
form cognitive-behavioural psychotherapy. We discuss this on page 168.

The dynamic psychotherapist is more concerned to approach the
patient empathetically from the inside in order to help him to identify
and understand what is happening in his inner world, in relation to his
background, upbringing, and development; in other words, to fulfil the
ancient Delphic injunction ‘Know Thyself’. Dynamic psychotherapy
has been the major influence in the field of mental health, and has
appealed more to doctors, social workers, and those psychologists
immersed in the complexities of relationships with patients or clients;
and to patients wishing to understand themselves and their problems
rather than to seek symptomatic relief alone. Sutherland wrote:  

* Where the sex of the therapist or patient is not defined by the particular
circumstance described, he or she is referred to, for convenience, in the
masculine gender throughout this book; such references should be taken to
imply male or female.
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By psychotherapy I refer to a personal relationship with a
professional person in which those in distress can share and
explore the underlying nature of their troubles, and possibly
change some of the determinants of these through experiencing
unrecognized forces in themselves.

(1968:509)

(Those unclear about the respective training and role of psychiatrists,
psychologists, psychoanalysts and psychotherapists, will find them
briefly described in the appendix.)

It will be our contention that all forms of dynamic psychotherapy
stem from the work of Freud and psychoanalysis, which has produced
many offshoots. Jung and Adler broke away before the First World War
to found respectively their own schools of Analytical Psychology and
Individual Psychology. Between the wars Melanie Klein and Anna
Freud, applying analytic ideas to the treatment of disturbed children,
developed Child Analysis. During the Second World War, Foulkes and
others explored the use of analytic ideas in groups and developed Group
Psychotherapy. Since the Second World War further developments have
included family, couple, and social therapy. Rogers in the Encounter
movement, developments such as Bioenergetics, and other forms of
humanistic and integrative therapy have been seeking new ways of
encouraging direct interpersonal contact to help free people from a
sense of isolation and alienation from themselves and others. (Some of
the links between these developments are traced in the ‘family tree’ of
Figure 10 on p. 188.)

However, despite their apparent diversity and different theoretical
formulations, we believe that all schools of dynamic psychotherapy hold
in common certain key concepts. These basic concepts are briefly
introduced now and each is expanded in later sections of Part I.

People become troubled and may seek help with symptoms or
problems when they are in conflict over unacceptable aspects of
themselves or their relationships. This is contrasted with the traditional
medical model where symptoms are viewed solely as an expression of
disordered anatomy and physiology.

Aspects of ourselves, which so disturb us that they give rise to
anxiety or psychic pain, may be consciously rejected, and become more
or less unconscious. We all employ a number of defence mechanisms to
help us deny, suppress, or disown what is unacceptable to
consciousness; these may be helpful or harmful. 
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Unacceptable wishes, feelings, or memories may arise in connection
with basic motivational drives. The different psychodynamic schools
may disagree over how to categorize human drives or as to which are
the more important and troublesome—for example, those associated
with eating, attachment, sexual, or aggressive behaviour. However, the
central importance of conflict over drives and their derivatives remains.

Again, although phases of development have been conceptualized in a
number of different ways, it is widely agreed that how we handle our basic
drives begins to be determined in infancy by the response of others to
our basic needs and urges, at first our mother and subsequently others of
emotional significance (father, siblings, teachers, etc.).

It is in models of the mind, or theorizing about the structure of the
psyche, that greatest disagreement has arisen. Freud revised his theories
several times. At first he saw the psyche simply in terms of Conscious
and Unconscious levels; later he introduced the concepts of Super-ego,
Ego, and Id. In more anthropomorphic terms, Berne (1961) has written
of the Parent, Adult, and Child parts of each one of us. Yet running
throughout is the idea of different psychic levels, with the potentiality
of conflict between them.

Aspects of the therapeutic relationship will be the last of the
theoretical principles dealt with, and it naturally leads us on to the area
of practice. We will distinguish between the therapeutic or working
alliance, transference, and counter-transference.

HISTORICAL BACKGROUND TO DYNAMIC
PSYCHOTHERAPY

Before developing each of these concepts further, let us take a brief look
at the historical background, where we are much indebted to Whyte
(1962) and Ellenberger (1970). Although it might be broadly true to say
that all modern forms of dynamic psychotherapy— whether
psychoanalysis, individual or group psychotherapy, family or marital
therapy—stem from the work of Freud and others at the turn of the
century, it would not be true to say that Freud ‘invented’
psychotherapy.

The idea of a talking cure through catharsis of feelings is at least as
old as the Catholic confessional, and current idioms such as ‘getting it
off your chest’ testify to the widespread belief in its value. A work on
Aristotle’s concept of catharsis was being much talked of in Vienna in
the 1880s and may have influenced Breuer and Freud. 
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Nor is there anything revolutionary in the idea that we are often in
conflict with our feelings, wishes, and memories. In 1872, a year before
Freud entered university, Samuel Butler wrote in Erewhon:

there are few of us who are not protected from the keenest pain by
our inability to see what it is that we have done, what we are
suffering, and what we truly are. Let us be grateful to the mirror
for revealing to us our appearance only.

(Butler 1872:30)

Writers down the ages, who have attempted to penetrate the
complexities of human motivation, have known this intuitively.
Shakespeare, for example, recognized unconscious conflicting wishes in
King Henry IV Part II:

Prince: I never thought to hear you speak again.
King: Thy wish was father, Harry, to that thought.

Pascal (1623–62), in his Pensées, knew that ‘The heart has its reasons,
which reason knows not.’ Rousseau (1712–78) wrote: ‘There is no
automatic movement of ours of which we cannot find the cause in our
hearts, if we know well how to look for it there.’ Writing in the 1880s
Nietzsche anticipated Freud: “‘I did that” says my memory. “I could not
have done that” says my pride, and remains inexorable. Eventually the
memory yields’ (Whyte 1962).

Freud’s achievement, combining the gifts of a great writer and
scientist, was to address these ideas to a medical context, in such a way
that they have since been given continuing and increasing, if at times
faltering, attention. Yet, as we have said, Freud did not invent
psychotherapy any more than Darwin invented evolution. Darwin too
had his forerunners; yet it was the added impetus of the evidence he
collected for his new causal explanations of natural selection that gave
fresh weight to already current ideas on evolution.

Ellenberger (1970) has traced the ancestry of dynamic psychiatry
from its origins in exorcism, and its evolution through magnetism and
hypnotism. In primitive times, disease, both psychic and somatic, was
commonly thought to be due to possession by evil spirits. Healing was
expected to follow exorcism and such treatment was naturally in the
hands of religious leaders or traditional healers, such as a shaman,
witchdoctor, or priest.
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Alternatively, it was thought that disease might arise from
infringement of taboos. Then again cure was expected to
follow confession and expiation. Healing by exorcism and confession
have both played a part in the Christian tradition. However, with the rise
of Protestantism, the Catholic monopoly on confession weakened.
There was an increased interest among lay-people and some doctors in
the idea of the ‘pathogenic secret’ formerly disclosed only to priests at
confession. Thus, by around 1775, the time of the last executions for
witchcraft in Europe, exorcism as practised by priests such as Gassner
(1727–79) gave way to new techniques (which we would now call
hypnotism) stemming from the work of the physician Mesmer (1734–
1815). We might now find Mesmer and his disciples fanciful in their
theories about magnetic fluid as an explanation for what they called
magnetic sleep, but increasing attention was being paid to such
phenomena. The similarity between magnetic sleep and natural
somnambulism (or sleep-walking) led to its being first re-named
artificial somnambulism, and later hypnotism.

Towards the end of the nineteenth century there was further
acceleration of interest in all sorts of psychic phenomena (which we
would now see as different examples of dissociation within the psyche),
such as hypnotism, spiritism, mediumistic trances, automatic writing,
and states of multiple personality, all of which suggested split-off
unconscious psychic processes. Phenomena that were formerly thought
to be caused by possession and therefore to be cast out by exorcism,
were now attributed to unconscious agencies to be reached and revealed
by hypnosis. Accounts of possession were replaced by clinical accounts
of multiple personality. In 1882 the Society for Psychical Research was
founded in London to examine such phenomena. In the same year
Charcot gave an important lecture to the Academy of Sciences in Paris,
which brought a fresh respectability to hypnosis in medical circles, and
helped to dispel some of the scepticism psychiatrists had felt towards it.

Throughout the century there was an increasing interest among
writers in such phenomena, particularly that of dual or multiple
personality, a well-known example being Stevenson’s ‘The Strange
Case of Dr Jekyll and Mr Hyde’, published in 1886. By the 1880s there
was also considerable interest in the importance of repression of
emotional and instinctual life in determining human conduct. For
example, Schopenhauer (1788–1860) had already anticipated
psychoanalysis; in Freud’s own words, ‘not only did he assert the
dominance of the emotions and the supreme importance of sexuality but
he was even aware of the mechanism of repression’ (Freud 1925: 59).

6 HISTORICAL BACKGROUND



Benedikt (1835–1920), a Viennese physician known to Freud and
Breuer, was among the first medical men to show that the origin of
neuroses, and especially hysteria, often lay in a painful pathogenic secret
involving sexual life. Nietzsche (1844–1900) emphasized the
importance of instincts and their sublimation, of selfdeception, and of
guilt feelings arising from the turning inwards of impulses which could
not be discharged outwardly. In literature and drama, Dostoevsky and
Ibsen were exploring the theme of passions that lurk below the surface
and dictate the actions of men who may deceive themselves that they
are rational beings. Ellenberger (1970) refers to this as the ‘unmasking
trend’ that was prevalent in the 1880s. Ibsen’s father had been a miner
and his tomb bears a miner’s hammer put there by his own son to
emphasize how he had continued the mining tradition of digging away
at what lies below the surface—similar to the archaeological metaphor
that Freud was fond of using.

Sigmund Freud (1856–1939) was born at Freiberg in Moravia (now
part of Slovakia and named Pribor); when he was a child of 4, his
family moved to Vienna. At school Freud had some leanings towards
the law, but, as he wrote in his autobiography, ‘the theories of Darwin,
which were then of topical interest, strongly attracted me, for they held
out hopes of an extraordinary advance in our understanding of the
world’ (Freud 1925:8). He was later to consider that, following
Copernicus and Darwin, he had himself delivered the next major blow
to man’s self-esteem and view of his central position in the universe. It
was on hearing Goethe’s essay on Nature read aloud just before he left
school that he decided to become a medical student.

He entered medical school in Vienna in 1873 but did not qualify until
1881 because he spent some time working in Brucke’s physiology
laboratory while considering an academic career. This was a time when
the rational hope was high that the ills of mankind would yield to
discoveries in the basic physical sciences. Brucke had pledged, ‘No
other forces than the common physical and chemical ones are active
within the organism’ (Jones 1953:45). Freud shared that hope early on
and to some extent never quite abandoned it, since he later predicted the
more recent vogue for drug treatments in psychiatry.

The name of Freud is so closely identified with psychoanalysis that it
is often not appreciated that he had an established reputation in several
other fields before he ever came to his psychoanalytical discoveries
when he was in his forties. As a medical student he had already done
original work in neuro-histology; as a neurologist he had made
important contributions and written on aphasia and on cerebral palsies
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in children; and he had been associated with the introduction of
cocaine, as a local anaesthetic, into ophthalmology.

Freud felt that he encountered some anti-semitic prejudice in his
ambition to achieve a university post. He had been engaged for some
time and, impatient to get married, determined to set up in private
practice in Vienna as a neurologist. Before doing so he obtained a grant
to visit Charcot in Paris in 1885.

Charcot at that time was giving grand theatrical demonstrations of
neurological cases, amongst which there were hysterical patients with
paralysis, anaesthesia, or bizarre gait. Freud noted that Charcot could
create, by hypnosis, conditions identical to those arising spontaneously
in hysterical patients; and that, furthermore, the pattern of the disorder
followed the idea in the patient’s mind rather than any anatomical
pathway (as seen in true neurological lesions). He therefore concluded
that, if hysterical disorders could be created by hypnosis, perhaps they
arose spontaneously by autosuggestion—in response to an idea in the
patient’s mind of which he was unconscious.

Freud returned to Vienna and married in 1886. In his private
neurological practice he found the usual proportion of hysterical cases.
At first he used hypnosis as a treatment in an attempt to dispel the
symptoms by suggestion. Through his association with Breuer, with
whom he wrote the Studies on Hysteria (Breuer and Freud 1895), he
found that, by putting patients into a light hypnotic trance and
encouraging them to talk freely, memories or ideas might be revived that
had become repressed and unconscious because unacceptable to
conscious ideals. Hence the ‘talking cure’, as one of Breuer’s patients
called it, was born.

Freud soon abandoned hypnosis as a direct method of intervention
and not long after gave up using it even as a lubricant to talking, relying
entirely on free association (p. 113). The couch remained in
psychoanalysis because of its original use by Freud the neurologist, and
its convenience to Freud the hypnotist. He himself slowly withdrew
from the position of active examining doctor beside the patient, to that
of accompanying ally on a voyage of self-examination sitting behind
him. He thereby rescued the neurotic patient from the public theatre of
Charcot’s demonstrations, where only external appearances counted,
and created the private space of the analytic consulting room where
hitherto unmentionable and unacknowledged aspects of man’s inner
world could be faced. Symptoms that had been taken for meaningless
by-products of as-yet-undiscovered somatic processes could be viewed
afresh as meaningful communications about inner states of conflict.
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THE CONCEPT OF CONFLICT

The idea of conflict over unacceptable aspects of the self is central to
the psychodynamic point of view. Indeed, the very expression ‘dynamic’
itself was borrowed by Freud from nineteenth-century physics to
convey the idea of two conflicting forces producing a resultant third
force acting in another direction.

So long as medical students were only taught anatomy and
physiology (or their subdivisions, such as histology and biochemistry) it
was natural that doctors should try to understand their patients’
complaints as symptoms of disordered anatomy and physiology and,
therefore, treat them physically. But there is widespread agreement that
about one-third of all patients presenting to doctors have primarily
emotional problems which cannot be understood in this way, with much
resulting frustration to both patient and doctor. It is a romantic view to
think that this is some new phenomenon due to the pressures of modern
life; Cheyne, a London physician, writing in 1723, estimated that one-
third of his patients had no organic disease.

If we bear in mind (as in the case of Mrs A., see p. xiii) that patients’
complaints may not be symptoms of a discrete disease caused by an
external agency alien to the person, but indicative of a conflict in
someone who is dis-eased or alienated from a part of himself, we may
be better equipped to understand the puzzling complaints of some
people in distress. The discovery of micro-organisms in the last century
was a vast advance in the understanding of disease, but also satisfied
man’s need to blame forces outside himself (an updating of devil
theories of disease) rather than accept responsibility within himself. The
importance of conflict in human distress is not only relevant to
psychiatry, but to the whole field of medicine. If a child complains of
abdominal pain, this might well be symptomatic of a physical disorder
such as appendicitis; or alternatively might be the child’s way of saying
that he does not want to go to school for some reason that he cannot
acknowledge or admit for fear of adult reactions. A woman who
complains of dysparunia (pain on intercourse) may have a painful
somatic lesion such as a cervical erosion; or not want intercourse, but
feel unable to say so. The problem may lie in her relationships rather
than in her body. The level at which the conflict operates may be
relatively conscious or deeply unconscious.

A young single woman went to her family doctor complaining that
she was disgusted with her nose. He took this in a literal and
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anatomical sense and sent her to a plastic surgeon, who felt there
was little abnormal with her nose and referred her for a
psychiatric opinion. She herself then said that when she had first
gone to the doctor she had felt that she was merely disgusted with
her nose (the underlying conflict was still deeply unconscious).
Now she had begun to realize she was really disgusted with
herself (the conflict was reaching consciousness) and particularly
because of what she called her lesbian feelings. One might go
further and say that some distaste for her own sexuality and
genitalia had undergone displacement upwards and become
focused on her nose.

This idea of conflict is not just a fanciful one dreamt up by man to
understand himself. Ethologists now well recognize its importance in
understanding animal behaviour. A bird exhibiting territorial behaviour
may approach another aggressively at the edge of its territory, then
become afraid, retreat and go on to repeat the pattern of approach-
avoidance conflict several times; or it may turn aside and begin pecking
at the ground as an indirect outlet for the aggression. This behaviour,
which ethologists term re-direction, psychoanalysts call displacement (p.
25).

Which aspects of the self give rise to such conflict? We shall discuss
this at greater length in the section on motivation; but a common
misrepresentation of Freud is to assume that he attributed all problems
to sex, and thereby to dismiss psychoanalysis as culture-bound to
bourgeois Vienna of the 1880s, and not of general relevance. Indeed
Freud found that many of his female hysterical patients were suffering
from sexual conflicts, but it is instructive to quote his actual words about
this:

In all the cases I have analysed it was the subject’s sexual life that
had given rise to a distressing affect…Theoretically, it is not
impossible that this affect should sometimes arise in other fields; I
can only report that so far I have not come across any other
origin.

(1894:52)

Since then we have indeed come to recognize the immense importance
of conflict ‘in other fields’, for example, aggressive feelings, which may
be turned against the self (in depression and suicidal attempts) or
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converted into psychosomatic symptoms (such as migraine or
hypertension) (see p. 27).

Depression itself, or the grief that follows bereavement, or some
other loss vital to self-esteem, may not be consciously acknowledged but
find outlet instead in physical symptoms. This commonly occurs when a
patient presents symptoms at the anniversary (possibly
unacknowledged) of a bereavement.

It should not be thought that all forms of psychiatric disturbance can
be explained as the result of conflict. There is almost certainly a
considerable genetic predisposition to functional psychoses such as
schizophrenia and manic-depression. There are also some rare forms of
organic psychosis caused by physical cerebral dysfunction, e.g., by
brain tumour or vitamin deficiency. In conditions such as border-line
psychoses and profound character disorders, we are dealing with early
‘harm inflicted on the ego by endowment, environment and vagaries of
internal maturation, i.e., by influences beyond its control’ (Anna Freud
1976) which impair the ego’s strength and therefore its capacity to
contain and manage primitive anxieties and impulses. Many forms of
trauma, including early separation and loss (Bowlby 1973, 1980) and
the many forms of child abuse (Bentovim et al. 1988), are increasingly
recognized today. Early traumas have been shown to influence
development and the later effect of trauma has been demonstrated in
studies of survivors of the Holocaust and other disasters (Pines 1986,
Kestenberg and Brenner 1986, Menzies Lyth 1989, Garland 1998).

The concept of conflict is of especial importance in understanding
neurotic disorders, where we are dealing with the internal damage
which the Ego in the later course of development has inflicted on itself
by repression and other defences. Neurotic conflicts ultimately orginate
in personal relationships during a person’s formative years, which
become internalized and determine the sort of relationships formed with
others thereafter; though the outcome may depend on what is happening
in current close relationships, as will be discussed especially in
considering Family and Couple Therapy (p. 138).

UNCONSCIOUS PROCESSES

Aspects of ourselves which conflict with consciously held ideals may be
denied, suppressed or disowned and become more or less unconscious.
It is preferable to think in terms of different levels of consciousness and
use the word unconscious as an adjective rather than as a noun. We then
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avoid implying that there is a mysterious realm ‘the unconscious’ which
is quite separate from the rest of the mind.

Something may be unconscious merely because we are not aware of
it at a particular time—for example, the colour of our front door at the
moment of reading these lines; or because we find it easier to function
by suppressing disagreeable feelings or painful memories, though we
might easily be reminded of them. These levels Freud called
preconscious. Alternatively an idea may be unconscious because it is
actively repressed owing to its unthinkable nature—a memory, fantasy,
thought, or feeling which conflicts with our view of ourselves and of
what is acceptable, and which would cause too much anxiety, guilt, or
psychic pain if it were acknowledged. This level Freud called
dynamically unconscious. Repression may weaken at times so that
previously unconscious mental contents become manifest, usually
modified by defensive elements—for example, during sleep in the form
of dreams, at times of stress in the form of symptoms, or in the emergence
of apparently alien impulses under the influence of drugs or alcohol.

The idea of different psychic levels parallels that of different
neurological levels, with higher centres controlling and inhibiting more
primitive ones which, in turn, might find expression if higher controls
were relaxed. Freud, with his own neurological background, had always
been impressed by the saying of the neurologist Hughlings Jackson
(1835–1911): ‘Find out all about dreams and you will have found out
all about insanity.’ In dreams and insanity we get the most direct insight
into deeper levels of the psyche. Our idiom ‘I wouldn’t dream of it’
seems to imply the idea of several levels—that is, there are things we
would dream of but not do; then, more deeply, things we would not
even let ourselves dream of.

Some philosophers have objected to Freud’s ideas about the
unconscious on the grounds that only conscious phenomena should be
considered as mental events. Yet the idea of the unconscious had been
increasingly discussed throughout the nineteenth century. Psychologists
such as Herbart (1776–1841) emphasized the conflict between
conscious and unconscious ideas; and the philosopher Schopenhauer
(1788–1860), anticipating Freud, wrote: ‘The Will’s opposition to let
what is repellent to it come to the knowledge of the intellect is the spot
through which insanity can break through into the spirit’ (Ellenberger
1970:209). 

As the authority invested in man’s idea of God declined in Europe
from the Middle Ages onwards, there was a corresponding increase in
human self-awareness which reached a particular intensity around 1600.

12 INTRODUCTION TO PSYCHOTHERAPY



The word ‘conscious’ first appeared in European languages in the
seventeenth century. The dualism of Descartes (1596–1650), separating
mind from body and thought from feeling, marked the high tide of this
movement with its assertion that mental processes are limited to
conscious awareness. This emphasis on rational thinking was one of the
forces that led to the Enlightenment of the eighteenth century and many
positive achievements in the spread of education and political freedom;
but it devalued imaginative and emotional life so that a natural reaction
was the Romantic movement of the early nineteenth century typified by
poets such as Wordsworth, Keats, and Shelley. The idea of unconscious
mental processes was ‘conceivable around 1700, topical around 1800,
and became effective around 1900’ (Whyte 1962:63). By 1870 ‘Europe
was ready to discard the Cartesian view of mind as awareness’ (ibid.:
165). If anything, Freud made the idea of the unconscious temporarily
less popular by his early emphasis on its sexuality.

Perhaps the idea is now so much part of our thinking that no further
argument is needed, but evidence in support of the notion of
unconscious psychic activity comes from the following sources.

Dreams

Freud always regarded dreams as ‘the royal road to the unconscious’
and The Interpretation of Dreams (1900) as his greatest work, of which
he wrote: ‘Insight such as this falls to one’s lot but once in a lifetime’
(Freud 1900: xxxii). He drew a distinction between the often apparently
absurd manifest content of a dream and the latent content hidden behind
it by a censorship which could be by-passed by free association. Dreams
were the ‘disguised fulfilment of a repressed wish’. This wish-fulfilling
function of dreams is a commonplace. Children dream of feasts or
treats, adults of forbidden pleasures, or of lost persons or places they
long to see again. Dreams may also be attempts to master unpleasant
experiences or to solve problems. Rycroft (1979) emphasizes the
creative and imaginative aspects of dreaming, rather than just the
conflictual and neurotic, and regards dreaming as the non-discursive
mode of communication of the non-dominant cerebral hemisphere. The
use of dreams in general psychiatry has been usefully reviewed by
Mitchison (1999). 

UNCONSCIOUS PROCESSES 13



Artistic and scientific creativity

Many writers, artists, and composers, in describing their own creative
processes, have told of how they feel taken over by some inner force,
not entirely within their conscious control. Often the creative process
actually takes place during sleep or dreaming. Kekulé, wrestling with
the problem of the structure of benzene, dreamt of a snake eating its tail
and then immediately saw that the benzene molecule must have a ring
structure (Findlay 1948). Coleridge is said to have conceived his poem
‘Kubla Khan’ while dozing under the influence of opium (Koestler
1964). The playwright Eugene O’Neill claimed to have dreamt several
complete scenes and even two entire plays; he urged himself as he fell
asleep by saying, ‘Little subconscious mind, bring home the bacon’
(Hamilton 1976). Mozart described in a letter the vivid experience of
his own creative genius when his ideas seemed to flow into him at a
rush:

Whence and how they come, I know not—nor can I force them…
Nor do I hear in my imagination the parts successively, but I hear
them, as it were, all at once…All this inventing, this producing,
takes place in a pleasing lively dream.

(Quoted by Vernon 1970:55)

By contrast to the flash of inspiration experienced by Mozart, Bertrand
Russell writes of a slower process of ‘subconscious incubation’
preceding the final sense of revelation:

It appeared that after first contemplating a book on some subject,
and after giving serious preliminary attention to it, I needed a
period of subconscious incubation which could not be hurried and
was if anything impeded by deliberate thinking.… Having, by a
time of very intense concentration, planted the problem in my
subconsciousness, it would germinate underground until,
suddenly, the solution emerged with blinding clarity, so that it
only remained to write down what had appeared as if in a
revelation.

(Quoted by Storr 1976:65)

Apart from the creative activity actually occurring in dreams, dramatists
and writers have described how in a waking life too their characters
emerge from within them with a life of their own. Pirandello, whose
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play Six Characters in Search of an Author illustrates this process,
wrote in his journal: ‘There is someone who is living my life. And I
know nothing about him’ (see foreword to Pirandello 1954).

Hysterical symptoms

We have already seen how, on his visit to Paris, Freud developed the
idea that hysterical conditions—paralysis, anaesthesia, ataxia— could
be caused by an idea of which the patient was not conscious. This could
arise from the suggestion of an outsider (by hypnosis) or from inside
(by auto-suggestion). Such hysterical symptoms, Freud proposed, are
constructed like dreams as ‘compromises between the demands of a
repressed impulse and the resistance of a censoring force in the Ego’
(Freud 1925:45).

A young woman walked into the casualty department of a
hospital complaining of weakness of her left arm. It transpired that
she had just come from a psychotherapy group at the same
hospital, where she had felt extremely angry with the male
therapist sitting on her immediate left, but too frightened to say so.
The weakness of the arm was a compromise between her wish to
hit him and her fear of doing so, though she was then able to
complain about him indirectly to the casualty doctor. It was
necessary to know her story to explain this fully. She was angry
with the therapist because he had just announced he was leaving
the group. She had been abandoned as an infant and adopted from
an orphanage by an elderly couple. They could not tolerate any
‘bad behaviour’, and if she were ‘naughty’ would threaten to send
her back there.

Post-hypnotic phenomena

A subject may be hypnotized and given the suggestion that when he
awakens he will forget consciously what the hypnotist has said, but that,
after an interval, when the hypnotist snaps his fingers, the subject will
cross over to the window and open it. The subject awakes and, on being
given the signal, opens the window. When asked why he did so, he looks
briefly confused and then says that it was too warm in the room. This
illustrates how a complicated sequence of behaviour (opening the
window) can be under the control of an idea (implanted by the
hypnotist) of which the subject is not conscious, and furthermore that,
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when a conscious explanation is demanded, a rationalization follows (that
it was too warm).

Parapraxes

When we make a slip of the tongue or forget something, it could be due
to a simple mistake in the machine of the brain, but often, on further
examination, as first suggested by Freud in the Psychopathology of
Everyday Life (1901), it turns out to be emotionally motivated. For
example, we may forget an appointment or the name of somebody we
are annoyed with and wish to forget, but all this happens outside
consciousness.

A young woman had not been able to come to a meeting. Later
she met the chairman and apologized, saying that, ‘Dr X raped…
I mean roped…me into doing something else.’

Was this a simple mistake, or the expression of a wish, or most probably
the expression of a resentful feeling of having been coerced into doing
something against her will? Beyond the ‘psychopathology of everyday
life’ many everyday phenomena indicate the co-existence of different
levels of consciousness. Drivers often find they are ‘miles away’ in
their thoughts, especially on motorways, and ‘come back’ to find they
have been negotiating traffic without conscious awareness. People
commonly find themselves singing a popular song for no apparent
reason, until they discern an associated link triggered by a preceding
mood, impulse, word, or preconscious perception.

Subliminal perception, selective attention, and
perceptual defence

Below a certain threshold, light or sound stimuli can lead to psycho-
physiological responses without consciously being noticed. Thirty years
ago there was a furore in the USA about the use of subliminal
advertising; messages like ‘Eat Popcorn’ were flashed on to cinema
screens for a fraction of a second, an exposure too short for recognition
by the public, but long enough for sales of popcorn to be dramatically
increased. There is a great deal of experimental evidence (Dixon and
Henley 1991) that the threshold of perception is influenced by
motivation; below a certain level of stimulation we can see what we
want to see, but be blind to what we do not want to see (for example,
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words giving rise to fear or embarrassment flashed momentarily on to a
screen). It would seem that there is a selective and discriminating filter
mechanism at work, which operates below the level of awareness in
much the same way as Freud suggested that the censor operates in
dreams.

Sometimes those fresh to the psychodynamic way of thinking
question how remote events remain unconscious and dormant for years
before causing any effects for good or ill, in the way that streams flow
underground before suddenly breaking to the surface. This seems less of
a mystery to writers such as Thomas Hardy who wrote ‘I have a faculty
for burying an emotion in my heart and brain for 40 years, and
exhuming it at the end of that time as fresh as when interred’ (quoted by
Gittings 1975:5).

‘The Social Unconscious’

In recent years the social unconscious has been recognized (Hopper
1997, Dalal 1998) as influencing both individual and group life through
deeply embedded cultural and historical assumptions, attitudes, values,
traumas, ideologies, and myths. Through them identity and self-esteem,
individual and collective, are supported or undermined. Defences
against awareness of current social conflicts and trauma can prevent
their recognition and resolution, as in dealing with issues of ethnic
discrimination or other destructive stereotyping (Brown 1998a, Volkan
1998).

ANXIETY AND PSYCHIC PAIN

Aspects of ourselves and our experience sometimes cannot be readily
assimilated into our conscious view of ourselves and our world, because
of the anxiety or psychic pain they arouse. The notion of psychic pain may
at first seem strange to those used to thinking of any pain as physical.
They may believe that pain is either real (physical) or imagined
(psychological). However, any experience of pain is ultimately a
psychic experience, whether the origin of the pain is somatic or
psychological. Furthermore the experience of pain of physical origin
depends on our mood and attention at the time; in the heat of battle severe
wounds may pass unnoticed. The older English expression ‘sore’ unites
the two realms of psyche and soma, since we talk of ‘feeling sore’ in
both areas. We also speak of being injured in both body and feelings;
and our idioms describing a problem as a ‘headache’ or a person as ‘a
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pain in the neck’ acknowledge that seemingly physical pain may reflect
a relationship between psychic and somatic pain.

For brief periods we may be able to tolerate considerable anxiety —
for example, coping with an emergency—or to bear considerable
psychic pain and depression—for example, following bereavement.
Alternatively we may try to ward off such emotional discomfort by
employing a number of defence mechanisms. Yet again, the stress may
prove too great and defences fail; a state of decompensation follows and
we may fall ill either psychically or somatically.

The experiencing of anxiety is not, of course, necessarily abnormal.
Anxiety accompanies autonomic arousal, which is the normal response
of an individual to threatening situations and prepares him for fight or
flight. This has obvious original evolutionary survival value in the wild
and we all still experience anxiety in competitive situations such as
athletic competition, examinations, or interviews. This helps key up the
individual for optimal performance; only if the anxiety is excessive or
out of proportion is it maladaptive and abnormal. The anxiety aroused in
a situation such as public speaking may be disturbing for the very
reason that there is no motor outlet for its discharge.

The problem of anxiety and how we deal with it in ourselves is seen
as central in most formulations of the origin of neurosis. Freud offered
different formulations of the origin of anxiety in the early and later
phases of his career. At first he thought defence caused anxiety, later
that defence was provoked by anxiety.

His earlier model (1894) was a more physiological/hydraulic one; he
suggested that anxiety was the expression of undischarged sexual
energy or libido. A classic example would be an individual practising
coitus interruptus (withdrawal during intercourse to avoid conception),
whose undischarged sexual tensions were then thought to be expressed
in the form of anxiety symptoms. Although the model has now
generally been discarded, there are still situations in which it has
application. For example, in a situation of danger, where autonomic
arousal is appropriate and has obvious survival value, we may be
unaware of anxiety so long as we are occupied in taking avoiding action.
When action is blocked or ended we may become more aware of
anxiety. However, Freud (1926) later revised this view of anxiety (as
undischarged libido) and came to see anxiety as the response of the ego
to the threat of internal sexual or aggressive drives. Although the earlier
model of anxiety has largely been given up in relation to sexual drives,
the idea of ‘actual neurosis’, the result of undischarged aggressive
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drives, is still useful in relation to psychosomatic disorders (McDougall
1974).

Bowlby has offered some very interesting comments” on the
connection between anxiety, mourning, and defence. A young child,
who has developed an attachment to a mother-figure, when separated
from her, shows distress in three recognizable phases of protest,
despair, and detachment. Bowlby (1973:27) writes: ‘the phase of
protest is found to raise the problem of separation anxiety; despair that
of grief and mourning; detachment that of defence. The thesis that was
then advanced (Bowlby 1960) was that the three types of response—
separation anxiety, grief and mourning, and defence—are phases of a
single process and that only when they are treated as such is their true
significance grasped.’ Yet these three processes of separation anxiety,
mourning, and defence were encountered in the reverse order by Freud.
He first became aware of the significance of defence (Freud 1894); later
of mourning (Freud 1917); and lastly came to the revised view of the
significance of anxiety (Freud 1926).

Initially Freud was preoccupied with the problem of anxiety and the
defences used against it as he observed them in the neurotic conditions
he saw, such as hysterical, obsessional, and phobic states. Only later did
he turn his attention to depression, which is a much larger clinical
problem; in psychiatric practice about half of all patients seen are
depressed. A simple way of stating the relationship between anxiety and
depression is to say that whereas anxiety is the reaction to the threat of
loss, depression is a consequence of actual loss.

It was not until 1917 in ‘Mourning and melancholia’ that Freud drew
attention to the similarities between bereavement and depression, such
as sadness, despair, loss of interest in the outside world, and inhibition
of activity. Whereas:

mourning is regularly the reaction to the loss of a loved person, or
to the loss of some abstraction which has taken the place of one,
such as one’s country, liberty, an ideal and so on…in
melancholia, the occasions which give rise to the illness extend for
the most part beyond the clear case of a loss by death, and include
all those situations of being slighted, neglected or disappointed,
which can import opposed feelings of love and hate into the
relationship or reinforce an already existing ambivalence.

(1917:243, 251)
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In other words, in melancholia or depression the loss may not be an
obvious external one, but more of an internal one involving a loss of
self-esteem. Depression, for example, may follow failure to achieve
some longed-for ambition or position vital to self-esteem (Pedder
1982).

Another way of expressing this is to say that a painful discrepancy
has arisen between the subject’s ideal self or ego ideal (myself as I
would like to be) and his actual self (myself as I am). This discrepancy
gives rise to a state of psychic pain (Joffe and Sandler 1965), to which
there may be one of several responses. A normal response might be to
protest—‘fight’ rather than ‘flight’—to direct aggression against the
source of pain. The subject may attempt to master the pain in an adaptive
way, or, in the case of a mature, robust individual, may be able to bear
the pain and work through the ensuing disappointment and loss of self-
esteem. Alternatively there may be one of several less healthy responses
to this central state of unbearable psychic pain. If the wished-for state
cannot be restored there may ensue a state of helplessness which Joffe
and Sandler suggest may:

represent a fundamental psychobiological response which could
be conceived of as being as basic as anxiety. It has its roots in a
primary psychophysiological state which is an ultimate reaction to
the experiencing of helplessness in the face of physical or
psychological pain in one form or another.

(1965:395)

One response to this state of helplessness might be to give up and
relapse into physical illness, described by Engel (1967) as the ‘giving-
up, given-up complex’ which often precedes somatic disease. Another
would be for the psychic pain to become converted into psychogenic
bodily pain (Merskey and Spear 1967). A third is to relapse into
depression itself.

Alternatively, defence mechanisms, such as denial of a loss, may
prove sufficient to cope with the pain—at any rate for a while.

A middle-aged woman presented with depression. She knew that
her father had died when she was 10; she thought she believed
what she had been told as a child that he had been reported
missing, presumed dead, on active service during the war. This
allowed her to go on hoping that perhaps after all he was not dead
and might one day turn up, so that for 30 years she had hoped
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every knock on the door might be her father. During
psychotherapy she one day recalled with horror a memory of her
brother coming into the kitchen when she was 10 and saying,
‘There’s a man in the garage with blood all over him.’ At that
moment she knew that her father had killed himself but
simultaneously denied the knowledge; the memory remained,
though buried, for years. Only by painfully accepting the fact of
his death and its horrifying circumstances could she begin to work
through the process of mourning and to move forward again.

In the following section we consider further mechanisms of defence.

DEFENCE MECHANISMS

One way of dealing with aspects of the self, which, if consciously
experienced, might give rise to unbearable anxiety or psychic pain, is by
using a variety of defence mechanisms. Everyone needs and uses
defences at some time—the question is, ‘to what extent and when?’
Sometimes, over-enthusiastic workers in psychiatry or its fringes appear
to feel that no one should have any defences, regarding them as a
modern form of sin; but an uninvited attack on someone’s defences is as
unjustified as any other form of assault. Another link with religious
attitudes is the neurotic person’s belief that it is as bad to sin in thought
as in deed, so that there seems no alternative to either completely
repressing a sexual or murderous feeling or acting on it. Maturity includes
a capacity to acknowledge and tolerate such feelings within ourselves
without acting on them except when appropriate.

Freud (1894) first introduced the term ‘defence’ to describe the
specific defence mechanism operating in the cases of hysteria which he
was then studying; he later termed this particular defence ‘repression’
and went on to describe others. By 1936 Anna Freud, his daughter, was
able to list nine mechanisms of defence (regression, repression, reaction-
formation, isolation, undoing, projection, introjection, turning against
the self, and reversal). She added a tenth normal mechanism
(sublimation) and one or two more (such as idealization and
identification with the aggressor). Melanie Klein emphasized the
defences of splitting and projective identification (Segal 1964),
occurring in both normal and abnormal development. Our list of
defences which follows is not exhaustive but made up of those that we
find ourselves thinking of most commonly in everyday clinical work.
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Repression

As described at the beginning of the previous section, we all at different
times suppress inconvenient or disagreeable inner feelings, or totally
repress what is unacceptable to consciousness. There is nothing abnormal
or pathological about this, unless carried to extremes. Before the days of
anaesthetics, a sensitive surgeon had to ignore or suppress feelings about
the screams of patients in order to be effective. In extreme cases,
though, people who declare they have never felt angry or sexually
aroused may be severely repressed.

Denial

We may deny or forget unpleasant external events—for example, an
unhappy affair or an examination failure. It has been reported that,
following bereavement, up to 40 per cent of widowed people experience
the illusion of the presence of their lost spouse and 14 per cent actually
imagine they have heard or seen the lost partner (Parkes 1972). This
could be seen as a form of denial of a painful loss which is fairly
normal, that is, common in exceptional circumstances. The experience
of a phantom limb following amputation (sensations suggesting the limb
is still there) may have neurological origins, but may also be understood
in the same way as a denial of the loss. This view is supported by
reports that phantom limb is experienced more commonly after sudden
and unexpected amputation (for example, following a road accident)
than when there has been time to prepare for it psychologically. A more
extreme form of denial occurs in cases of hysterical fugue or amnesia.
In wartime, a soldier might come wandering back from the front line in
a fugue state having had to obliterate the intolerable memory of seeing
all his comrades killed by a shell. In peacetime, a person may appear in
a casualty department declaring that he does not know his name,
address, or anything about his past life. This may have followed some
imbroglio or misdemeanour, such as knocking down his wife in a row
or being discovered committing a fraud, the emotional consequences of
which cannot be faced because of the shame and blow to self-esteem
involved. 

Projection

We commonly externalize unacceptable feelings and then attribute them
to others: ‘The pot calling the kettle black.’ Christ knew this well: ‘Why
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beholdest thou the mote that is in thy brother’s eye, but considerest not
the beam that is in thine own eye?’ It must be as old as time to blame
our neighbours, or neighbouring village, tribe, country, etc. for our own
shortcomings. This is a normal though tragic and dangerous human
trait. In extreme forms it amounts to paranoia: for example, when
individuals disavow their own hostile or sexual feelings but declare that
others have hostile or sexual designs upon them.

Sometimes people behave as though not only feelings but important
aspects of their own selves are contained in others; for example, the
mother who unconsciously deals with the deprived-child part of herself
in caring for her baby, may spoil it and prevent it growing towards
greater independence. This helps mother to cope with the pain of her
own frustrated longing for closeness and dependence, but the baby’s
developing needs may be thwarted by mother seeing in the child an
aspect of herself and provoking the child to enact it. In the technical
language of Kleinian psychoanalysis this is an example of projective
identification (Sandler 1987).

Closely associated is the phenomenon of splitting, which involves the
complete separation of good and bad aspects of the self and others, as
illustrated by the perennial interest of children in heroes and monsters,
good fairies and witches (Bettelheim 1975). Clinically we see it in
splitting between good and bad feelings, between idealization and
contempt of self and others.

Reaction formation

We may go to the opposite extreme to obscure unacceptable feelings: for
example, excessive tidiness to hide a temptation to be messy. Extreme
cleanliness may have its usefulness: for example, ‘scrubbing up’ in an
operating theatre. Out of context it can be crippling: for example, in
obsessional neurosis where many hours a day may be spent in washing
rituals. The psychodynamic view of such obsessional states is that
hostile feelings are usually being concealed. The person who carefully
checks some magic number of times (three or seven) to make sure the
gas taps are switched off may be terrified of giving way to unrecognized
impulses to harm others. Instead he justifies his behaviour by saying that
he is saving gas; this would be an example of rationalization. 
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Rationalization

Another example of this has already been given in discussing
posthypnotic phenomena (p. 15), when the subject justifies an
unconscious impulse and is unaware of its source. Our idiom ‘sour
grapes’ is a third example, deriving from Aesop’s fable of the fox who
could not reach the grapes and consoled himself with the rationalization
that they were sour anyway.

Conversion and psychosomatic reactions

Unacceptable feelings or affects may be converted into physical
symptoms as in hysterical conversion or psychosomatic disorders. We
have already given a classical example of hysterical conversion above
(p. 15). Such hysterical disorders are becoming increasingly uncommon
in developed societies, almost as if people now know that the deeper
meaning would be rumbled. On the other hand, psychosomatic
disorders have gained increasing attention in recent years. Bottling-up
of rage may, for example, contribute to an attack of migraine or to high
blood pressure.

A conscientious but inhibited nursing sister could never express
her exasperation with her junior nurses whenever they made a
silly mistake, for fear she would be too destructive. On such an
occasion she would bottle up her rage and typically have an attack
of migraine later that evening. During the course of
psychotherapy she became more in touch with her anger and more
able to express it. One day she reported that she had been able to
tell off a nurse at fault and was surprised but delighted to find that
no migraine had then followed.

In hysterical conditions there may be a symbolic element to the
symptoms, which hints at an underlying fantasy, as in the example of
the girl whose paralysed arm represented a defence against her wish to
hit her therapist (p. 15). Psychosomatic disorders are now less often
thought to have this symbolic significance, but to occur in those
restricted in their fantasy life, whose emotions are expressed physically
and whose thinking tends to be concrete and conversation
circumstantial. The word ‘alexithymic’ has been introduced to describe
such people who have no words for their feelings (Nemiah and Sifneos
1970). These qualities are now recognized as occurring in post-
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traumatic states and in some people with addictive problems and sexual
perversions, as well as in those prone to psychosomatic disorders and
reactions (Taylor 1987).

Phobic avoidance

To a greater or lesser extent, we all avoid situations which arouse
unpleasant affects—for example, the sight of accidents, heights, public
speaking, and so on. Some circumscribed mono-symptomatic phobias,
such as of spiders or thunderstorms, which often date from early
childhood, may be well understood in terms of learning theory as arising
from some traumatic situation in childhood. So-called agoraphobia (fear
of the market-place) cannot be so easily understood. This usually starts
in adolescence and, rather than being a fear of open places, is more a
social phobia or fear of encountering people in crowded places, such as
tubes, lifts, and cinemas, because of the feelings that might be aroused.

A young woman with high conscious ideals of marital and pre-
marital chastity married a man who had had several pre-marital
affairs. After a few years he got an evening job which left her free
to go out to evening classes and shortly after this her
‘agoraphobia’ developed until she was unable to go anywhere
unless (chaperoned) with her husband. During psychotherapy it
became clear that if she went out on her own she was terrified of
giving way to previously repressed impulses to flirt with other
men and to level the score with her husband’s pre-marital affairs.
When one evening a married male friend, to whom she had given
supper, kissed her goodnight, in a socially acceptable way, to
thank her for supper, she slapped his face and called him a
‘lascivious beast’—that is, projecting into him her own
unrecognized lascivious feelings.

Displacement

When we are too afraid to express our feelings or affects directly to the
person who provoked them, we may deflect them elsewhere. A cartoon
example is the office hierarchy: the boss is angry with his next-in-
command, who in turn takes it out on the one beneath him, and so on
till the office boy is left kicking the office cat. The phenomenon of
displacement is widespread in other animals and known to ethologists
as redirection (p. 10). A common type of displacement is the ‘turning on
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the self’ of affects such as anger, as seen in self-destructive behaviour
and masochism; it is particularly prominent in depressive conditions and
suicide attempts.

Regression

It is perfectly normal and indeed desirable on holiday to abandon our
more usual adult responsibilities and go back (regress) to the less
mature joys of childhood, such as swimming, games, etc. In the face of
disasters with which we feel unable to cope—such as severe illness or
accidents—we may also regress to more childlike and dependent ways
of behaving. Then we look for adults or leaders in whom we can repose
our trust (see Transference, p. 51), although this may also leave us
vulnerable to domination by demagogues.

Sleep might be seen as a normal daily form of regression from the
challenges and responsibilities of waking life. A child who has achieved
bladder control may, following the birth of a younger sibling, regress to
bed-wetting again. The condition of anorexia nervosa (severe weight
loss and amenorrhoea in teenage girls caused by dieting) can be
partially understood as a retreat from the difficulties of coping with
adolescent sexuality (Crisp 1967).

Depersonalization and confusion

These are both terms with a well-recognized meaning in general
psychiatric phenomenology. Depersonalization is the name given to a
state in which someone feels himself to be unreal, as if separated from his
feelings and from others by a glass screen; this may occur in any
psychiatric state. Confusion is the term given to a state of disorientation
in time and place, in which the subject may not know the date or where
he is; this is the hallmark of an organic psychiatric state due to
underlying somatic cerebral dysfunction.

However, although these are both well-accepted terms in general
psychiatry, which we do not wish to challenge, patients much more
often complain of feeling confused when they have no such organic
state. They are usually in intense conflict between opposing feelings,
say of love and hate, and confusion has descended like a sort of
defensive fog to deal with the unbearable conflict. This mechanism
operates in many cases of depersonalization. Like confusion (in our
sense), depersonalization occurs during intense emotional arousal and
the subject may notice quite a sudden moment of ‘switching off’
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of feelings within himself. There is evidence from psycho-physiological
studies in line with this; measures of autonomic arousal suddenly
change at the moment that the subject experiences depersonalization
(Lader 1975).

Sublimation

This was defined by Anna Freud (1936:56) as, ‘the displacement of the
instinctual aim in conformity with higher social values’. It is the most
advanced and mature defence mechanism, allowing partial expression
of unconscious drives in a modified, socially acceptable, and even
desirable way; for example, murderousness may be given a partial
outlet in work in abattoirs or in field sports. The drives (p. 28) are
diverted from their original primitive and obviously aggressive and
sexual aims, and are channelled into a ‘higher order’ of manifestation; or,
in other words, ‘to direct, hallow and channel the unruly wills and
affections of mankind’.

An intellectual young man of 18, brought up in an emotionally
confusing family, was outwardly very inhibited and unassertive.
His pleasure in self-display, competition, and sexual curiosity
were so stunted by conflicts that he avoided girls and was shocked
to read a biological account of reproduction at 16. However, from
an early age he had built up a remarkable collection of tin soldiers,
and was fascinated by the flamboyant costumes of historic times.
They seemed to give expression to the otherwise repressed but
healthy parts of himself. Until he worked through his neurotic
inhibitions, his curiosity and his exhibitionistic and competitive
impulses were dealt with as though intolerable except in this
indirect and sublimated form.

Beyond neurosis, sublimations enrich both individual and society. Freud
saw culture as a sublimation of our deepest and darkest urges as well as
an embodiment of our highest aspirations, as in sport or drama. The
writer Kafka (1920) said something similar in an aphorism: ‘All virtues
are individual, all vices social; the things that pass for social virtues,
such as love, disinterestedness, justice, self-sacrifice, are only
“astonishingly” enfeebled social vices.’

Vital parts of an individual may only be expressed in dreams or
pastimes. Through cultural activities we can participate indirectly and
vicariously in propensities otherwise unexpressed. Carnival is a time-
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honoured example. A society’s culture is the outcome of its life at all
levels, from instinctual roots to highest ethical ideals. Unconscious
drives press for expression. Social defences develop to channel this
expression and reduce associated conflict and anxiety.

MOTIVATIONAL DRIVES

Any attempt to understand the springs of human behaviour in all its
complexities in both health and disease must, sooner or later, confront
the problem of human motivation. Dramatists, novelists, and poets were
exploring the fields of human love and hate, heroism and
destructiveness, long before scientists began to turn their attention to
such concerns. Clearly there are many types of innate behaviour, from
simple in-built reflexes to complicated patterns which depend more on
learning, such as maternal caring behaviour. There are also basic
physiological needs for air, food, and water, which, if not satisfied, lead
to powerfully motivated behaviour. But ordinarily, in contemporary
Western society, we are not deprived of such needs and they do not give
rise to conflict. We are concerned more with those areas of motivation
where conflict does arise.

In talking about motivational drives we come immediately to a central
problem for the language of psychotherapy (Pedder 1989a), which is the
same whenever we try to grapple with the mysterious relationship
between psyche and soma (or mind and body). From the side of the
psyche we can use the language of human experience and speak of
urges or wishes; from the side of the soma we can talk like biologists or
scientists about instincts or drives. Sandler and Joffe (1969)
distinguished between the experiential and non-experiential realms. In
the experiential realm lie all our sensations, wishes, and memories: all
that we ‘know’ through subjective experience, whether conscious or
unconscious, at any given moment. By contrast, the non-experiential
realm of instinct and drive remains intrinsically ‘unknowable’.

Instinct has been defined as ‘an innate biologically determined drive
to action’ (Rycroft 1972). The term has been in use since the sixteenth
century and derives from the Latin for impulse (Shorter Oxford English
Dictionary). In the nineteenth century the notion of an instinct or drive
was coloured by the language of the physical sciences and seemed to
convey the over-simplified idea of hydraulic pistons pushing an animal
forward. Nowadays biologists prefer to speak of innate patterns of
potential behaviour, acknowledging their greater complexity. Such
patterns, or ‘motivational systems’ (Rosenblatt and Thickstun 1977),
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require particular external triggers or releasers for their activation. Yet at
times we do still subjectively experience our drives or impulses as
welling up from inside us, perhaps against our will. We have chosen to
use the expression ‘motivational drives’ to try to convey elements of
both the psychic experiential side and the somatic biological side.

We have already said in the Introduction that different psycho-
dynamic schools may disagree over how to categorize motivational
drives and about which are the more important or troublesome, but all
agree about the central importance of conflict over drives and most give
prominence to sexual and aggressive drives. Other drives considered
important are those associated with eating, attachment, parental, and
social behaviour. A brief historical sketch seems the best way of
reviewing the problem.

As we have seen (p. 10), Freud was at first impressed by the
frequency of conflict over sexual feelings, particularly in his female
hysterical patients. Jung (1875–1961) reacted against what he
considered to be Freud’s excessive emphasis on sexuality, and thought
more in terms of some general life force or libido (p. 100). Adler (1870–
1937) gave more importance to aggressive strivings and the drive to
power (p. 101). Initially Freud believed the stories his patients told him
of sexual seduction by adults in infancy and felt that it was the
repression of such traumatic memories that gave rise to neurotic
conflict. Before long, however, prompted by his self-analysis (from
1897), and thinking that child seduction could not be as common as his
theory required, he felt he must be mistaken. He believed that what he
was hearing from his patients, if not true historical accounts, were the
expressions of childhood fantasies of wished-for occurrences. Now he
thought that psychic reality was often far more important than actual
historical reality. However, more recently the pendulum has swung back
with the increasing recognition of the reality of child sexual abuse (p.
98).

The ensuing discovery of the importance of infantile sexuality led to
the publication of Three Essays on the Theory of Sexuality (Freud
1905). Up until this time the accepted view of the development of
normal heterosexuality was that it arose de novo at puberty (the myth
illustrated by Botticelli’s painting of the birth of Venus rising from the
waves as a fully formed woman). Freud saw that this account took no
notice of the phenomena of homosexuality and sexual perversions nor
of infantile masturbation and sexual curiosity. He came to see the
sexual drive as present from birth and developing through a number of
different stages (oral, anal, phallic, etc.), pleasure being derived from
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different erotogenic zones at different stages (p. 35). The best-known of
all of these must be the Oedipal phase (around 3–5 years), named after
the myth of Oedipus who unknowingly killed his father, married his
mother, and then blinded (symbolically castrated) himself on
discovering his crime. In his later years, perhaps following the influence
of Adler and the destructiveness of the First World War, Freud paid
more attention to man’s aggressiveness. The debate continues as to
whether aggression is innate in man or a response to frustration and
deprivation. Both views are valid: on the one hand there is a healthy
assertiveness which man needs for survival and competition (for
example, in work or sport); on the other hand a more pathological
destructiveness (for example, football hooliganism) born of frustration.

The theme of aggression between members of the same species has
been taken up and explored by ethologists (for example, Lorenz 1966).
One example of such aggression is territorial behaviour. In
circumstances where food supplies are not abundant, individuals or
separate groups need to be spread out widely to ensure their food
supply. Intra-specific aggression may have developed to achieve this.
The bright colours of some coral fish or the song of birds have evolved,
Lorenz suggests, as a warning signal to others of the same species to
‘get off my patch’ as it were. These assertive signals serve to delineate
the territory of an individual; only if a rival does not heed them does
fighting arise and the owner of the territory react aggressively to drive
the intruder away. Another function of intraspecific aggression,
especially between males, is to ensure the sexual selection of the best
and strongest animals for reproduction. This is more common in
animals living in nomadic herds (antelope, bison, etc.) where there is
less need for territorial jealousy, as food supplies are abundant, but
selective pressure operates to produce strong males to ensure the
defence of the herd against predators. In social animals, particularly the
higher primates and man, another important function of aggression is in
status-seeking and the maintenance of dominance hierarchies; it
contributes to the social stability of a group if everyone ‘knows their
place’ and is afraid of their superior. While this is valuable in facing and
meeting acute dangers, as in the discipline of the military hierarchy in
wartime, or the operating-theatre team in surgery, at other times
hierarchical behaviour can be stultifying to individual growth and
initiative. 

The early psychoanalytic view of sexuality as a pleasure-seeking
drive present from birth has had considerable explanatory value.
However, to some it appeared to be too much centred on the individual
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and his gratifications. ‘Object relations’ theorists (Fairbairn 1952,
Guntrip 1961, Winnicott 1965, Balint 1968, Greenberg and Mitchell
1983) have suggested that the primary motivational drive in man is to
seek relationship with others. Rather than the individual finding
satisfaction through different means at different stages (beginning with
the oral stage), the individual seeks relationship with the other (at first,
mother) through different means at different stages. This search would
necessarily be carried out through the means appropriate to the stage of
development (at first via the feeding relationship). Rather than an infant
seeking gratification of an oral impulse, we have a couple finding
satisfaction through a feeding relationship.

Harlow’s well-known work (1958) on infant chimpanzees
dramatically illustrates this drive for attachment to objects. When taken
away from their mothers and provided with ‘surrogates’ composed of
metal frames representing heads and bodies, either covered with
simulated fur or incorporating milk-filled bottles and teats, the infants
clung to the soft furry ones or returned to them when startled; they only
turned to those with bottles when hungry. In other words, holding had
primacy over feeding. It was the tactile substitute ‘mothering
experiences’ that were crucial in providing a sense of security. It formed
a base from which to develop relatively normally; although, without the
company of other young chimpanzees, normal sexual and social
behaviour did not develop in later life.

Bowlby (1969), following his work on maternal deprivation (1952)
and the effects of separation of mother and infant, came to view
attachment as an important primary drive in higher primates, including
man, and considered that attachment behaviour should be conceived as
a class of behaviour that is distinct from feeding behaviour and sexual
behaviour and of at least equal significance in human life. Attachment
behaviour reaches a peak between 9 months and 3 years, and probably
evolved in ‘man’s environment of evolutionary adaptedness’ (for
example, the savannah plains in Africa) to ensure the protection of the
helpless infant from predators. De Zulueta (1993) has made a powerful
case for the traumatic origins of violence in children and adults,
especially in ‘attachment gone wrong’.

In the last two decades, so-called Self-Psychology has emphasized our
need for others not only to gratify our instinctual demands, but also to
affirm our sense of self by appropriate mirroring, allowing stage-
appropriate infantile grandiosity to compensate for our helplessness and
powerlessness. Later we need models with whom to identify, to
promote our sense of agency. Kohut (1971, 1977) saw others fulfilling
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the role of self-objects, that is, fused aspects of the self which allow the
development of healthy as opposed to pathological narcissism (Kohut
and Wolf 1978). In fact, a better term than self-psychology might be
self-object theory (Bacal and Newman 1990).

Yet still this list of biological drives or relationship-seeking
behaviours does not exhaust the range of human activity. There is the
curiosity and exploratory drive of the human infant which Piaget (1953)
has emphasized. In psychoanalysis Klein (1928) had already discerned
what she called an ‘epistemophilic instinct’, later to be developed by
Bion (1962) in his concept of K (knowledge) as a primary personal
function alongside Love and Hate. Whatever its status, should this be
seen merely as a derivative of sexual curiosity, later to be ‘sublimated’
in scientific and artistic exploration? Or is it a drive in its own right
which leads to some of our more unique human creative achievements?
Storr (1976) argues that the retention of the capacity for childhood
playfulness into adult life is one of the mainsprings of creative activity.

Exploratory and attachment behaviours have a reciprocal
relationship. An infant or growing child—for example, a toddler playing
on the beach—will explore further and further away from mother (or
home base) until he becomes anxious about separation from her. He
then returns to base for security and reassurance, to recharge his
batteries, as it were, before setting off to explore once more.

We need a base throughout life; man is a social animal. Of another,
the bee, Maeterlinck wrote:

Isolate her, and however abundant the food or favourable the
temperature, she will expire in a few days not of hunger or cold
but of loneliness. From the crowd, from the city, she derives an
invisible aliment that is as necessary to her as honey.

(1901:31)

There seems little doubt that man has a natural tendency to seek out
others, and that in so doing he finds and fulfils himself. How much this
can be called a primary social instinct, in the sense of a biologically
determined drive to action, is debatable, though modern evolutionary
studies, both biological and neurological, indicate that our social nature
is built into our genes and our central nervous system (Edelman 1989,
Ridley 1996). In more developed societies social behaviour transcends
biological necessity; it is more of a psychological necessity. Social
networks provide the setting in which individuals struggle to find
significance for themselves through relating with others. At first the
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network is the mother-child attachment, then the family, then
developing networks of school, work, sexual relationships, the new
family, and the wider community. Man’s sense of self and of his own
value depends on the presence of others and his interaction with them
throughout life.

The psychoanalyst George Klein (1976) wrote of the ego requiring a
complementary concept, the ‘we-ego’; and the sociologist Norbert Elias
(1991) of the changing ‘we-I balance’ in sociocultural history. Even
today we see great variations in this balance between different cultures.
For example, studies comparing personality in the US, India, and Japan,
have distinguished between co-existing individualized, familial, and
spiritual selves, each an organizer of motivational drives and influenced
in different cultures by varying ‘ego ideals and superegos’ (Roland
1988) (see sections in Models of the mind).

The group known as Neo-Freudians, which arose in the USA in the
1930s (Fromm, Horney, Sullivan, and Erikson), particularly emphasized
this interpersonal dimension in contrast to the intrapsychic dimension
stressed earlier by Freud (Holland 1977). This has been continued by
psychoanalysts and others who have pioneered developments in group,
family, and social therapies (see appropriate sections in Part II). Those
interested in some of the recent academic thinking which applies
psychoanalytic ideas to a wider social context are referred to Burkitt
(1991), Frosh (1987), Parker (1997), and Rustin (1991).

Conflict and breakdown in these supportive and self-defining
relationships cause distress and even illness. We are now increasingly
aware of the need to combat isolation and to find substitutes for
disintegrated family and social groupings; in other words to promote
and channel a drive towards cooperation and cohesion in both
individuals and societies (Kraemer and Roberts 1996, Mulgan 1997).

Whatever formulation of motivation is preferred, the central dynamic
concept of conflict over primitive impulses remains. Freud himself
revised his own theories of instinct several times, although throughout his
work the idea of an opposing duality persisted. At first he saw the
struggle to be between self-preservative and reproductive instincts; later
between self-love (narcissism) and love of others; finally, he spoke
more poetically of a clash between life and death instincts. His first
formulation is not unlike that of the poet Schiller who said that, till the
influence of the spirit governed the world, it was held together by
‘hunger and love’.

Science and literature will continue their attempts to fathom the
complexities of human motivation. Perhaps it is premature at this stage
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in our knowledge, and unnecessary for the purpose of this book, to be
more precise in classifying motivational drives. Psychotherapy is more
concerned with the impulses, urges, and fantasies that cause people
distress and conflict. The force behind them comes from deep within us,
with a driving quality which justifies the term ‘unconscious peremptory
urge’, coined by Sandler (1974). Failure to come to terms with these
vital parts of our nature can be the basis of overt mental illness or lesser
degrees of neurotic suffering and inhibition.

DEVELOPMENTAL PHASES

So was it when my life began;
So is it now I am a man;
So be it when I shall grow old,
Or let me die!
The Child is father of the Man;

(Wordsworth)

The way in which we handle our basic drives begins to be determined in
infancy by the response of mother, or mother substitutes, and
subsequently by significant others (father, siblings, teachers, etc.). In the
last two decades important observational studies have been conducted
on infant development, which emphasize the importance of mutual
attunement and reciprocity between mother and infant (Stern 1985,
Emde 1988, Gergely and Watson 1996).
Stages in development extend through and beyond infancy, and have
been conceptualized in many different ways, but the concept of
successive phases, each needing to be negotiated at the appropriate and
critical time to allow satisfactory progression to later phases, is widely
held. Shakespeare wrote of the seven ages of man long before anyone in
a more scientific field of psychology attempted their own classifications.
The very existence within psychiatry of different areas of specialization
dealing with childhood, adolescence, adulthood, and old age, testifies to
the existence of different problems at different ages. The idea of
different phases, proceeding from simple to more complex as
maturation and learning progress, is somewhat analogous to the idea of
different neurological levels building up from simple to complex. As
earlier stages or levels are negotiated, they may be left behind or
incorporated into later patterns, but there remains the potentiality of
reversal or regression to more primitive levels in psychology, as in
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neurology, especially when difficulties of an earlier phase were not fully
resolved.

Freud’s (1905) classical psychoanalytic theory of libidinal or
psychosexual development is one such theory of phases. He viewed
adult sexuality as the outcome of a libidinal drive present from birth and
developing through a number of pre-genital phases, pleasure being
derived from different erotogenic zones at each stage. First, he proposed
an oral phase (<1), where satisfaction is derived by the infant via the
mouth, from sucking, for example, nipple or thumb, which appears to be
independent of, and to go beyond, nutritional needs. Second, an anal
stage (1–3), where gratification is derived from gaining control over
withholding or eliminating faeces. Third, a phallic-oedipal phase (3–5),
when the child begins to be more aware of his or her own genitalia, with
consequent curiosity and anxiety about sexual differences. He or she
may develop a passionate attachment to the parent of the opposite sex,
with rivalrous and hostile feelings to those who stand in the way. This is
followed by latency, a period of relative quiescence of sexual interest,
perhaps even prudishness, while interests are turned more to the outside
world and to intellectual development at school. Latency ends with
puberty, when hormonal changes re-fire the sexual drive and the genital
phase begins.

Nowadays, we would add that, although an individual may be
physically capable of reproduction from puberty, a further period of
adolescence follows before a person’s final sexual identity is established
and sexual adulthood is reached at around 20 to 21 (Laufer 1975).
Erikson has referred to the ‘psychosocial moratorium’ of adolescence,
following the ‘psychosexual moratorium’ of latency, before more adult
responsibilities are expected.

Another important theory of stages in development is that of the
psychologist Piaget (1953), who focused more on cognitive and
intellectual (rather than emotional) development. He has described
intellectual development as proceeding from an early
sensorimotor stage (0–2) before the development of language, through
the stage of pre-operational thought (2–7), to concrete thinking (7–11),
and not arriving at a capacity for formal abstract thinking until around
11 or so. Piaget’s ideas have particularly influenced educationalists,
who now recognize that a child’s readiness to learn depends upon the
stage of development he has reached. A child can only be taught what
he is ready for; the effect of any experience depends upon the
individual’s developmental phase.
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Erikson’s (1965) eight stages of psychosocial development are
somewhat reminiscent of Shakespeare’s seven ages of man. They are
summarized alongside other phase theories in Table 1. It will be seen
that each stage may be resolved for good or for ill; for example, in the
first stage towards the establishment of trust or of mistrust. It may be
noted that the first five of Erikson’s stages correspond roughly to the
stages of Freud’s classical theory of libidinal development. The last
three of Erikson’s stages correspond more to those of Jung (p. 100),
who was particularly interested in man’s later development and his
individuation as maturity and old age approach, with all the problems of
success and achievement or disappointment and resignation.

Can we find common ground between these developmental theories—
the classical Freudian theory with its possible over-emphasis on the
individual and his gratifications, Erikson’s more socially orientated
viewpoint, and others, such as object relations theory (p. 31)? Let us
consider the newborn infant and his developing relationships through
the early years of childhood. Broadly speaking three stages can be
delineated:

1 a phase of more or less total dependence on mother from 0–1;
2 a phase of growing separateness and individuation from 1–3;
3 a phase of increasing differentiation and rivalry from 3–5.

Phase 1. In the first year of life the infant gains a growing awareness of
the outside world and of self as distinct from others, within the context
of a feeding and nursing relationship. At first he has only to cry when
hungry, cold, wet, or uncomfortable and, provided ‘good-enough
mothering’ (Winnicott 1965:145) is available, his wishes will appear to
be satisfied magically; the infant may even be encouraged to believe in
the omnipotence of his wishes. With the beginnings of awareness that
mother’s breast, smile, comforting arms, smell, and warmth are not his
own but belong to another, the infant begins to be anxious that she might
go away, especially if he feels he   has been too greedy or demanding
and, as teeth develop, that he may have bitten and hurt mother and
caused her withdrawal. How mother responds to the infant’s basic needs
is bound to affect how he feels thereafter about them.

This first phase has been called the oral phase in classical
psychoanalysis. Certainly the infant begins to explore the world
by putting things into his mouth, but to subscribe all that happens under
the label ‘oral’ is too narrow. This is the stage when (as Erikson has
indicated) basic trust in other people is established— trust that others
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will continue to provide support and comfort. Gross failures (by the
environment) at this early stage can lead to the most severe forms of
psychiatric disturbance later. Psychosis has even been called an
‘environmental deficiency disease’ (Winnicott 1965:256).

Table 1 Developmental phases
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Phase 2. Towards the end of the first year, the infant begins to be
more aware of himself as separate from mother and those who supply
his needs; Margaret Mahler has called this the Separation/ Individuation
phase (Mahler et al. 1975). Stern (1985) argues that this process of
differentiation even begins soon after birth. The sense of self is
developing; ego boundaries are being established between self and
others, between ‘me’ and ‘not-me’. Classical psychoanalysis called this
the anal phase, but it is too restricting to focus solely on the pleasure
derived from withholding or releasing faeces. Certainly, as this is a
phase of establishing independence from mother, there may be battles
over toilet training, but so there are over eating, dressing, or other
activities as the child begins to exert his own will, often to the point of
considerable negativism or contrariness. The story of banishment from
the Garden of Eden might be seen as the story of loss of a state of bliss
(mother’s breast) when man first learnt to say no to God (the father) and
discovered sexuality. However, to reduce all these strivings to the
concept of anality seems too narrow. Indeed, an excessive
preoccupation with elimination or soiling in the child is more likely to be
the consequence of deprivation in other areas. Moreover, in normal
development there are other important things happening. There is the
development of speech and cognitive functions, exploration and
locomotor development, with increasing mastery of the environment.

This is Erikson’s second stage, when autonomy is established. The
infant begins to separate from mother but is still largely dependent on
her, not only for food and locomotion but above all for protection from
danger. The period from 9 months to 3 years is the time of maximal
attachment behaviour (Bowlby 1969). It is Bowlby’s contention that
this type of behaviour evolved largely to furnish protection from
predators (pp. 31 and 104). Any premature or imposed disruption of
attachment at this stage, such as might be caused by prolonged
separation or hospitalization of mother or infant, may lead to later
anxieties about the reliability of attachment figures, such as difficulty in
trusting people in relationships both personal and professional.

Phase 3. By the age of about 3, the infant is well aware of himself as
a separate person, of his parents as separate and different people, and of
his siblings (if any) as rivals in his environment. The role of sibling
relationships in development and pathology is currently receiving
renewed interest within psychoanalysis (Volkan and Ast 1997). The
child of 3 is aware of sexual differences in a broad sense and more
specifically is becoming curious about actual genital differences within
the family and outside. We now know about the distorting effect on
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development of sexual seduction and abuse. A vast amount has been
written about the development of psycho-sexual identity and gender
role, as distinct from genetic sex, and the extent to which this is
determined by in-built genetic or hormonal differences as opposed to
post-natal social and cultural factors. In brief, as we ascend the animal
kingdom, biological factors such as hormones have less influence, and
psychological and environmental factors a much greater one. The work
of the Harlows (1962), for example, has shown that monkeys separated
from their parents at birth and reared in isolation, so that they have no
opportunity to learn by observing sexual behaviour in adults, may later
be sexually incompetent themselves as adults.

Money et al. (1957) and the Hampsons (1961) studied the effects of
re-assigning the sex of a human child when it has been wrongly
assigned at birth in intermediate sex types. Normally, humans have
either male (XY) or female (XX) sex chromosomes and corresponding
external genitalia to match. In some intermediate types there may be male
genetic constitution with apparent female external genitalia or vice
versa. At birth, sex is always assigned on the basis of external genitalia,
although in these hermaphrodite and pseudo-hermaphrodite cases the
apparent genitalia may be incongruent with the chromosomal sex and the
gonadal sex. Money and the Hampsons demonstrated that it is
comparatively easy to re-assign the sex correctly before 1 year, but
almost impossible after about 5. They suggested that, somewhere
between 1 and 5, gender role is established by cultural expectation
whatever the actual genetic sex, and that this process can be likened to a
permanent ‘imprinting’. However, although all researchers in this field
acknowledge the importance of sex of assignment in determining
gender identity, a number of writers have produced evidence that in
some cases genetic and hormonal factors can overcome the sex of
rearing long after the age of 5 (Hoenig 1985). This gender
interchangeability is in accord with Plato’s and Freud’s view of man’s
inherent bisexuality or Jung’s view that the opposite is concealed by
appearances, the anima by the animus (or vice versa). The complexity
of gender identity development has been extensively studied over the
last decade (Chodorow 1994, Di Ceglie 1998).

The strength of sex drive may be determined by both biological and
psychological factors, and indeed to some extent follows androgen
levels in both male and female. However, gender role, like gender
identity and sexual object choice, is determined by a combination of
psychological and cultural factors acting on a biological substrate.
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This phase (3–5) of increasing sexual differentiation, as we have
already said, was called by Freud the Oedipal phase, after the myth of
Oedipus who unknowingly killed his father and married his mother. The
‘Oedipal complex’ has, unfortunately, tended to become one of those
frozen clichés of psychoanalysis which can easily be ridiculed if taken
too literally and concretely to mean that every child wishes to murder the
same-sexed parent and have intercourse with the opposite-sexed parent.
Children do not have exactly an adult’s concept of either death or
intercourse, but certainly they may wish their rivals (parent or siblings)
out of the way so as to enjoy greater intimacy with mother or father.
This period of childhood is undoubtedly a time of passionate love and
hate, rivalry and jealousy, the outcome of which can have a decisive
effect on later character formation. It would be a Utopian dream to
imagine children could be protected from conflicts at this (or earlier)
stages. If all goes well, conflicts may be weathered; but if a rival parent
or sibling, whose presence is resented at that time, becomes ill, dies, or
is absent through hospitalization, divorce, or war, the child may fear
that hostile wishes have magically come true and grow up fearful of the
intensity of his jealousy. The neurotic, like the child, fails to distinguish
between fantasy and reality, between thought and deed, between the
wish and its realization. This phase corresponds to Erikson’s third
stage, when the crucial issue is whether initiative prevails over guilt.

An advantage of thinking in terms of these three broad stages of
childhood development, although of course each merges into the other,
is that they can be roughly related to different kinds of clinical problem.
Neurotic disorders, such as hysterical and phobic states, are classically
thought to derive from problems at the Oedipal phase of development
(3–5). Some severe psychiatric disorders, such as borderline psychoses
and gross character disorders, are thought to result from disturbances in
the earliest phase (0–1) of the mother-child relationship. Disturbances in
the intermediate phase (1–3) may later contribute to problems of self-
determination, such as resentful compliance, or problems over
separation and loss, such as anxiety and depression. The earlier the
stage in development at which the problem arose, the more difficult it will
be to reach psychotherapeutically, particularly when it arose at a pre-
verbal stage (before the development of speech). Then it may only be
reached, if at all, by considerable regression and re-enactment in the
transference (p. 51) before verbalization is possible.

By the time of entering latency the child has come to adopt his own
ways of integrating internal and external pressures and the conflicts they
engender. He has begun to deploy a characteristic range of coping
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strategies and defences, as described in a previous section (pp. 21–8).
Development does not stop here; but whether early crises have been
resolved for good or for ill, towards or away from the establishment of
sufficient trust, autonomy, and initiative, will determine an individual’s
attitude and response to subsequent challenges. One of the first of these
is starting school, when separation from mother, new disciplines, and
exposure to rivalry with peers test earlier solutions. In adolescence,
pressure comes from the internal upsurge in strength and sexuality, fired
by hormonal changes which give new impetus to primitive drives (p.
28). At the same time, the young person is having to face detaching
himself from the family, both for social reasons and because sexuality in
the family runs counter to the universal taboo on incest. The adolescent
has to work out a new psychosocial identity for himself; the task of
separating from the family and establishing his own individual identity
repeats the task of separating from mother in the earlier separation-
individuation phase. Earlier problems of dependency, autonomy, rivalry,
and sexual differentiation are re-activated in a way that accentuates the
crisis, and may lead to disturbances of feeling or of behaviour, such as
delinquency, promiscuity, or experimentation with drugs. However,
adolescence provides a second chance for the solution of these
problems, as Anna Freud (1958) has pointed out.

The latency years and adolescence are times of identity development,
as well as changes in motivational drives, anxieties, and defences.
Engagement with peers in social groups at school and in so-called youth
culture provides opportunities to identify with people and ideals outside
the family. In terms of self-psychology, or self-object theory, new self-
objects—mirroring, idealizing, and twinning ‘alter egos’—help the
developing self to re-fashion itself as a young adult. Problems on the
way may lead to ‘identity diffusion’ which accounts for some of the
vulnerability of adolescence (see Table 1) and helps explain the
instability that can lead to serious breakdown. But adolescents can also
rapidly recover, particularly if earlier phases were mastered positively,
with short-term psychotherapeutic intervention.

The table of developmental phases shows what everyone learns from
experience: that each phase of life involves fresh opportunities and
challenges. Marriage and parenthood will appear desirable and possible,
and be achieved more or less easily, according to our resolution of
earlier crises. Attitudes to them will be influenced by our experience of
our own parents in these roles. Success at a later stage can help to
correct earlier imbalances. For example, attainment of a successful
marriage, through learning to trust oneself and the other in an intimate
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relationship, can modify the effect of mistrust learned in the earliest
dependent stage. In other words, the past shapes the present, but the
present can also re-shape the influence of the past. This is the basis of
development and change in life and in psychotherapy.

Many people experience more or less of a ‘mid-life crisis’ (Jaques
1965) when the fires of enthusiasm and optimism begin to abate and when
the discrepancies between aims and achievements dawn on them. Some
change their career, or their sexual partner, in an attempt to regain their
sense of youth and purpose, sometimes successfully, at least for a time.
Contacting the yet unexpressed aspects of themselves, or going back to
those parts they have lost touch with because of the demands of career
and parenthood, can lead to enrichment and completion, as Jung (1933)
has emphasized.

Eventually, however, everyone has to face the death of their parents,
the involution or running-down of physical and mental powers, the
relinquishing of children, the loss of career at retirement, and the death
of friends and eventually of themselves. At this final stage the balance
is between despair and a sense of completion or fitting into a scheme in
which death and birth are part of the same cycle of renewal. How the
scale tips depends not only on our current circumstances, but on the
individual’s attitudes, which represent the summation of solutions to
every earlier crisis, and on social attitudes.

Since the first edition of this book in 1979, society and social
attitudes have been changing fast. They influence all of Erikson’s stages
of development described above. For example: 

• A trustful mother-infant bond can be threatened by immaturity rising
teenage pregnancies and poor child-minding facilities.

• A childhood sense of autonomy, initiative, and industry need
fostering by still inadequate and unequal educational facilities, and
encouragement by parents who are not too indifferent or over-
pressurizing.

• Adolescent identity formation can be distorted by parental divorce,
and by commercial and peer pressures in regard to early sex, drugs, etc.

• Job insecurity and unemployment can delay the establishment of
intimate partnerships and thus the ability to plan for children in a
secure setting.

• In later years, redundancy, unemployability, an unplanned
retirement, as well as broken marriages and the scattering of families
by increased social mobility, add to the difficulty of facing the later
years with integrity rather than despair.
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But, as Erikson notes, each stage is a crisis to be met, as a challenge.
Many older people now find a new lease of life through creative,
planned retirement. They, like many younger people, are finding less
formal arrangements than marriage, and introduction agencies and
advertising columns are used nowadays without shame. Sexual plurality,
the depathologizing of homosexuality, and the acceptance of
multiculturalism and feminism are all part of moves towards a freer, more
tolerant society which creates gains as well as strains.

MODELS OF THE MIND

We need some sort of working model of the mind as a framework
within which to organize our experience, much as we need a map when
embarking on a journey in unfamiliar territory. It is probably in this area
of the theories of psychic structure, or metapsychology, that most
disagreement has arisen among the different psychodynamic schools. It
must be remembered that these are theories or models of how the mind
works; we should expect constant revision of such theories in the light of
advances in our understanding of humankind, comparable to the
revisions in other scientific fields, such as in the theories of the structure
of matter or of the nature of gravitation.

Freud revised his own theories several times, though the idea of
different psychic levels is fundamental to his thinking and that of other
psychodynamic schools. Here there is more than a hint of Freud’s
neurological background and the influence upon him of the neurologist,
Hughlings Jackson. At first (in the 1890s) he described the psychic
apparatus simply in terms of Conscious and Unconscious levels. Next
(in The Interpretation of Dreams, 1900) came his topographical theory
with the idea of Conscious, Preconscious, and Unconscious realms.
Consciousness would correspond to what we are immediately aware of
at any given moment. The Preconscious would include all those
memories or sense impressions, of which we are not immediately
aware, but which can fairly easily be brought to full consciousness. The
Unconscious would include repressed memories and sensations, which
are not so readily available, as well as more primitive impulses and
fantasies (p. 11).

In 1923 (in The Ego and the Id) Freud introduced his structural theory
with the now familiar concepts of Super-ego, Ego, and Id (Ego and Id
corresponding roughly to Conscious and Unconscious respectively, and
Super-ego approximating to Conscience). This is a much more complex
theory than the previous one. The Conscious, Preconscious, and
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Unconscious labels of the topographical theory describe different levels
or areas of experience. The structural theory is a hybrid that attempts to
combine biological, experiential, and interpersonal dimensions. For
example, by Id is meant the basic biological aspect of the psyche, the
inherited instinctual and constitutional aspects which we share to a large
extent with other higher primates. It recalls Darwin’s closing words in
The Descent of Man (1871): ‘Man with all his noble qualities…still
bears in his bodily frame the indelible stamp of his lowly origin.’

The Ego (corresponding roughly to Consciousness) is concerned with
rational thinking, external perception, and voluntary movement. It may
be noted that there is some correspondence between such Ego functions
and cortical activity (in neuro-physiological terms). The former are
mostly waking functions, concerned with external reality, and are
largely suspended in sleep. Other functions such as defence mechanisms
(p. 21) operate at a more unconscious level, but are also relaxed during
sleep and fatigue or under the influence of drugs and alcohol. The Ego
is at the centre of object relations, both as they are represented in our
inner world and met in the outer world. The Ego is the mediator
between the needs and demands of the inside world and the realities and
opportunities of the outside world. In performing this refereeing task it
has to heed the Super-ego, which is roughly equivalent to conscience,
both in its conscious and unconscious aspects.

The Super-ego is built up from the internalized representations and
standards of parental figures from infancy onwards, with contributions
from later relationships with teachers and other admired or feared
figures. We can distinguish further between the more primitive and
punitive aspects of the Super-ego (‘Thou shalt not…’) and the more
positive Ego-ideal or those precepts we may try to follow. The primitive
Super-ego and the Ego-ideal are somewhat like the Gods of the Old and
New Testaments respectively. It must be remembered that not all the
operations of the Super-ego are conscious. We may think out for
ourselves, as adults, our attitudes to major issues of the day, such as
abortion, euthanasia, etc., but more frequently, in many (often trivial)
ways, such as queuing in shops, we operate according to the less
conscious dictates of conscience. Indeed, society could hardly survive
without them. Difficulty arises when the unconscious Super-ego
(unnecessarily) represses feelings and impulses which may then give
rise to symptoms, as in the case of the paralysed left arm of the young
woman who wanted to hit her therapist (p. 15).

We have already said that the structural theory is a hybrid. The Id is
more of a biological concept that refers to the instinctual processes
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within a single person. The Super-ego is an entirely different sort of
concept, which moves away from one-person psychology towards
family and social psychology. It is a concept that implies an
interpersonal dimension, including others in the external world who
become internalized and set up as internal representations or images.
These internal images people our dreams, but may be externalized and
experienced in our ready response to myths, fairy stories, and drama.
Such images are not exact representations of real past external figures,
but, coloured by our feelings towards them, may become exaggeratedly
good or bad objects. This process has been particularly emphasized by
the followers of Melanie Klein (Segal 1964). These idealized and
denigrated figures become the heroes and demons of our dreams and
mythology.

From the 1920s onwards there was a movement in theory-building
away from models involving physical notions of psychic energy,
towards more interpersonal models involving relationships between
people. The object-relations theorists (Balint, Fairbairn, Guntrip,
Winnicott) whom we have already mentioned (p. 31) were an example
of this movement. 

Self-psychology, or self-object theory (pp. 31 and 32) conceives of the
self as over-and-above (‘super-ordinate’) the tripartite division of Ego,
Super-ego and Id. In developing a strong and resilient self, we need
others not only as sources of gratification and as objects to rely on and
internalize, we need them as self-object mirrors of ourself. The self is
envisaged as having two poles, leading from modified grandiosity to
realizable goals. An adequate self thus feels good about itself, and when
disappointed and ‘narcissistically wounded’ does not fragment and
resort to ‘narcissistic rage’ or denial and self-destructive behaviour.
Attempts have been made to integrate self-psychology with object-
relations theory (Kernberg 1975, Bacal and Newman 1990).

By placing relationship at the centre of human experience, self-
psychology has more in common with object-relations theorists such as
Fairbairn and Guntrip (p. 31) than with classical Freud and Klein.
However, as Bacal and Newman have pointed out, Freud foresaw the
central role of an object-relations perspective, perhaps even the self-
object function of others. In a footnote in Three Essays on the Theory of
Sexuality he tells a story:

I once heard a three-year-old boy calling out of a dark room:
‘Auntie, speak to me! I’m frightened because it’s so dark.’ His
aunt answered him: ‘What good would that do? You can’t see
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me.’ ‘That doesn’t matter’, replied the child, ‘If anyone speaks it
gets light.’ Thus what he was afraid of was not the dark, but the
absence of someone he loved; and he could feel sure of being
soothed as soon as he had evidence of that person’s presence.

(Freud 1905:224)

Eric Berne, in Games People Play (1966), has given a popular account
of a serious psychodynamic school in the USA known as Transactional
Analysis (see p. 187). His use of the concept of ‘Ego states’,
representing the Adult, Parent, and Child parts in each one of us, is a
particularly graphic way of expressing psychic structure in terms that
will also be helpful when considering the phenomenon of Transference
in the next section. If we consider the different levels of the psyche (see
Figure 1) as described by psychoanalytic and transactional analytic
theory, we can discern a rough correspondence between the primitive
Child part of us and the Id; a closer correspondence between the Ego
and the Adult, rational, reality-orientated part of us; and the closest
correspondence of all between the Super-ego and the Parent within
ourselves. Among the advantages of using these terms is that they have
immediate meaning to most people. To speak of conflicts between the
Super-ego and Id may give a scientific ring to discussions amongst
professionals but would make little sense to most patients; to talk of

Figure 1
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conflicts between the parent and child parts within us makes sense to
most people.

We have emphasized repeatedly the notion of different psychic levels
and, in particular, the frequent dualities which ran throughout Freud’s
thinking and appear also in other psychodynamic formulations (see
Table 2). For example, Freud contrasted Conscious and Unconscious;
Ego and Id; Secondary Process thinking (rational and logical), as
characteristic of Consciousness, and Primary Process (illogical and
irrational) as characteristic of the Unconscious; the Reality Principle,
which dictates the workings of the Ego, and the Pleasure Principle
dictating the Id. There may be conflict between the Present and the Past
and between Culture and Instinct. There is a conflict between the Outer
World or External Reality and our Inner World or Psychic Reality. Jung
wrote of the contrast between the Persona or mask which we present to
the world and the Shadow or darker side of our nature which we wish to
hide. Winnicott (1960) and Laing (1960) have written similarly of the
False Self which hides the inner True Self. In Berne’s terms the Adult
obscures the Child. 

We have especially emphasized how this way of thinking in terms of
different psychic layers or levels is common to all psychodynamic
schools. Sometimes there are things we admit to ourselves but hide from
others; sometimes we also hide things from ourselves. This is common
human experience which any theory of the psyche has to meet. Table 3
(modified from Luft 1966) illustrates how such dual levels of awareness
within the individual relate to similar dualities between people in
everyday life.

As will be discussed in Part II, psychotherapy involves information
being communicated from C to A (self-disclosure), from B to A
(contributions from others), and from D to A (in more intensive
treatments).

So far we have tended to speak of personality dynamics as self-
contained, the Ego working to integrate the diverse pressures from Id,
Super-ego, and external reality as perceived by the sensory apparatus of
the individual. This model portrays the individual as essentially
isolated, with the external world represented by images and memories
based upon interpretations of his experiences. Although this model is
extremely useful in explaining intrapsychic phenomena, it has
limitations when we come to more complex interpersonal phenomena.
This is not surprising; scientists have long been discovering that events
cannot be fully understood without taking into account the environment
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or setting in which they occur. Just as the malfunctioning of an organ
may be part of the distress of the whole person, so a malfunctioning
individual may be part of a whole family in trouble, or a family
disturbance may be part of a social malaise. A disturbance may
permeate all three levels; for example, a child may develop abdominal
cramp which keeps him off school so that he can remain reassuringly
close to mother, who is depressed and talking of suicide because of her
husband’s inability to get employment.

The model of the individual mind can be seen as a system inside a
wider system, that of the family, inside another, that of society. These
systems are not enclosed in watertight boundaries; they inevitably
influence each other. In talking of one person and his impulses, the
concept of psychic ‘energy’ may be useful. When considering the effect
of early relationships on the interaction between two individuals, object-
relations theory (p. 31) is more helpful, with its emphasis on the role of
internal images or representations of people in the outer world. In
discussing more complex interpersonal and social phenomena, notions

Table 2 Dual levels of psychic structure

Table 3 Dual levels of awareness between self and others
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of communication and information (Watzlawick, Beavin, and Jackson
1968) are more relevant. The contrasts between these three levels of
interaction are more spurious than real. People function on all three levels
at once; the isolated individual is an abstraction.

General Systems theory (von Bertalanffy 1968) has been developed
over the last few decades to study and explain interactions in a wide
range of fields, from cybernetics to sociology, and more recently
psychiatry. A system is a set of interacting elements within a
hypothetical boundary which makes it more or less open to mutual
influence with the environment; in sociology and psychology this
influence is largely effected by informational communication. Systems
theory allows us to think more clearly about the well-known fact that a
setting determines what happens inside that setting, and that parts cannot
be understood without considering the whole, as expressed in John
Donne’s view that ‘No man is an island, intire of itself—every man is a
peece of the Continent, a part of the maine’ It helps us to understand
self-regulating processes, which depend on control and feedback, and
the interaction of cause and effect. 

Traditionally, in the physical sciences, and therefore in medical
thinking derived from them, effect was always thought to follow cause
and it was considered illegitimate to suggest that the effect might be the
cause. The cause of a symptom had to be sought in the physical lesion
which resulted in the symptom: for example, abdominal pain caused by
appendicitis. However, where there is no physical lesion the effect of
the symptom may itself be the cause. This way of thinking—to consider
the effect of the symptom in seeking its cause—has often been
dismissed as shoddy teleological reasoning. However, as Bowlby
(1969) has shown, it is now perfectly legitimate in many complex
scientific spheres to think in this way. The trajectory of an old-fashioned
cannon ball or bullet will be described by its velocity, aim, and so on,
when fired. The end is determined by the start. This is the ‘billiard ball’
universe of Newtonian mechanics. However, in more complex systems,
such as a guided missile, the trajectory will be constantly adjusted
according to whether or not the desired end point is being achieved.
Similarly, in living organisms, complex behaviour is often ‘goal-
corrected’; abdominal pain, the effect of which is to miss school, may
be caused by unwillingness to go to school.

Human beings exist in a series of systems. From the start they are
part of a system (the mother-child pair) which is part of a larger one (the
family) which in turn is part of further overlapping and concentric
systems (the extended family, school, the neighbourhood, the wider
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community, etc.). These are termed ‘open systems’, in that their
boundaries are permeable to influences from the smaller sub-systems
they comprise and the larger supra-system of which they are part. We
can discern hierarchies of systems in which smaller ones are subject to
the rules and expectations of larger ones: for example, the individual to
the rules of the family, the family to those of society. Furthermore, each
system contains a’decider sub-system’ with functions of
communication, control, and coordination, such as the central nervous
system or Ego in the individual, the parents in the family, or government
in society. In trying to understand phenomena at any level, we have to
decide where to focus attention. Can we understand someone’s
headache or high blood pressure in terms of an isolated physical
system, or do we have to include the whole person (body plus mind)?
Can we adequately explain an underlying anxiety or rage without taking
into account the family network or relationships at work? Finally, can we
explain a person’s condition fully without taking social phenomena into
account: for example, whether his social conditions, such as poor
housing or unemployment, are contributing to the poor family
relationships and thus to his emotional disturbance?

Observe how system into system runs,
What other planets circle other suns.

(Alexander Pope, An Essay on Man, 1733)

A systems theory approach allows us to conceptualize the organization
of such interacting levels and to clarify where we can usefully
concentrate therapeutic intervention. For example, we might not accept
a family’s view as to who the sick person is. A child brought with bed-
wetting or school-refusal may be best helped by looking at the whole
family; the arrival of a new baby, mother’s depression, or parental discord
may need to be considered in order to help the child. Until we look at
the wider system we cannot see the meanings and messages, overt and
covert, which the patient is conveying or to which he is responding.
Unless we look at the whole family, we might be unable to explain
why, following treatment, beneficial change in one member leads to a
detrimental change in another— for example, the husband of an
agoraphobic housebound wife becoming depressed when she gives up
her helpless role.

Similarly, we may not understand what is happening between the
patient and doctor until we recognize that the patient is treating the
doctor as though he were somebody from the past, from the earlier
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family system, as will be discussed in the following section in
considering transference.

THERAPEUTIC RELATIONSHIPS

In considering the total doctor-patient or therapist-client relationship,
we feel it is helpful to distinguish three elements. These are the
therapeutic or working alliance, transference, and counter-
transference. The therapeutic or working alliance refers to the ordinarily
good relationship that any two people need to have in cooperating over
some joint task. In medicine it has often been known as establishing a
good rapport with a patient. It is an everyday affair, fostered by
friendliness, courtesy, and reliability, as any good tradesman or
professional person unselfconsciously demonstrates. Greenson (1967:
46) has defined it as ‘the relatively non-neurotic, rational relationship
between the patient and the analyst which makes it possible for the
patient to work purposefully in the analytic situation’.

The concept of transference, like psychotherapy itself, has both
general and special meanings, though some would use the term only in
the restricted sense to refer to a special phenomenon which arises in
psychotherapy. In a general sense we respond to every new relationship
according to patterns from the past. We transfer feelings and attitudes
developed in earlier similar experiences, especially where there are no
particular clues available as to how we should react; this is what
psychologists call ‘set’. For example, in a new job, we may find
ourselves reacting inexplicably strongly to a male or female supervisor,
until it becomes apparent that the supervisor reminds us of, and re-
awakens feelings about, an authoritarian father or domineering mother.

This phenomenon is intensified when we are anxious due to illness or
disaster. All mothers know that a child, when ill or frightened, reverts to
behaviour characteristic of an earlier age and needs more cuddling and
attention. As adults, too, when severely ill we tend to regress
emotionally to earlier, more childlike levels of functioning and react to
doctors or nurses as if they were parents or figures from the past. This
usually causes few problems in medicine, because it is reversible as the
acute phase of illness passes. After all, in traditional medicine much of
nursing is a mothering function— feeding, dressing, washing,
comforting; and much of doctoring, from a patient’s emotional
viewpoint, is more of a paternal function— visiting the ward to see how
nurse/mother is coping. This holds true psychologically whether the
nurse or doctor is actually male or female.
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More particularly, in any developing psychotherapeutic relationship,
patients may begin to experience feelings towards the therapist as if he
were a significant figure from the past. Transference then becomes a
tool for investigating the forgotten and repressed past. Greenson has
defined transference as:

Figure 2

Figure 3
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the experiencing of feelings, drives, attitudes, fantasies and
defences toward a person in the present, which do not befit that
person but are a repetition of reactions originating in regard to
significant persons of early childhood, unconsciously displaced
onto figures in the present. The two outstanding characteristics of
a transference reaction are: it is a repetition and it is
inappropriate.

(1967:155)

Let us go back to using the terms of Berne and Transactional Analysis
(p. 46) and consider various situations where any person seeking help
(on the left in Figure 2) may consult any help-giver (on the right). Parent,
Adult, and Child parts of each are represented by P, A, and C (see
Figure 2). If, for example, we take our car to the garage for a service,
this should remain an emotionally neutral and therefore purely Adult-
Adult transaction or working alliance (see Figure 3).   

However, if, for example, we go to our bank manager to ask
permission for an overdraft, we might think we have perfectly good
grounds and that this will be a purely Adult-Adult transaction (A↔A),

Figure 4a Figure 4b

 

THERAPEUTIC RELATIONSHIPS 53



and then be taken aback to find the bank manager behaving like a heavy-
handed and lecturing parent, as if we were a demanding child (C←P)
(see Figure 4a). On the other hand, we might go along feeling like a
guilty child asking for more pocket money and expecting a stern
parental refusal (C→P); we may then be pleasantly surprised to find
that the manager treats us straightforwardly as another Adult (A←A)
(see Figure 4b).

If we consult a doctor about a fairly trivial and emotionally neutral
problem (for example, an in-growing toenail), this should remain a
straightforward Adult-Adult transaction (see Figure 5a). But when we
are more anxious about ourselves, or when acutely ill, we tend to
regress to more childlike levels of functioning and invest doctors or
nurses with whatever good or ill we may have felt towards parental
figures in the past (see Figure 5b). As we have already said, this matters
little in acute illness as it is readily reversible. How, indeed, could a
patient requiring emergency surgery permit a stranger to cut into his
flesh unless the child part of him were capable of considerable basic
trust and of investing the surgeon with goodwill as a benevolent parent
figure?

However, the same regressive phenomena may cause problems in
less acute medicine and not be so easily reversible. For example, in the
past the admission of patients to remote mental hospitals for long
periods robbed them of their adult responsibilities for feeding, clothing,
and supporting themselves. Treating them as children, and thereby

Figure 5a
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infantilizing them, exposed patients to the risks of institutionalization
and added to whatever underlying disease process there may have been.

We now move on to the occurrence of Transference in the special
field of psychotherapy. One of Breuer’s famous cases, described in the
Studies on Hysteria (Breuer and Freud 1895), was that of Anna O, who
had numerous hysterical symptoms, including paralyses and
disturbances of vision and speech. Breuer found that these could be
relieved by putting her into a light hypnotic trance and inviting her to
express in words the repressed feelings and unacceptable thoughts that
she had experienced at the time of nursing her sick and dying father.
Anna herself called this her ‘talking cure’ or ‘chimney-sweeping’.
Towards the end of treatment, erotic feelings emerged towards Breuer,
which alarmed him as he took this for an Adult-Adult (or frankly
adulterous) reaction. He is said to have taken his wife for a second
honeymoon to reassure them both; and thereafter he withdrew from
further explorations in this field (Jones 1953: ch. 11).

Freud, on the other hand, puzzled over this reaction, particularly
when a patient flung her arms around his neck (Jones 1953). When
other patients began to express towards him feelings of either affection

Figure 6
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or hostility that he felt he had done nothing to provoke on the Adult-
Adult level, it occurred to him that perhaps it was the Child part of the
patient re-experiencing him as some Parent figure from the past. At first
he thought that such feelings were an obstacle to the treatment and to
the smooth flow of free associations. Soon he realized that this was an
invaluable new tool for investigating the forgotten and repressed past. As
inner representations of figures from the past become superimposed on
to the image of the therapist, feelings are expressed towards him that
belong to the past. The consciously forgotten past becomes re-enacted
in the present of the transference. This re-enactment has been called the
‘private theatre’ of transference (Pontalis 1974).

In analytic psychotherapy (see Figure 6) the therapist sets up a
therapeutic or working alliance (Greenson 1965) between the Adult part
of the patient and the Adult part of himself (A↔A) in order to
investigate the way this relationship is distorted by the Child part of the
patient, which colours his feelings towards the therapist with residues of
feelings about important people from the past (C→P or the
Transference). Sometimes the working alliance itself has been called the
positive transference, but this is confusing and it is useful to distinguish
between the working alliance and positive and negative aspects of the
transference (Sandler, Dare, and Holder 1973). 

It follows that analytic psychotherapy can only really work
satisfactorily when the patient has sufficient Adult capacity or ‘Ego
strength’ to recognize, tolerate, and sustain the paradox that, although
he may have intense feelings towards the therapist ‘as if’ the latter were
a parent, yet in reality this is not the case. This capacity to appreciate
the paradox is similar to that needed by the audience in the theatre
(Pedder 1977) or to the ‘conscious acceptance of the as-ifness’ (Milner
1971) needed to enjoy any form of art. There may be insufficient Ego
strength for this in the immature or in those of markedly low
intelligence; and in the psychotic the ‘as if’ quality may be lost, and the
transference may become psychotic, so that the therapist really is
confused with the parent (p. 192).

In individual psychotherapy or analysis, the most likely manifestation
of transference will be when the patient begins to experience the
therapist as if he were mother or father, even regardless of the sex of the
therapist. However, feelings about other family members from the past
may also be transferred into the present, as for example when a patient
begins to experience the therapist’s other patients as siblings to whom
he may feel intensely rivalrous. The re-enactment of forgotten feelings
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about siblings may become even more obvious in a psychotherapy
group (Brown 1998a).

A young adult woman started in a group because she was
chronically depressed. She was the elder of two children brought
up in an old-fashioned family who (it was presumed) had longed
for a son as the first-born child. The second child, born three
years after her, was a boy and his arrival probably much feted, so
that she may well have felt intensely jealous or even frankly
murderous towards him. Perhaps to a certain extent she overcame
these feelings and as they grew up came to appreciate him as a
companion. But when she was about 20 he was killed in a road
accident and it was then that she became chronically depressed. A
psychodynamic formulation would be that her brother’s actual
death in the recent past had awakened guilt about her childhood
feelings of hostility in the remoter past, as if her earlier murderous
feelings had somehow come magically true, leaving her feeling
weighed down by guilt and so depressed. However, when at first
any suggestion was made to her along these lines in the group, she
dismissed it contemptuously. Then after a few months a new male
patient, slightly younger than herself, joined the group. She
attacked and criticized him mercilessly in a way which, to
everyone else in the group, was evidently out of proportion to any
real characteristics the unfortunate newcomer may have had. Then
she began to see that she was reacting to this new arrival in the
family of the group with all the repressed and forgotten hostility
she had felt towards the arrival of her brother in her original
family. But it was only reexperiencing these buried feelings in the
transference here and now that enabled her to get in touch with
them.

Transference phenomena are directed towards the therapist and towards
others in the therapeutic situation—for example, fellow group members
as in the example just cited, where the transference was to the group as
family and to a new group member as an unwelcome new-born brother.
The setting—the couch, the consulting room, the continuity of sessions,
the group as a whole, the therapeutic community, the hospital—can
become charged with powerful feelings and fantasies that we need to
consider if otherwise incomprehensible actions are to be understood.
For many patients, the hospital or other institution is experienced as an
extension of the therapist (Main 1989: ch. 3), so feelings and actions
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directed towards one or the other are similar. In some cases, though,
they may be very different, as when disturbed, often ‘borderline’
patients split staff into good and bad aspects of themselves and their
‘internal objects’ (ibid.: ch. 2). This causes rifts and disagreements in
the staff that need to be recognized if they are to be healed.

The development of positive transference to an institution and its
staff can make it difficult for patients to leave, but for chronically
dependent and damaged patients it can ensure that they are sufficiently
sustained. The diffusion and generalization of transference enable them
to feel secure in the availability of help if they should need it, despite
the inevitable change of staff over the years; the six-monthly rotation of
junior psychiatrists can otherwise be devastatingly disruptive to the
chronically disturbed patients who are left to their care.

So far, in discussing transference, we have largely been considering
the patient’s feelings and attitudes towards the therapist. What about the
latter’s feelings towards the patient, which in the field of psychotherapy
are generally referred to as countertransference? Sometimes doctors
and nurses seem to feel guilty that they have any feelings towards
patients or that they have failed to rise above them. Yet if young people
were not moved by the sufferings and plight of others, the helping
professions would be seriously denuded. Certainly there are times, such
as in attending bad accidents or acute emergencies, when professional
people need the help of their training in disciplining themselves to face
the situation, without fainting or running away. Yet we need not be
ashamed of our feelings and in less acute situations can learn a lot from
them.

For example, a medical student who had been interviewing a very
withdrawn schizoid patient said, ‘I’m very sorry but I could get nothing
out of the patient.’ Now this might have been a reflection on the
student’s poor interviewing technique, as he feared; or it could have
been the response any human being would have experienced with this
particular uncommunicative patient. Provided we can be sure that we
are in a reasonably good humour, not too distracted by our own problems
or too pressurized by a badly organized workload, then our feelings
about a patient can be most instructive. Clearly such a concept can
easily be abused since people react differently and, if the doctor got out
of bed on the wrong side, all patients that day might be dismissed as
hysterics. But by acknowledging such feelings in ourselves and
reflecting on them— rather than immediately acting on them and
showing the patient the door—we can begin to wonder what it is in the
patient that is making us feel this way.

58 INTRODUCTION TO PSYCHOTHERAPY



Within the special field of psychotherapy, the concept of
countertransference has had various meanings; we find it helpful
broadly to distinguish two uses. As in the development of the concept
of transference, countertransference was at first thought of as an
obstacle. Any strong feelings the therapist might have had about the
patient were thought to represent his own unresolved conflicts and
problems, from his own past or present life, transferred on to the
patient. For this reason, among others, it is desirable for anyone
specializing in any form of psychotherapy to first undergo a personal
psychotherapeutic experience himself. This, then, is one meaning of
countertransference, when the therapist contaminates the field with his
own problems from elsewhere.

However, assuming that the therapist comes to the patient not unduly
ruffled by his own problems and is able to maintain an attitude of ‘free-
floating attention’ or ‘listening with the third ear’ in order to hear the
message behind the patient’s surface communication, then the
therapist’s own spontaneous feelings and emotions, as his unconscious
‘tunes in’ to that of the patient, may provide the key to understanding
what is at first incomprehensible. Heimann (1950) was among the first
to begin turning attention to this second aspect of countertransference,
which, far from being an obstacle, becomes an important tool in
psychotherapy. She assumed that the analyst’s unconscious understands
that of the patient, and that rapport at this deep level stirs feelings which
it is the analyst’s task to sustain and use as a source of insight into the
patient’s conflicts and defences.

About the same time, Little (1951) was developing similar ideas in
her work with severely disturbed patients, whom she recognized were
often as exquisitely sensitive to the analyst’s unconscious
countertransference as to his intentional communications. Such patients
test out the analyst’s capacity to sustain the consequent tensions (Little
1957). Winnicott (1947) described patients’ capacity to evoke feelings
of hatred in their helpers which are in some measure ‘appropriate’. He
usefully distinguished between such ‘objective’ countertransference,
and ‘subjective’ aspects which stem more from situational or unresolved
personal issues in the therapist. Since those early papers much has been
written about the usefulness of analysing our countertransference
reactions to patients (for example, Racker 1968, Sandler 1976, Brown
1977, Epstein and Feiner 1979, Searles 1979, Casement 1985,
Giovacchini 1989, Baranger 1993, Jacobs 1999).

As Michael and Enid Balint (1961) put it, what the doctor feels is
part of his patient’s illness. In other words, what the therapist feels may
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be part of the patient’s communication, conscious or unconscious. The
patient may feel more threatened, and therefore cut off from his
feelings, than the therapist, whose capacity to tolerate conflict and
anxiety should be less restricted. By putting himself empathically in the
other’s shoes, the therapist allows himself to feel what the patient has
been unable to acknowledge in himself, such as anxiety or grief; or the
therapist may experience feelings appropriate to the person the patient is
treating him as in the transference —for example, a protective or
rejecting parent. In short, the therapist’s countertransference feelings
may be either a reflection of what the patient feels about, or is doing to,
the therapist, consciously or unconsciously.

In the treatment of a young woman struggling to free herself from
a destructively critical and possessive elderly mother, the
therapist found herself being drawn into feeling critical and
controlling towards the patient. Recognition of this by the
therapist in supervision enabled her to comment upon it and led to
the patient herself recognizing how she repeatedly drew women
into relationships of this sort.

This is an example of what Racker (1968) calls ‘complementary
countertransference’; the therapist reacted in the way the patient
expected her to behave, as a critical mother, drawn into it by the
patient’s unconscious provocation. The latter doubtless felt the
aggrieved and hurt child. Indeed it was the therapist’s ability to detach
herself from the complementary countertransference sufficiently not to
act on it, but instead to reflect about it, and her capacity to tune in
empathically to how the hurt child felt—which Racker calls
‘concordant counter-transference’—that got them both beyond re-
enacting the pathogenic early relationship.

In discussing transference we tried to relate the phenomenon to other
areas of experience in order to emphasize that this is not just something
peculiar to psychoanalysis and psychotherapy. Can we do the same for
countertransference? At times it may seem to imply something rather
mysterious to suggest that the therapist is able to pick up feelings of
which the patient is unaware, or which he disowns. But as Darwin
(1872) argued in The Expression of the Emotions in Man and Animals,
this is a basic mammalian capacity to pick up non-verbal cues about the
emotional state of fellow beings so as to be able to know whether they are
friend or foe. And the everyday prototype of what the analyst does in
sensing the patient’s feelings is surely what the mother does for her
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infant, who is literally ‘in-fans’ or without speech and cannot yet put
feelings into words.

At first the infant is entirely dependent on mother for identifying
states of distress and doing something about them, without words being
exchanged. A little later mother begins to name the baby’s feelings for
him so that he can begin to think about them for himself. All infants
must pre-verbally pass through a developmental phase of alexithymia, or
having no words for feelings, which we see perpetuated so strikingly in
psychosomatic patients. Just as mother helps her baby to become
acquainted with his feelings, and eventually to be able to symbolize and
talk about them, so does the analyst/therapist help his patient to achieve
the same via the use of the countertransference.

In recent decades we have deepened our understanding of therapeutic
relationships as mutually involving—far from the notion of therapist as a
blank screen, though we still have to be able to step back and reflect on
our own as well as our patients’ experience. A significant but still to
some extent controversial trend in psycho-analysis has been the focus
on the mutually created ‘intersubjective relational matrix’ (Atwood and
Stolorow 1984, Ogden 1994, Dunn 1995, Jones 1997, Kennedy 1998).
This could be seen as resembling the joint exploration of the multi-
person matrix created in the therapeutic setting in analytically orientated
group and family therapy, and to some extent in social therapy (see
relevant sections in Part II). 
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PART II
PSYCHODYNAMIC PRACTICE

INTRODUCTION TO PSYCHODYNAMIC
PRACTICE

In Part I we argued that people may become ill and present problems to
a potential helper, such as a doctor, when in unbearable conflict with
unacceptable and often unconscious aspects of themselves and their
relationships or struggling with the effects of harmful early experiences.
The basis of dynamic psychotherapy is the provision of a setting in
which a person may begin to be reconciled with these disowned aspects
of himself and his experience. Essentially, the setting for this process is
the relationship with the therapist; without it psychotherapy cannot
begin.

From the time of Hippocrates it has been recognized that the doctor-
patient relationship must involve trust and confidentiality if the
physician is to be permitted to examine a patient and do what is needed
to heal effectively. In the last century, following Freud, psychoanalysts
and other psychotherapists developed the potential of trust and
confidentiality in the consulting room, which has become their theatre
of operations—not an operating theatre where an active doctor works on
an inert patient, but a shared space in which patient and therapist engage
together in exploring and resolving pathogenic conflicts and mitigating
the effects of early failure and trauma.

Although this special kind of relationship has been formalized in
psychoanalysis and psychotherapy, the role of attentive listener has
always been played by the good doctor. In 1850 the American novelist,
Nathaniel Hawthorne, described it vividly:

If the latter [the doctor] possess native sagacity, and a nameless
something more,—let us call it intuition; if he show no intrusive



egotism, nor disagreeably prominent characteristics of his own; if
he have the power, which must be born with him, to bring his
mind into such affinity with his patient’s, that this last shall
unawares have spoken what he imagines himself only to have
thought; if such revelations be received without tumult, and
acknowledged not so often by an uttered sympathy, as by silence,
an inarticulate breath, and here and there a word, to indicate that all
is understood; if, to these qualifications of a confidant be joined
the advantages afforded by his recognized character as a
physician; then, at some inevitable moment, will the soul of the
sufferer be dissolved, and flow forth in a dark, but transparent
stream, bringing all its mysteries into the daylight.

(The Scarlet Letter, 1850)

The capacity for empathy, or putting oneself intuitively in another’s
shoes and identifying emotionally with him in his predicament, is
clearly not restricted to psychotherapists, doctors, or other
professionals. It is doubtful that this capacity is wholly inborn, as
Hawthorne suggests, rather than learnt from early experiences of
parents and others, and from its later encouragement in professional
training. Moreover it is essential that the capacity to relate intuitively is
balanced by the ability to view both the sufferer and our response to him
objectively. With these qualifications, the passage from Hawthorne
describes well the facilitating role of the therapist. The experience of
someone trying to understand, rather than judge or control, provides the
sense of safety and space in which to begin to be oneself. Then the
person in distress can feel secure enough to share his problems and to
explore what he dared not think or speak of before.

Therapeutic listening is not passive, ‘but involves alert and
sympathetic participation in what troubles the patient’ (Bruch 1974). It
is in this sense that psychotherapy is a conversation; it is not a
superficial chat and does not seek quick, temporary relief by
reassurance and suggestion. It involves talking honestly and with
increasing familiarity and intimacy, between people who are equally
committed to understanding the sufferer and his problems, with the aim
of bringing about change. It requires tactful challenge and confrontation,
and is never straightforward.

Both therapist and patient will, at times, have to struggle to maintain
the therapeutic alliance and to cope with resistance to understanding and
change. Cooperation requires trust and a sense of ‘being on the same
wavelength’. Going too fast can provoke resistance in the patient—a
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phenomenon described by Malan’s law that a ‘good’ session is followed
by an increase in resistance (Malan 1979:104). Crises of confidence
will occur at times, but usually with lessening frequency, intensity, and
duration.

Patients with disturbed personalities will make greater demands on
the therapist’s resources. The latter may have to cope with attacks on
the therapeutic process and even his ability to think. This is true
whatever the level of modality or therapy, making an understanding of
the principles of psychodynamics and of therapeutic relationships
relevant to them all.

In Part II we will deal in turn with the main therapeutic elements of
psychotherapy, the different levels of psychotherapy, and then the
different types of dynamic psychotherapy practised at present. Several
distinctive forms of treatment emerged during the last century. We have
traced their evolution in the ‘family tree’ in Figure 10 (p. 188).

Psychoanalysis developed in the private consulting rooms of a few
pioneers early in the twentieth century, but continues to be the major
form of intensive treatment and study, though for a relatively small
number of patients and trainees. In the 1920s and 1930s, child analysis
developed in child guidance clinics, using play material to engage the
child’s imagination and promote communication. Following the social
upheavals of the First World War, briefer face-to-face methods of
analytic psychotherapy emerged in general hospital out-patient
departments and clinics, to help the mass of non-psychotic patients who
could no longer be ignored. These clinics were named Departments of
Psychological Medicine so that patients could avoid the stigma of
madness. With more liberal legislation, psychiatry was moving out of
the mental hospital. One no longer had to be labelled insane to get help
with psychological problems. In the 1940s and 1950s, partly under the
impact of the Second World War, psychoanalytic principles were
applied in the development of group psychotherapy for the treatment of
neurotic and personality problems, so releasing new therapeutic
potential, and making help available to more people. More recently, as
the interaction between people in groups, such as families and
institutions, was seen to cause as well as to reflect individual
disturbance, group psychotherapy was joined by family and couple
therapy and by social therapy.

Since the first edition, newer developments have had a marked
influence on mainstream psychotherapeutic practice; these include
interpersonal psychotherapy, cognitive-behavioural therapy, cognitive-
analytic therapy, and the conversational model. 

64 INTRODUCTION TO PSYCHOTHERAPY



Outside the mainstream, for some forty years methods such as
Encounter have claimed to free ‘normal’ people from social alienation,
and forms of counselling (p. 90) and self-help (p. 82) are developing for
many sorts of human problem and predicament. One no longer has to be
labelled a psychiatric patient in order to be helped. Finally, we will
finish this outline of the practice of psychotherapy by, first, considering
some of the issues of suiting the therapy to the patient in discussing
selection, and by, second, considering the data about process and
outcome of therapies in a section on outcome and research.

Historians could get some idea of the time sequence in which the
main types of analytic psychotherapy emerged in the UK from the dates
when the principal journals dealing with them were founded. The
International Journal of Psycho-Analysis was founded by Ernest Jones
at the same time as the British Psycho-Analytical Society in 1919. The
British Journal of Medical Psychology, the journal of the Medical
Section of the British Psychological Society, which was a meeting-place
for psychotherapists between the two world wars, was founded in 1920.
Human Relations, the journal of the Tavistock Institute of Human
Relations, was founded in 1947; the Journal of Child Psychotherapy
was first published by the Association of Child Psychotherapists in
1963; Group Analysis, the journal of the Group Analytic Society
(London) which set up the Institute of Group Analysis, appeared in
1969; the Journal of Family Therapy, the journal of the Association of
Family Therapists, started in 1979; and the International Journal of
Therapeutic Communities started in 1980. More recently, in the
mid-1980s, three journals in our field appeared, at roughly the same
time in 1984–5: Psychoanalytic Psychotherapy, the journal of the
Association for Psychoanalytic Psychotherapy in the NHS; the British
Journal of Psychotherapy, and Free Associations. Psychotherapy
Research, the journal of the Society for Psychotherapy Research, was
first published in 1991.

ELEMENTS OF PSYCHOTHERAPY

The personality, like the body, has a natural tendency towards healing
and growth; the fundamental task of psychotherapy, like that of
medicine and surgery, is to create conditions which facilitate these
processes. It is because they are threatening or painful that aspects of
the self and relationships are treated as unacceptable and therefore
disowned, whether by individuals or groups such as families; for
example, an individual may repress unwanted feelings, or a family may
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project them into the ‘black sheep’ of the family or into the ‘big bad
world outside’. The process of psychotherapy involves discovering the
unreality of the fears of calamity if these feelings are allowed into
awareness, expressed, and owned. It also involves finding new ways of
integrating such feelings in order to function and develop more freely
and effectively.

Figure 7 illustrates the way in which conditions provided by the
treatment setting initiate and interact with dynamic processes in the
patient. A relationship of trust, allowing communication in words,
promotes the understanding and integration of previously
unacknowledged aspects of self and relationships.

Relationship of trust

Seeking help from a stranger is bound to arouse anxieties and provoke
conflicts additional to any already underlying a patient’s symptoms.
What is this person like? Will he understand? Will he be able to help?
Will he want to help me? Will he think I’m wasting his time? Will he
judge me harshly as too bad or too mad to be helped? The patient’s wish
to protect himself from the dangers implicit in questions such as these
can conflict with his intention to be honest. Reticence and mistrust at
interview exist over and above unconscious defence mechanisms (p.
21). How the therapist meets the patient and responds to his tentative
approaches helps to determine whether the patient feels the necessary
initial trust. 

Figure 7
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To foster such a relationship the doctor/therapist needs to be
respectful and non-judgemental. By conveying his recognition of a
patient’s anxieties, particularly those stirred up by the consultation, the
therapist can help the patient to relax and speak more openly. Aware
that the patient may be communicating indirectly about his real
concerns, the doctor/therapist is ready to broaden the inquiry with a few
questions such as ‘how are things at home?’ or ‘are you worrying about
anything else?’ If and when the patient finds that the doctor can be
trusted with his confidences, and is on his side, the foundation is laid
for a working alliance (p. 51). This does not always come easily. For a
while a patient might feel it safer to remain detached from the problems
presented—for example, by joining in a collusive assumption that they
are physical, rather than human problems of living with himself and
others. Sometimes it is only after such a contact has been established
and tested that the boundaries of trust can be extended, and then only if
the doctor seems ready to allow it. Sometimes it takes months or years
for people to learn sufficient trust to take the opportunity to unburden
themselves of their real problem.

A woman in her thirties, living with a man by whom she had two
children, and now again pregnant, had attended her GP for two
years with recurrent headaches for which no organic cause could
be found. She was finally able to confide that the man beat her
and virtually made her a prisoner in the house. Airing the problem
and releasing her suppressed rage brought her some relief, and
opened up the possibility that something could be done for the
disturbed family.

It so happened that this family was West Indian. We cannot be sure
whether this affected the delay in getting at the psychological truth
behind the patient’s physical symptom. But there is increasing
recognition that anxiety and mistrust are widespread between clients
and professionals on different sides of a gender or ethnic divide, as well
as one based on social class. So deep are these attitudes, often justified
by ignorance or at least unconscious prejudices embedded in our society
(Ashurst and Hall 1989, Littlewood and Lipsedge 1989), that they have
led to some radical innovations in the provision of psychotherapy for
women and for minority ethnic groups (Ernst and Maguire 1987,
Acharyya et al. 1989). 

For the doctor/therapist, meeting a stranger who seeks help can also
create anxiety, more so perhaps in the novice wanting to prove his
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efficacy to himself and the patient. It is important for the therapist to
recognize this in order to understand the patient’s communications and
his own responses to them (see Countertransference, p. 58). Beyond
this, however, the development of therapeutic ease and skill involves
the ability to trust one’s own responses and intuitions; and it is because
most of us grow up with some blind-spots, distortions, or inhibitions that
supervision and a personal therapeutic experience are so valuable a part
of training in psychotherapy, and mandatory in further specialist
training in dynamic psychotherapy.

If the initial barriers to trust are overcome, then therapy can begin. It
will be recalled that in individual development as viewed by Erikson (p.
36), basic trust should be attained in the first phase of the mother-child
relationship. Of course many were not so fortunate in their earliest
experiences, so distrust may infiltrate any relationship with a potential
helper; rejecting help may be an ultimate defence against a world seen as
treacherous. But the discovery that the doctor/therapist does not fail him
can be an important corrective experience for a patient. Bowlby (1977)
has spoken of this as the provision of a secure base (a temporary
attachment figure) from which the patient can explore himself and his
relationships.

It is noteworthy that the earliest, seventeenth-century meaning of the
word conscious was knowing together with another (Shorter Oxford
English Dictionary). Discoveries about oneself are difficult to establish
unless they are shared with another person. Freud’s self-analysis was an
heroic enterprise since he ventured alone into the dark, with no one
present to accompany him and affirm his often disturbing discoveries.
Nevertheless it is questionable whether he could have managed without
the sounding board of his friendship and correspondence with Fliess
(Jones 1953: ch. 13). The patient’s difficult task of accepting and
coming to terms with previously unacknowledged aspects of the self is
eased by the experience that they are being accepted and understood by
another person. The therapeutic relationship provides the safe space in
which confidence can be tested, and confidences entrusted. What has
been private or unknowable becomes known together with another. It
can be explored and evaluated within the counterpoint of subjective and
objective experiences; the therapist provides, as it were, a mirror
through which the patient is enabled to see himself and the way he sees
others. The experience of mutual reflection within the therapeutic
relationship reinforces the patient’s own capacities for reflective
thinking.
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Communications in words

Putting things into words makes them explicit. It involves a commitment
to communication, which a patient may be reluctant to make until he
has found out more about the doctor’s response to his problems,
especially those he feels bad about. The doctor/ therapist tries to ‘read
between the lines’, and to judge whether or when to indicate that he
realizes that there is more to talk about. A tactful question may then
open up a difficult topic by providing the right words.

However, the initial communications between patient and doctor,
which are crucial in determining whether a relationship of trust
develops, may very well be non-verbal, conveyed by manner, facial
expression, gesture, or posture (Argyle 1972, Fraser 1976) in the same
way that infant and mother communicate and establish a relationship
before attaining a common verbal language. Interest, respect, and
reliability are not conveyed by words alone. Yet the attainment of a
common language in therapy can initiate changes comparable to those
brought about by the development of language in the child. Speech
makes communication immeasurably richer, subtler, and more accurate.
Words develop as symbols representing such things as ideas, shades of
feeling, and moral attitudes. The fact that words can also be used to
conceal the truth is a sign of their power; this is why we use the more
primitive and sometimes more truthful non-verbal signs to check on the
validity of communications. The lack of marked discrepancy between
what is said and how it is said is a sign of genuineness looked for by
both parties in the developing patient-therapist relationship. The
presence of discrepancies alerts us to things not yet spoken of, or being
avoided, perhaps unconsciously.

Psychotherapy is a voyage of discovery. The patient tries to put his
findings into words, and communicate them to his travelling companion,
the therapist. One patient referred to her therapist as her Sancho Panza;
she could not have embarked on the frightening inner journey without
his comforting companionship. The patient’s misperceptions of the
therapist’s attitudes and feelings, based on transference, are powerful
aids in exploring aspects of the past which distort current relationships.
When spoken of by the patient and ‘received without tumult’ by the
therapist, as Hawthorne put it, isolating experiences and fears can be
stripped of their power. The Grimm brothers’ story of Rumpelstiltskin
illustrates the relief that can be gained by naming a threat (Rowley 1951).

The move from unconscious, primitive, and often bodily experiences
—based on primary process thinking, and located in the id (p. 44)—to
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ideas about the self and relationships expressible in words —based on
secondary process thinking located in the ego—is illustrated by the case
(described on p. 10) of the young woman who was disgusted with her
nose. In the consultation, in which a relationship of sufficient trust
developed, she was able to talk about her fear of homosexual feelings,
and became aware of the link between this and her feeling about her
nose. Usually, however, such awareness is not achieved so rapidly; the
nature of the unspeakable conflict takes a long time to work out and
resolve. The move from allusion and metaphor to usable and clear
verbal communication may be slow.

A young woman had developed such a fear of her own developing
independence and sexuality that she had starved herself for several
years. Even when the clinical condition of anorexia nervosa had
receded, she continued to purge herself daily with huge quantities
of laxative. It was only when she had been in a psychotherapy
group for over a year, gradually overcoming her distrust and her
conviction that the therapist did not like her, that she was able to
link her purging with her guilt feelings. These were about her
adolescent use of sexuality to find a sense of being wanted and to
take revenge on her mother. She had experienced mother as
critical and rejecting, particularly after the birth of a brother whom
she could not bear to see mother breast-feed; yet she still wanted
her approval and love. As the patient’s self-esteem grew through
greater acceptance, understanding, and assertion of herself, she
was finally ready to use the group’s interpretation of the link
between guilt and purging. She was able to forgive herself and
renounce her childhood tie to her mother. Then she discovered to
her own surprise that she no longer needed to purge herself,
literally and metaphorically. Her conflicts had become the stuff of
conversation.

Talking is not an end in itself; if it becomes so then it is being used as a
defence against real communication and change, like the parliamentary
filibuster (Langs 1979a). Used creatively, talking is the channel through
which the patient’s discoveries can be expressed and examined with the
therapist and any other companions in the therapeutic enterprise, such
as fellow members of a group or family.

This emphasis on talking by the patient stems from psychoanalysis,
with its accent on finding meaning where there had been ignorance and
confusion. Freud discovered that deep fears motivate the avoidance of
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disowned experiences and wishes, and that these have to be gradually
faced and worked through. However, in recent years some schools of
psychotherapy, notably Encounter, Psychodrama, Gestalt,
Bioenergetics, and Primal Therapy (pp. 172–87), have attempted to
avoid the defensive use of rational talking by inducing direct
confrontation between people and by encouraging the physical
expression of feelings and relationships. Their methods, which involve
active techniques of catharsis, re-enacting, touching, and bodily
expression, often promote very intense experiences, and require a more
obviously active and directive role of the therapist. They can sometimes
reach people for whom talk is not an easy medium or who use it
predominantly defensively. Such methods emphasize doing rather than
thinking, in order to avoid the danger of defensive talk and rationality,
but run the converse risk of defensive doing and feeling. Both feeling
and talking are ultimately necessary for full expression; Shakespeare’s
Malcolm urges Macduff, who had been told of the slaughter of his wife
and children to ‘Give sorrow words; the grief that does not speak/
Whispers the o’er-fraught heart and bids it break’ (Macbeth, Act IV,
Scene III).

A young woman of 30 was extremely inhibited in a
psychotherapy group, and characteristically became silent instead
of expressing anger. This could be understood in terms of her
parents’ inability to understand or tolerate her rage at the arrival
of a baby sister when she was 18 months old; they had responded
by taking her to see a child psychiatrist with whom she would not
share even the few words she had at that time. She had stopped
trying to talk in the family for a long while. One day in the group,
members noticed she was withdrawing again and tried to help her
to express her anger. She was so tongue-tied that the therapist
handed her a cushion which, against intense internal resistance,
she was eventually able to pummel. Only when she experienced
the relief of giving vent to her feelings, within a supportive
environment, was she able to put words to her destructive fantasies
and to her fear of the group’s shock and abandonment, as though
the group were her early family. Then she could begin to
understand her fears and to integrate her anger in a modified
form.
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Understanding and integration

Understanding a problem is usually the first step in its solution.
However, the true nature of a problem may be deliberately hidden by a
patient, because of fear or feelings of shame or guilt; or it may be
outside his conscious awareness. Sometimes, a person wants to be
passively ‘understood’ by someone else without wishing to understand
himself; then, the ‘understanding’ expected of the doctor is likely to be
a misnomer for benevolent sympathy. The dynamic forms of therapy
seek to engage the patient in actively understanding himself and his
problems. They involve exploration of the origin and meaning of his
symptoms and the human problems they reflect. It has been suggested
(Home 1966, Rycroft 1966) that this properly implies a hermeneutic
rather than a mechanistic view of behaviour; that is, one concerned with
discovering meaning in phenomena rather than with the deterministic
cause-and-effect linkages characteristic of the physical sciences. As he
explores disowned aspects of himself and his relationships, the patient
gains new clues for the deeper understanding of his problems. If
authentic, this understanding is reinforced by the way it links and makes
sense of many experiences, or leads to fresh discoveries. But what is to
be done with this self-knowledge? To be therapeutic, discovery and
understanding have to be paralleled by a process of integration and
change.

For example, the young woman who purged herself (p. 71) needed to
see the meaning of her symptoms as an expression of conflict in her
relationship with her family, and re-experience it in the transference
with the therapist and ‘sibling rivals’ in the group, before she could
understand it emotionally and at depth—that is, with emotional as well
as intellectual insight. Then, by re-assessing her problems and the
possibilities of change she was able to forgive herself and free herself
from the hostile dependent tie to her mother, and begin to use her self-
assertive impulses in a more outgoing way. She was now more fully
aware of what had previously been unconscious.

As in artistic and scientific creativity (p. 14), understanding is arrived
at in psychotherapy in all sorts of ways—sometimes in a seemingly
spontaneous flash of realization, but often in slow stages and with a
good deal of struggle against resistance. It is promoted by interaction
with the therapist or others in the enterprise, and is mediated by both
non-verbal and verbal communication. Three specific types of verbal
communication contributing to therapeutic understanding have been
delineated: confrontation, clarification, and interpretation (Greenson
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1967). Confrontation draws the patient’s attention to what he appears to
be doing, often repeatedly and seemingly unawares: for example,
coming late to sessions, showing hostility to a certain sort of person, or
engaging in self-punishing behaviour. Clarification helps to sort out
what is happening, by questioning or rephrasing. Interpretation offers
new formulations of unconscious meaning and motivation.

Interpretation links the conscious and unconscious determinants of an
experience, act or symptom, and thus extends the patient’s
understanding of himself and his relationships, including those in the
therapeutic setting. Interpretations play an important part in
psychoanalysis and the forms of dynamic psychotherapy deriving from
it, which are sometimes called interpretative or insight-orientated
psychotherapy. As Rycroft puts it, the analyst is someone

who knows something of the way in which repudiated wishes,
thoughts, feelings and memories can translate themselves into
symptoms, gestures and dreams, and who knows, as it were, the
grammar and syntax of such translations and is therefore in a
position to interpret them back again into the communal language
of consciousness.

(1966:18)

An interpretation is not a dogmatic assertion delivered de haut en bas,
but rather a suggestion or tentative hypothesis offered in the spirit
‘could it be that…?’ or ‘I get the feeling that…’ This has been called
‘framing speculations as an invitation to a mutual exploration’ (Meares
and Hobson 1977). Increasingly, as treatment progresses, patients
become able to understand and interpret their own experience and
behaviour.

The dynamic concept of insight supposes an awareness of the
interaction between external and internal reality, that is between
objective and subjective experience. Health involves awareness of both.
The balance between the two can be disturbed either way: on the one
side, extreme withdrawal, introversion, or even psychosis cuts a person
off from external reality; on the other side, excessively extraverted or
constricted personalities may be cut off from subjective feelings or
inner reality. The correction of such imbalances plays an important part
in the analytical psychology of Jung (1946). All psychodynamic schools
of thought agree that partial failures of insight result from the operation
of defences: for example, denial of an external fact such as a painful
bereavement, or the projection of an unwanted internal impulse.
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Just as understanding between people can lead to reconciliation, so
can self-understanding and insight lead to reconciliation with disowned
aspects of oneself. In other words, understanding has an integrating
function. Freud’s (1933) dictum ‘where id was, there ego shall be’
implies the integration of external and internal realities. Less mature
defences may be given up or superseded by sublimation. Repressed and
split-off parts can be restored to the self in the new climate of
experimentation and growth, if the therapeutic relationship provides the
necessary security and flexibility. The person is enabled to discover the
extent of his internal world, perhaps even to discover for the first time
that he has one. We know from studies of sleep that those who do not
remember their dreams, or even claim never to have dreamt, spend a
fifth or more of their sleep in dream activity; if woken during periods of
rapid eye movement (REM) sleep, they are usually able to describe
dreams (Berger 1969). Those who do not may show characteristics of
alexithymia (Kalucy et al. 1976). It is striking how often people in
therapy start remembering dreams for the first time.

It is arguable how necessary insight is for therapeutic change to take
place, at least for limited change. Patients may recover and be none the
wiser, knowing only that they were helped by medication or the
psychiatrist. Even so, factors such as suggestion and satisfaction of the
need to be helped by a reliable parent-figure are likely to be operating.
These are part of the non-specific placebo effect of much medicine,
including psychiatry and psychotherapy. When looking below the
surface or becoming more deeply involved with the therapist are too
threatening, some patients in psychotherapy get better quickly as a
defensive ‘flight into health’; such an improvement may be short-lived,
unless circumstances and important relationships change the whole
balance of the individual’s adjustment.

Many patients prefer to see their emotional disturbances as
‘illnesses’, unconnected with themselves or their relationships; they are
only too glad to receive physical treatment with drugs or ECT, and to
get relief as rapidly as possible. This is understandable and appropriate
for many people, particularly in severe crisis or psychosis. It is probably
right for others with less acute and severe disturbances, whose wish or
capacity for introspection and verbalization is limited, although
techniques such as psychodrama and art and music therapy may enable
some people to enter gradually into the sphere of ‘insight therapy’; so may
massage, yoga, and other forms of body work (p. 182). However, such
methods can be used non-analytically and may be useful when deep
exploration is best avoided: for example, in those too threatened by the
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intimacy of a therapeutic relationship or the fear of opening a Pandora’s
Box inside themselves. The assessment of these criteria of motivation
and ‘Ego strength’ will be considered in discussing Selection (p. 189).

Given the wish to explore and the capacity to bear what is
discovered, understanding and integration still have to be achieved and
maintained in the face of resistances. These can be very powerful, since
they involve defences against anxiety and psychic pain. This is why by-
passing resistances, by exploring people’s problems under hypnosis or
drugs, is so often of little use, because their need for defences has not
been removed; they are not ready to use what has been discovered.

A young woman was admitted to a psychiatric department for the
investigation of apparent encopresis (soiling the bed at night). On
some mornings she would wake with her hands and sheets
covered in faeces; on others they were stained with just mucus
and blood. She had previously been under investigation in a
department of gastro-enterology and treated for supposed
ulcerative proctitis with steroid enemas and suppositories. She
denied any other problems in her life. She had a happy family
background, had done reasonably well at school and was now
engaged to be married. If only we would clear up this
embarrassing and messy problem she would get married and live
happily ever after, or so she appeared to insist. As there were no
apparent problems to make a basis for exploration in dynamic
psychotherapy, one suggestion was that she might be treated
along behavioural lines, with a modification of the bell-and-pad
method for enuresis, by the insertion of a rubber bulb in her
rectum at night, which on pressure would ring a bell and awaken
her. A dynamic psychotherapist, on the other hand, was struck by
the discrepancy (or splitting) between her angelic daytime self,
declaring she had no cares in the world, and the messy little girl who
emerged in the night covered in faeces. It was suggested that this
discrepancy might be worth exploring with an interview under
sodium amytal (to loosen her tongue). Quite soon after the
injection of intravenous sodium amytal she surprised the
interviewer by the following revelation. She had had a late start to
her periods. Worried by this, and as her mother had given her no
sexual information, she resorted to the public library. Having read
details of the female anatomy for the first time, she went home
and began exploring her own body, but found that putting her
fingers in her rectum was as pleasurable as into her vagina. No
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doubt shocked at one level by this discovery, she nevertheless
enjoyed it at another level and had continued the practice in her
sleep. Her unconscious anal masturbation, therefore, explained
why some mornings her fingers were covered in faeces and others
in blood and mucus. The interview was terminated and the
interviewer felt almost as delighted as the patient, who went home
for the weekend and for the next few days remained euphoric. She
remained clean at night and said the staff were all wonderful and
she would now fix a date for the wedding.

However, three days later the soiling returned and she was
most upset and depressed about it. She was asked what she
remembered about the previous interview. ‘Nothing’, she
declared. ‘I was given an injection which cleared up the trouble.’
Should the interviewer have told her what she had revealed and
risk being met with incredulity, or, worse, of accusations of
putting into her head dirty ideas which she clearly needed to
disown? It was decided to interview her once more under sodium
amytal, when she readily recalled the previous interview, and
more time was spent with her as she came round trying, as it
were, to anchor the idea in consciousness and then discuss it with
her. This time, on waking, though, she was furious. She declared
that if that were her only problem she would prevent it by
sleeping with socks over her hands. She discharged herself in
angry mood and refused any further contact or follow-up.

In this case psychotherapy did not begin. The story is a warning that
psychotherapy is much more than doing clever detective work, fishing
around in the unconscious, and making shocking revelations. It must
involve the establishment of a working alliance in which trust, talk, and
understanding help a person to accept the hitherto unacceptable. The
patient needs a fully conscious and cooperative ego, not one lulled off
its guard by drugs or hypnosis. For much the same reason the beneficial
effects of some of the more active techniques such as Encounter (p.
175), which stimulate the experience and discharge of very intense
feelings, may be no more than transient because they are not integrated
and followed through. The patient’s need for symptoms and defences
has to be explored, understood, and worked through—repeatedly
experienced and resolved—before he can give up what has been called
the primary gain: that is the advantage in terms of immediate freedom
from emotional discomfort.
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If they are prolonged, as with any disability, the sufferer may learn to
make the best of his neurotic symptoms and defences. They come to
have a social function, maintaining certain roles and relationships which
might bring advantages: for example, sympathetic consideration may be
gained, along with covert revenge for its having been previously
withheld. In some families it is difficult to gain attention, and illness
may be the only means of being noticed as a person with special needs.
People who have grown up in very large families are more inclined to
complain of persistent physical pain (Gonda 1962), and, when reacting
to stress with eczema, are less likely to complain of emotional distress
at the same time (Brown 1967). Once gained, the advantages of
receiving sympathetic consideration may need to be maintained by the
same methods. A gross example of such secondary gain is the so-called
Compensation Neurosis following an industrial injury, when a pension
may depend on the perpetuation of a lifetime of suffering. The
secondary as well as primary gain might have to be understood and
relinquished before therapeutic change can take place. Finally, change
in one person may depend on change in others in his family network,
who may resist if they need the patient to be ‘ill’ in order to maintain
their own adjustment. To allow the patient to change, other members of
the family may need to be involved in family or marital therapy, or
individual or group treatment in their own right.

A joint consultation with husband and wife showed that a
recurrently depressed woman was subtly undermined by her
husband, who seemed to need her to remain the weak
incompetent one. This ensured him the role of strong trouble-free
protector, without which he was thrown back on his own self-
doubts and depression, related to the early loss of his mother. He
needed to let his wife become more assertive and less dependent
upon him, by facing his own problems in individual therapy.

In therapy, the relationship of trust and the realization that one can talk
about what seemed to be unspeakable, and think about the unthinkable,
act as powerful antidotes to such resistances. Nevertheless,
understanding often has to be struggled for by both patient and
therapist. The therapist needs to be able to tolerate uncertainty and
ambiguity, sometimes for long periods of time, without jumping to
premature conclusions. Of course there are human situations that
demand quick decisions and actions, such as surgical emergencies,
when it is right to say, ‘Don’t just stand there, do something’; but in
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psychotherapy we need more often to remember the opposite, ‘Don’t do
something, just be there.’ In other words we require what Keats (1817)
called ‘Negative Capability’, ‘that is, when a man is capable of being in
uncertainties, mysteries, doubts, without any irritable reaching after fact
and reason’. Even surgeons, when withholding an operation, sometimes
speak of ‘masterly inactivity’. In psychotherapy, too, there are times
when the most that the therapist can do is just be there, tolerating
anxiety and uncertainty, surviving as a reliable concerned person
(perhaps also surviving the patient’s hostility and demands for
immediate action and gratification) until such time as things become
clearer and understanding is finally reached. Sometimes the therapist’s
survival is the crucial corrective experience for the patient as the
parents’ is for an adolescent; ‘the best they can do is to survive, to
survive intact, and without changing colour, without relinquishment of
any important principle’ (Winnicott 1971:145).

Although many people do not want to know the truth about
themselves, because they fear what they avoid, quite a few patients
referred for psychiatric treatment feel an urge to understand what has
happened to them. A survey (Michaels and Sevitt 1978) revealed that
almost one in three of a series of patients referred to a psychiatrist
clearly hoped to gain insight into their problems, expressing this in such
statements as, ‘I want the psychiatrist to help me to see things I couldn’t
see myself’, and, ‘I want to understand why I feel this way so that I can
do something about it.’ Because dynamic psychotherapy seeks to
understand a person in a developmental way—integrating what they
were with what they are and what they are becoming—the insight
gained fosters a sense of continuity of identity. It allows the work of
psychotherapy to be continued and extended beyond the termination of
therapy sessions; the patient learns his own way of understanding and
working at problems.

Integration implies wholeness. A person becomes at one as he brings
together and consolidates his previously divided parts, in keeping with
the origin of the word atonement: at one in harmony (Shorter Oxford
English Dictionary). Integration of previously unknown aspects of the
self and relationships demands adjustment, as with any discovery, be it
the earth’s roundness or atomic power. Patients need to harness
previously unexpressed impulses into their functioning. New facts and
feelings have to be incorporated into a person’s view of himself in
relation to others: for example, finding that enemies and parents are
human, and can be at least partially forgiven, like himself. However
modest, these changes amount to a reorganization of personality.
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A married woman had for ten years been crippled by a fear of
thunderstorms. She lived in dread that every weather forecast or
rumbling lorry heralded a storm. When first seen, she described
how, the eldest of a large family, she had married early to escape
from being a skivvy to a strict and domineering mother. In
childhood, despite her frustration and rage, she had been unable to
stand up for herself. The phobia started soon after marriage, when
unplanned pregnancy threatened an end to her briefly enjoyed
freedom. She was able to admit that she had felt some dismay and
resentment, but had had to disown any murderous feelings
towards the baby inside her.

It could be postulated that this child, and the others who
followed, provoked the patient’s fury at being restricted and
cheated, which revived her childhood conflicts, when the arrival of
successive siblings evoked feelings that could not be expressed
for fear of retaliation by mother; feelings and retaliation were
therefore now symbolically externalized in the form of the
phobia. The intensity of the patient’s anxiety and her resistance to
insight were contra-indications to dynamic psychotherapy at that
time. Instead she was treated by a behavioural technique of
reciprocal inhibition (exposing her to imagined thunderstorms
while deeply relaxed). After some thirty-five sessions she was
free of the phobia, and had come to trust the therapist towards
whom she had developed a positive affectionate transference. A
few months later, when preparing a birthday party for her eldest
child, she had a panic attack, with none of the previous
precipitants (such as a thunderstorm, weather forecast or the
sound of a lorry). The patient was dismayed when she arrived for
a follow-up appointment a few days later, but was now able to
trust herself enough in the therapeutic relationship to question her
previous understanding of the phobia as a habit related to the
occurrence of thunder-storms during her pregnancy with this
child. The acceptance of intense disappointment and resentment
towards the therapist, for whom she also felt warm affection,
enabled her to admit to ambivalance too in her relationship with
her child and the rest of her family, both past and present.

The truth, as it were, was out; but she was now able to think of
owning her destructive feelings, and in five further sessions of more
dynamic psychotherapy, one with the whole family, this mother
made rapid changes in her view of herself and her relationships.
She now understood herself and what had gone wrong over the
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last ten years much more fully. Instead of splitting off an
important aspect of herself, she was able to integrate it and make
changes in attitude which freed herself and her family from her
role as resentful martyr, locked in a prison of dutiful devotion.
She was able to demand more time for herself and her interests,
and to expect more help from her family in carrying out domestic
chores. Thus she was able to re-establish her relationships on a
more honest and secure basis, which at follow-up fifteen years
later had withstood the test of time.

This case illustrates three things. First, before the patient could change
herself and her adjustment enough to outgrow her symptoms, she
needed in her current life situation to integrate feelings previously
disavowed because of neurotic conflicts based in early relationships.

Second, the case demonstrates that psychotherapy requires an
optimum level of anxiety and tension, like many other sorts of learning.
This is reminiscent of the Yerkes-Dodson (1908) law of experimental
psychology. Moderate levels of anxiety facilitate learning, as everyone
knows who has studied for examinations; too much and performance
falls off; too little and nothing gets started. The same is true in
psychotherapy. Insufficient anxiety can reduce motivation for serious
work; too much can prevent it, as in the early stages of this patient’s
therapy. 

Finally, the case shows how the level of therapy is determined by the
depth and extent of self-knowledge which the patient seeks and which
the therapist fosters, and by the amount of simultaneous internal and
external change sought in reaching a new adjustment. This question of
the level of therapy will be pursued in the next section.

LEVELS OF PSYCHOTHERAPY

Broadly, psychotherapy is the use of personal relationships to help
people in trouble. This can occur in many different contexts and at
variable levels of skill. A lot of informal psychotherapy takes place
between friends and confidants. Such relationships have neither the
advantages nor the disadvantages of the formality and relative distance
of a professional relationship.

The value of airing problems, expressing feelings, and receiving
support, encouragement, and advice, is common knowledge, as
witnessed by colloquial expressions such as ‘getting it off your chest’.
The friends who are sought out by distressed individuals are those who
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know intuitively the value of the principles described in the last section:
they are trustworthy and willing to listen and try to understand.

Informal groups, also, are widely recognized as having a prophylactic
or therapeutic effect based on mutual encouragement and the provision
of a sense of identity. The sharing of common interests or problems
unites people: for example, in work or sport, in religious or political
groups, and in self-help groups such as Alcoholics Anonymous.

The relief and support offered by such informal relationships, with
individuals or groups, are of great value in themselves, and are more
acceptable to many who would be reluctant to seek professional help,
even if it were available. While sympathetic support can be very
helpful, a person can often be helped further if, at the same time, he is
also offered some plain speaking. This may confront him with his own
contribution to the creation and maintenance of his difficulties, and
encourage him to take action to resolve them. Advice is often of less
value than helping people to make up their own minds and be
responsible for their own decisions. Principles such as these are known
intuitively by many people, but it often requires the relative detachment
and socially sanctioned authority of a professional relationship to make
them acceptable to those seeking help. A fellow traveller on the train
may be entrusted with someone’s life story and problems precisely
because of the relative distance and anonymity provided by the lack of
further personal contact.

At more formal levels of psychotherapy, many types of professional
helper may nowadays be involved—although the personality, attitudes,
and basic orientation of the therapist are as important as his particular
professional allegiance. A number of defining frameworks exist to
classify different formal psychotherapies. None are entirely satisfactory.
The simplest method is to group psychotherapies according to their
theoretical base and their type of clinical intervention—psychoanalytic
psychotherapy, interpersonal therapy, cognitive-analytic therapy,
cognitive therapy, cognitive-behavioural therapy, behaviour therapy,
systemic therapy, and so on. This leads to the erroneous belief that
differently-named therapies are clearly distinct. In fact there is a good
deal of overlap between them. Some argue that therapies are best
classified as either cognitive-behavioural or relational. The former
would include cognitive, behavioural, and cognitive-behavioural
therapy, dialectical behaviour therapy, and psychoeducational therapy;
the latter would include psychodynamic, psychodynamic-interpersonal,
interpersonal, and Rogerian therapy. However such a broad
classification may blur some of the differences between the therapies
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within the same grouping and also lead to a problem of where to place
the integrative therapies such as cognitive-analytic therapy.

Cawley (1977) provided a helpful classification in delineating four
types of psychotherapy. Originally the classification focused primarily
on psychodynamic therapy, although behavioural therapy was classified
as type 4. But cognitive-behavioural therapy and other therapies may be
classified within the same system, since types 1–3 are not based on
theory but upon the professional background and training of
practitioners, the limitations imposed by their specialization, and the
intensity of application of therapy. Types 1–3 involve increasing depth
of exploration.

Psychotherapy 1 is what any good doctor (or other professional) does
and is synonymous with the art of medicine. It involves an awareness of
the person as well as the problem he presents, and requires an ability to
communicate and empathize with people from different backgrounds.
The doctor who decides to refer a patient to a psychiatrist or
psychotherapist, recognizes the anxieties this may arouse, and helps the
patient with them by explaining and dispelling unreasonable
apprehensions. 

Psychotherapy 2 is what a good psychiatrist, social worker,
psychologist, or other mental health professional does. It encompasses
Psychotherapy 1, but requires ability to understand and to communicate
with patients suffering from all types and degrees of psychological
disturbance. It involves recognition that an individual’s present state and
attitude are influenced both by previous experiences and by his ways of
thinking about the world and himself, often in ways which are outside
his awareness and control. To this extent it incorporates some of the
psychodynamic and cognitive principles that underlie Psychotherapy 3.
However, while the phenomenon of transference or the identification of
cognitive assumptions, for example, may be recognized in
Psychotherapy 2, and used to understand patients’ behaviour and
attitudes, they tend not to be commented on. They are usually used only
in the sense of allowing or encouraging a mildly positive transference—
seeing the psychiatrist as a good and reliable parent—to reinforce the
therapeutic alliance, or to facilitate understanding of underlying
cognitive distortions.

Psychotherapy 3 would be what many people mean by
psychotherapy, especially in its formal or specialized sense. Dynamic
psychotherapy is discussed here in more detail but cognitive and other
‘brand-named’ therapies may be included at this level. Nowadays there
is increased recognition of the importance of the relationship between
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therapist and patient to the success of all therapies, including
behavioural therapy, thereby potentially dispensing with Psychotherapy
4 altogether in this classification. Psychotherapy 3 includes those
characteristics of Psychotherapies 1 and 2 which relate to the therapist’s
attitude to the patient—respect, understanding, and acceptance—but it
puts greater emphasis on helping patients with particular techniques to
understand the predisposing, precipitating, and perpetuating factors of
their problems and to take responsibility for themselves and their
relationships. Dynamic psychotherapy makes the doctor-patient
relationship its focus, and uses the psychodynamic principles described
in Part I to explore and understand patients’ problems. Transference
phenomena are encouraged and worked with in Psychotherapy 3, since
they throw light on the continuing influence of past relationships, from
which the patient can begin to free himself as he comes to recognize
them. It is Psychotherapy 3 in its various forms that will concern us
mostly in the rest of this book.

Figure 8 illustrates how Cawley’s Psychotherapies 1, 2, and 3 can be
seen as changing levels of any psychotherapy, irrespective of the
context in which they are delivered, and how elements of both dynamic

Figure 8
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and cognitive-behavioural psychotherapy meet in the fields of family,
couple (see p. 138), and some types of group therapy (see p. 119). These
schematic links are elaborated further in considering the range of
psychotherapeutic methods in Figure 11 (p. 199). There, the existence
of newer intermediate forms of therapy such as Cognitive Analytic
Therapy (CAT) and Interpersonal Therapy (IPT) complicates the simple
picture represented here.

The most recent attempt to classify the psychotherapies is found in
the NHS Psychotherapy Services in England: Review of Strategic Policy
(NHS Executive 1996). Three types of psychotherapy are identified:
Types A, B, and C. This classification defines psychotherapies both
according to the context in which they are delivered and according to
their theoretical base. Each different type may be performed more or
less skilfully and at any level of service from primary to tertiary care. It
cannot be assumed that specialist expertise in one type of therapy delivery
will generalize to another. For example, psychotherapy in primary care
is in itself a highly skilled activity, but a therapist proficient in giving
treatment in that setting may not be able to provide the same expert
service in secondary care. 

Type A psychotherapy is any psychological treatment given as an
integral component of mental health care. It is part of a care programme
offered by a team or service and is not offered separately. For example,
a psychiatrist may offer a family intervention in schizophrenia to
complement pharmacological treatment, psychodynamic therapy in
anorexia nervosa along with a programme targeting weight gain and
establishment of a normal eating pattern. Type A psychotherapy may
include specialist psychotherapy (type C) but more often is equivalent to
Cawley’s type 1 and 2 psychotherapy.

Type B is eclectic psychological therapy and counselling. A great deal
of counselling is eclectic and it is not easy to distinguish between the two,
particularly as both interventions require skilled practitioners for
effective intervention. The characteristic of type B therapy is that it is
informed by more than one theoretical framework and is a complete
treatment intervention in its own right. In general, counselling tends to
be skills-based, used to treat the less severely ill—for example, people
with adjustment problems—and it tends to be delivered within primary
care. In contrast, eclectic psychotherapy is used for complex psychiatric
problems, it formulates problems from basic principles of human
development and psychopathology, and it takes a problem-focused,
multi-model approach to intervention.
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Type C includes formal psychotherapies that are practised within
particular models, well-developed bodies of theory and protocols for
practice: for example, psychoanalytic, cognitive-behavioural, systemic.
They are equivalent to Cawley’s type 3 and 4. Practitioners are
specialists with further training in one or more of the therapies, usually
recognized by the British Confederation of Psychotherapists (BCP), or
the United Kingdom Council for Psychotherapy (UKCP), (see p. 219). It
is type C psychodynamic therapy with which this book is primarily
concerned, although, as mentioned earlier, psychodynamic therapy may
also be a type A therapy if delivered by a specialist in the context of an
overall treatment plan, illustrating some of the inadequacy of the
classification!

Whichever classification is used it is clear that psychotherapy can be
aimed at any of the different levels of communication that may develop
when patient and therapist meet, as depicted in Table 4. Indeed, part of
the skill of psychotherapy is to move appropriately between the levels,
depending on the need of the patient.  

Outer levels—relief, support, and counselling

Unburdening of problems, ventilation of feelings, and discussion of
current problems with a sympathetic and objective helper can enter into

Table 4 Levels of psychotherapy
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all levels of psychotherapy. They are the basis of formal psychotherapy,
especially in the early stages, of supportive psychotherapy, and of
counselling. The psychotherapeutic aim can very properly be limited, at
this outer level, to the relief of airing problems and coming to see them
in clearer perspective. It should be emphasized that this support is not
synonymous with supportive psychotherapy, which is now considered a
specific mode of treatment (Holmes 1995).

Supportive psychotherapy is a term given to the commonest form of
psychotherapy in medical and general psychiatric practice. Its main aim
(Hobbs 1996) is to restore or maintain the status quo in two groups of
patients: the first contains those reacting to a crisis such as
bereavement, divorce, loss of a job, or academic difficulties, when
distress and tension impair their usual ways of coping. In the course of a
few weeks of weekly or twice-weekly sessions the therapist provides
support while encouraging the patient in restoring his coping capacities.
Here there is an overlap with Rogerian counselling (see p. 90). 

The second group contains those severely handicapped, emotionally
and interpersonally, by chronic schizophrenia, manic-depressive illness,
or extreme personality disorder. While the therapist may see no
prospect of fundamental improvement, he responds to the patient’s need
for continuing help to maintain the best possible adaptation. The
therapist provides regular contact at, say, monthly or three-monthly
intervals, if necessary over years, and plays a fairly active and directive
role in encouraging the patient to capitalize on his strengths, while
avoiding pushing him too much. Bloch (1977) rightly points out the
danger of inducing dependence in long-term supportive therapy. This
can produce difficulties for patients and for therapists when they
become burdened by the dependence and try to withdraw from it, or
when they leave for another job. In psychiatric units it may be junior
doctors who see most of the long-term patients, and their training posts
are of limited duration. Hence the importance of team-work in
supportive therapy, so that patients can look to a helping network for
example, the whole psychiatric unit or social services department—
rather than to an individual.

Supportive psychotherapy is also characterized by the techniques
used. Holmes (1995) identifies holding and containment, an active
‘real’ therapist, positive reinforcement, working positively with
defences, helping with coping, reframing problems, and judicious use of
transference and countertransference as important techniques. Holding
and containing involve a capacity to do nothing, ‘to be with’ (Wolff
1971) the patient or, during crises, to speak on the phone and to offer
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emergency appointments when appropriate. An active therapist is more
willing to reveal himself, to answer and to ask questions, to direct a
session, and to give positive reinforcement with encouraging remarks. A
disturbed patient may be helped to modulate affects such as anxiety and
depression through relaxation and recognition that they have an illness—
an example of working positively with the defence. This increases
coping capacities.

Positive reframing of a problem and judicious use of transference and
countertransference are advanced skills of supportive psychotherapy. A
depressed patient may be helped to realize that his depression is in fact a
relationship or interpersonal problem; a borderline patient to understand
that self-mutilation is preferable to death and that he is doing the best he
can. Monitoring of countertransference is as important as in formal
psychotherapy. The therapist needs to decide when to offer another
appointment, when to accept phone calls, when to prescribe, when to be
active or inactive. Recognition of countertransference is essential when
making these decisions. 

Thus supportive psychotherapy is appropriate for relatively healthy
people in a crisis, and for those whose defences are precarious or have
broken down. In both groups, exploration at depth is usually neither
necessary nor desirable. In the first group it can usually be avoided, in
the second group it should be avoided. Acutely psychotic patients are
already overwhelmed by primitive feelings and unconscious fantasies
and their need is to strengthen their defences, not to explore them (p.
192). This level of psychotherapy can be used very effectively by
general psychiatrists.

A young man from abroad, bitterly disappointed at failing to gain
promotion in his country’s Air Force, had to undergo an
emergency operation. Post-operatively he complained of chest
pain, and the doctor looking after him, thinking the patient would
not understand, joked to a colleague that he must have had a heart
attack. On hearing this, the patient became acutely anxious and
hypochondriacal. He remained in this condition, despite
examination and reassurance by several eminent physicians and
surgeons, who, however, never spoke to him more than cursorily.

Eventually he was seen by a psychiatrist who recognized his
depression and admitted him to hospital. He supported him in
daily visits, and encouraged him to start moving about. He
allowed the patient to talk to him about his feelings and the
predicament of his life situation, so enabling him to translate
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symptoms into problems. The psychiatrist prescribed anti-
depressant medication and, perhaps more importantly, saved his
face by giving him medical grounds for leaving the Air Force,
which he had wanted to do in order to make a new life for himself.

The psychiatrist provided him with a supportive relationship on
the model of a good father with time to be interested, not aloof
and disdainful as the patient imagined his own father would be.
What the patient needed to get well, was not just reassurance that
there was nothing physically wrong with him; he had had a lot of
that to no avail. He needed someone to recognize and help him
with the feelings and conflicts provoked by his life situation. On
this occasion there was no need to explore whether the patient’s
problems were more deep-seated; for example, whether they may
have been perpetuated by unresolved Oedipal conflicts.

Counselling is another name for a form of psychotherapy at this outer
level, which has rapidly developed as a method of help for specific
groups of people. For example, Marriage Guidance Counsellors are
consulted by those with marital problems; Student Counsellors at
universities, colleges, and schools see students with emotional and
academic problems; Samaritans are contacted by people in states of
suicidal despair. Counselling services have grown up for those with
sexual problems, HIV infection, or, in association with abortion
services, for women with unwanted pregnancies. Recruitment, training,
techniques, and standards of counsellors are inevitably varied, but are
co-ordinated by the British Association for Counselling established in
1976.

It is easier to define what counsellors do than to give a precise
definition of what counselling is; counselling techniques vary, from
providing information, for example, about available sources of help in
the community, to helping the client to understand his attitudes and
feelings. There is a balance between non-directive and directive
intervention. Rowland (1993) has defined it as ‘an ethical task in which
the counsellor forms a therapeutic alliance with the client and uses a
range of skills to facilitate the client’s resolution of his or her
problems’. The main psychotherapeutic component is usually at the
outer level, where ventilation of feelings and discussion of current
problems enable a client to make and carry out valid and appropriate
decisions. Counsellors recognize that when clients are treated as
responsible people, and helped to find their own solutions, opportunities
for learning and growth are increased. The counsellor’s non-directive
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role, leaving decisions to the client, and withholding direct advice or
interpretations, discourages dependency, and so tends to ease
termination (Newsome, Thorne, and Wyld 1973).

A major influence in non-directive counselling techniques has been
the Client-Centred Psychotherapy of Carl Rogers (1961), later a pioneer
of the Encounter movement (p. 175). Having come to psychology from
a theological background, he took a basically optimistic view of the
individual’s capacity for growth and self-realization when provided with
an enabling relationship. He and his colleagues have demonstrated that
effective therapists are those with three characteristics: accurate
empathy (which they can communicate to the client), non-possessive
warmth (which accepts whatever the client brings of himself), and
genuineness (self-awareness and ability to be truly themselves in the
relationship). The therapeutic process envisaged by Rogers is essentially
an increasing frankness and extension of self-awareness within the
therapeutic relationship. The counsellor’s activity is mainly reflecting
what the client says, and para-phrasing his words. Rogers and Dymond
(1954) have shown that these methods can lead to greater self-
acceptance, expressed as a reduction of the discrepancy between the
client’s perceptions of himself as he is and how he would like to be.
This is not surprising, as the therapist concentrates on accepting and
affirming the client’s awareness of himself as it unfolds; and he always
helps the client to see himself in a favourable light. For example, a
therapist might help a client plagued with guilt feelings to convert these
into a sense of righteous bitterness at having been wronged, that is, to
see badness outside rather than within himself.

Recently there has been an expansion of counselling services in
primary care (Tylee 1997), although the effectiveness of such services
remains unclear. Ashurst (1981) studied patients with neurotic disorders
who were randomly assigned to a Rogerian counsellor or to routine care
by the GP. Counselling had a positive effect, at least at the level of
prescribing psychotropic drugs. Corney (1984) allocated eighty women
suffering from depression either to a social worker attached to the
general practice or to routine care by the doctor. Improvement occurred
in both groups at six months, but those suffering from acute-on-chronic
depression and marital difficulties were more likely to benefit from the
social work intervention. Friedli et al. (1997) compared Rogerian
counselling with routine care from the GP in patients suffering from
emotional disorder, and found that all patients improved over time to a
similar degree. Satisfaction was greater in those patients who received
counselling.
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Rogerian counselling is certainly psychotherapeutic in that it is based
on a relationship of trust, verbal communication, and increase of
understanding. However, in general, Rogerian therapists do not
confront defences or interpret unconscious processes such as
transference phenomena. In other words, they do not explore at such
depths as do more analytic therapists.

Before moving on to consider the deeper levels, it should be
emphasized that support is a vital part of therapy at all levels, at least as
much at the deeper levels as at the outer. It might therefore be more
appropriate to talk, not of supportive psychotherapy, but of non-
exploratory therapy. Often this would be more a non-exploratory phase
of therapy, since later, when acute disturbance has passed, the time may
be ripe for judicious exploration. 

Intermediate levels

Many social workers, psychiatrists, and general practitioners work at
this level, clarifying problems within a deepening relationship, and
confronting defences and interpreting less conscious motives when
appropriate. Whereas, in deeper levels of therapy, transference and
other unconscious processes become the main focus of analytic
exploration, they may be manifest even in a first interview and in the outer
levels of more purely supportive therapy and counselling. At intermediate
levels they are used to assist the psychodynamic understanding of the
patient and the way he relates to the therapist. Even when the therapist
encourages mildly positive feelings towards himself as a good reliable
parent, and avoids the emergence of more intense positive or negative
transference feelings, awareness of defence mechanisms and the
complexities of transference and countertransference may enable him to
engage with the patient more deeply and effectively. An example
illustrates three successive levels of interview with one patient in
general practice.

A middle-aged single woman had come to her doctor complaining
of feeling tired and cold. He took a full history, examined her and
had tests carried out to exclude physical causes such as anaemia
(‘traditional medical interview’). She still felt ill, so he asked her
back for a longer interview, and inquired about her life and
circumstances, discovering that she had been dominated by her
mother and that her symptoms dated from a recent change in the
office where she worked (‘detective type of personal interview’);
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she agreed that this was relevant, thanked the doctor for his
interest, but resisted further inquiry. He therefore prescribed anti-
depressants and asked her to return in two weeks. When she did
so she was even more depressed. The doctor apologetically said,
‘Oh dear, we must try again’, at which she burst into tears. He
was shocked at his own reaction of thinking how ridiculous she
looked crying while wearing such a formidable hat, but
immediately realized that she might make other people
unsympathetic to her in a similar way. This initiated what came to
be called a ‘flash type of interview’ at depth, in which they both
shared a new understanding of the way she longed for personal
warmth, but hid it and kept people at bay with her stern manner.
‘Before this could happen they both lowered the barriers, the
doctor admitting his failure, and the patient letting herself cry.
The interview was much warmer than the earlier ones and
established a new relationship between doctor and patient, which
should be useful in itself but also in helping her to react
differently with other people’.

(Gill 1973:35)

A leading part in the promotion of psychotherapy at these levels has
been played by the seminars for general practitioners started by Michael
and Enid Balint at the Tavistock Clinic in London (Balint 1957, Balint
et al. 1972, Balint et al. 1993, Hopkins 1972, Sanders 1986). They have
made clear how the doctor’s attitude and response to patients, and his
explicit and implicit expectations of them, shape what they bring to
him. Patients learn the doctor’s language. Balint (1957) called this the
‘apostolic function’ of the doctor, through which he develops in his
practice a particular culture of complaining, diagnosis, and treatment.
The complaints the patient offers, most often physical, can be accepted
at face value or seen as overlying a more personal problem. Some
doctors will accept the presenting complaint without question, like the
general practitioner who sent the girl to a plastic surgeon when she said
she was disgusted with her nose (p. 10); others would have given her an
opportunity to talk about any problems she might have in relation to
herself and others. This is what Balint called ‘patient-centred medicine’,
in contrast and in addition to ‘disease-centred medicine’.

The experienced doctor is aware that some patients need to go on
indefinitely expressing their need for support, symbolized by visits for
repeat prescriptions (Balint et al. 1970), and that he himself, or rather
the doctor-patient relationship, is a powerful medicine, with its most
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active agent being the feeling of having a ‘good reliable parent’. Social
workers have parallel experiences. Whatever their professional
background, therapists appreciate the opportunities offered by the
special nature of the setting in which they work, and its influence on their
relationship with patients. The general practitioner, for example, has
opportunities to understand patients in the context of their families and
to learn their various characteristic ways of reacting to difficulties. He
can ask about other family members, visit them, or ask them to come
and see him. Because he is generally accessible he may choose to
provide support over long periods of time. He may also propose deeper
exploration of a problem if and when the patient is ready for it. He can
offer longer interviews at the end of a ‘surgery’, a special appointment
with himself or sometimes with a visiting psychiatrist or psychotherapist
(Brook 1967, Temperley 1978). He may refer the patient to a
psychiatric clinic, although some family doctors develop skill in
working at depth in the five to ten minutes available in the average NHS
surgery, as in the example above. Over recent years an increasing
number of general practices have incorporated counsellors and
psychotherapists into their teams (Wiener and Sher 1998).

The therapist working at these intermediate levels has learnt to
evaluate his countertransference (p. 58), and discriminate between his
personal feelings and those evoked in him by the patient. This
understanding can assist his treatment of a patient and extend the help
he may give. Furthermore, trial interpretation of transference
phenomena and cautious confrontation of defences can be used to assess
a patient’s suitability and readiness for deeper analytic work, should
referral be considered for more specialized psychotherapy.

Deeper levels—exploration and change

At all levels of therapy, the therapeutic relationship is the context within
which therapy takes place, but, at the deeper, more dynamic levels, it is
also the main focus of therapeutic work. At this level, transference and
countertransference phenomena are explored, and unconscious motives,
anxieties, and defences are identified, especially as they emerge in the
‘here and now’. Many of the processes at this level have been described
more fully in the section on Understanding and integration (p. 73).
Briefly, as traced in Table 4, dynamic psychotherapy allows and
encourages the re-experiencing, in the transference, of disturbing early
experiences. Such repetition fosters understanding of their origins
(Freud 1912) which are then used to explore at greater depth the
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traumas and conflicts linked to present symptoms, aided by conditions
which permit psychological regression to the child inside the adult:
reculer pour mieux sauter. When understood, defences, which are no
longer necessary, may be discarded or modified, so enabling the
individual to function more flexibly.

The understanding sought is more emotional than intellectual: insight
has to be an emotional experience to affect deeply a person’s view of
himself. Moreover, repetition or working-through is required for a
patient to resolve conflicts and establish a new way of experiencing
himself and his relationships in the face of resistance from persistent
anxieties and defences. The aim of treatment at this   deeper level is
therefore more than symptomatic relief; it is reintegration and change in
personality functioning, both intrapsychic and interpersonal, towards
greater wholeness, maturity, and fulfilment.

Table 5 outlines the similarities and chief differences between
psychotherapy at the outer and deeper levels, that is, between socalled
supportive psychotherapy and exploratory or analytic psychotherapy. It
should be remembered that, while support is an essential and
fundamental part of all psychotherapy, exploration at depth is not; one
can have support without exploration, but not exploration without
support. Otherwise it may seem paradoxical that psychoanalysis—the
form of psychotherapy which explores most intensively—provides the

Table 5 Similarities and differences between supportive and exploratory
psychotherapy
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immense support of daily sessions. It is often desirable to plan
supportive and exploratory phases in treatment; for example, support
and management may be emphasized while acute emotional disturbance
is contained and reduced, to be followed by exploration of underlying
problems. It is important that the level is chosen and timed appropriately
for each patient.

In the following sections, which describe the distinguishing features
of each of the main forms of dynamic psychotherapy, after a brief
historical introduction we will consider in turn, first, the therapeutic
setting, second, the role of the patient, third, the role of the therapist,
and fourth, the therapeutic processes most characteristic of that form of
therapy. These divisions, made for the purpose of exposition, are
somewhat artificial. They should not be taken too literally; the crux of
the therapeutic process is the interaction between patient and therapist in
the chosen setting.

PSYCHOANALYSIS AND ANALYTIC
PSYCHOTHERAPY

Modern dynamic psychotherapy can be said to have begun with Freud
and psychoanalysis, the early development of which has already been
briefly outlined (p. 4). To avoid confusion, it may be helpful to
distinguish at this point between at least three different meanings and
uses of the word psychoanalysis (Main 1968). First, it is a technique for
investigating unconscious psychic life, by inviting a patient, lying on a
couch, to say whatever comes to mind. Second, it refers to a theoretical
body of knowledge built up on the basis of such observations. Third, the
term is used to describe an intensive method of psychotherapeutic
treatment. Although we prefer to see these three (the technique, the
theory, and their application) as intimately connected, logically one
does not entail the other. The theory might have explanatory value, but
the treatment based on it might be ineffective; or the treatment might be
effective, but for reasons quite other than the theory supposes. It might
avoid confusion if the term psychoanalysis were reserved for the theory
of psychoanalytic psychology from which various methods of
psychoanalytic psychotherapy derive. In the area of treatment we might
then talk of intensive analytic psychotherapy rather than
psychoanalysis.

Next we come to the much-debated issue of similarities and
differences between psychoanalysis (analytic psychotherapy three to
five times a week), and less frequent psychotherapy. There is a
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considerable literature on this topic (Rangell 1954, Alexander 1957,
Wallerstein 1969, 1989, 1999). We share the view of Alexander and
others that the differences are blurred: that there is a continuous
spectrum between the most intensive analytic psychotherapy (or
psychoanalysis), through intermediate ranges of exploratory
psychotherapy, to the less intensive and more supportive
psychotherapies. The ends of the spectrum may look sharply different.
Analysts who see patients five times a week will naturally consider
what they do to be very different from what other psychotherapists do—
for example, being ‘purer’ than psychoanalytic psychotherapy
which may be seen as more eclectic in its approach. Many others,
however, prefer to find the right level and intensity to work at for each
individual patient, rather than adjusting the patient to the method: for
example, starting one to three times a week, before deciding with the
patient what his further needs are.

Full psychoanalysis (or five-times-a-week analytic psychotherapy) is
appropriate and feasible as a treatment for only a minority of patients,
although an intensive analytic experience remains the core of training
for future psychoanalysts and specialist dynamic psychotherapists. In
this section, psychoanalysis will be considered together with analytic
psychotherapy of less frequency and intensity, since in our view their
similarities outweigh their differences. But first let us take a further
brief look at some of the developments and influences in psychoanalytic
theory beyond the elementary principles set out in Part I.

The evolution of psychoanalytic theory is an immense subject. Many
authors have reviewed its first half-century (E.Jones 1953, 1955, 1957,
Guntrip 1961, Ellenberger 1970, Gay 1988, Bateman and Holmes 1995,
Sandler et al. 1997). In its earliest phase, psychoanalysis was based on a
cathartic model. Most of Freud’s early cases were young women thought
to have hysterical disorders (now, many would be considered
borderline), whose symptoms were traced to dammed-up feelings
associated with sexuality. Therapy, at first under hypnosis, aimed to
uncover repressed memories and release the feelings held back because
they were unacceptable to the patient’s conscious view of herself. Freud
wrote of ‘releasing strangulated affects’, and ‘of making the unconscious
conscious’. As his translator, James Strachey, wrote in the introduction
to Studies on Hysteria:

Freud abandoned more and more of the machinery of deliberate
suggestion and came to rely more and more on the patient’s flow
of ‘free associations’. The way was opened up to the analysis of
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dreams. Dream-analysis enabled him, in the first place, to obtain
an insight into the workings of the ‘primary process’ in the mind
and the ways in which it influenced the products of our more
accessible thoughts, and he was thus put in possession of a new
technical device —that of ‘interpretation’. But dream-analysis
made possible, in the second place, his own self-analysis, and his
consequent discoveries of infantile sexuality and the Oedipus
complex.

(Breuer and Freud 1895: xviii)

Freud developed his traumatic theory of the neuroses because, when
under hypnosis and later via free association (see p. 113), his patients
told him about sexual experiences in early childhood. Believing their
stories, he came to the view that early sexual experiences could not be
processed psychologically by the individual and so were actively
removed from consciousness or repressed, giving rise to neurotic
symptoms later. During the ‘talking cure’ some memories seemed to
return—‘the return of the repressed’—leading to symptomatic
improvement. Later Freud came to the view that these experiences may
have been imagined rather than actually experienced and, although
Freud has been criticized for changing his mind (Masson 1985), his
recognition of the difficulty of distinguishing between reality and
fantasy was a forerunner of a contemporary debate that has now reached
major proportions—often referred to as the recovered memory
controversy. This merits a brief diversion.

It is now believed that child sexual abuse is commoner than originally
thought and yet the true incidence remains unknown (Bentovim et al.
1988). Child agencies, judicial process, and epidemiological surveys
have suggested rates of between 6 and 62 per cent of the population
who have experienced sexual abuse at some point during childhood.
Overall, studies suggest rates of around 15 per cent of the general
population and 30 per cent of psychiatric patients (Palmer et al. 1993).
The experience increases the incidence of levels of depression, eating
disorders, and self-harm. Many patients attribute loss of trust in
relationships, poor self-esteem, sexual dysfunction, and increased
hostility to childhood abuse.

There is uncertainty about whether abuse and other traumatic events
can be forgotten completely and later return to consciousness. If so,
what is the veracity of such memories? If they are untrue, then we are
faced with the possibility that fantasy itself is a powerful instigator of
symptoms since many patients with recollection of trauma and abuse

96 PSYCHOANALYSIS AND ANALYTIC PSYCHOTHERAPY



suffer serious mental symptoms. Over the years many clinicians have
reported that patients recover memories during clinical sessions. Those
working with survivors of traumatic experiences have also noted the
existence of psychogenic amnesia, suggesting that loss of memory for
traumatic incidents may occur. There is no doubt that people forget
things, and no one questions the validity of fugue states in which an
individual loses personal memory but subsequently recalls his
autobiography accurately (see p. 22).

Most people now accept that traumatic events can be forgotten and
then remembered (Fonagy 1999). The consensus view of the British
Psychological Society’s Working Party on Recovered Memories (1995)
and the American Psychological Association’s Working Group on
Investigation of Memories of Childhood Abuse (1995) is that memories
may be recovered from total amnesia, and that such memories may be
essentially accurate, although at times they may be only partially
accurate, and on occasions inaccurate. The difficulty is distinguishing
between these possibilities. The report of the Working Party on
Reported Recovered Memories of Child Sexual Abuse of the Royal
College of Psychiatrists (1997) was more equivocal. It suggested that
there was little evidence for such a view, implying that complete loss of
memory of traumatic sexual abuse was unlikely and that there was little
evidence for repression.

This raises another question, because the controversy is not just about
whether memories can be lost and later return, but whether they are
actively inhibited, keeping them out of consciousness as Freud
originally suggested. Some have argued that the mechanism involved is
ordinary forgetting and that there is no need to posit a special
mechanism such as repression. This seems unlikely since recovered
memories and traumatic memories have characteristics which are not
the same as those things that we passively forget and later remember.
They are often accompanied by extreme emotions, by a reluctance to
discuss them, and by deliberate attempts to forget them to avoid painful
associations. Further, recent data from neurocognitive science have
suggested that there are inhibitory processes in both attention and
memory and that these may be especially marked in certain individuals.
Research in hypnosis has shown that people can temporarily block
access to certain memories and that unconscious memory can influence
present experience and thoughts. Thus, whilst more work is needed,
there is some evidence for the clinical hypothesis of repression and of
its importance in psychological function.
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It has been suggested that memories recovered in therapy may be the
product of inappropriate suggestion. Even if this were the case it does
not account for those memories that are retrieved at other times.
Surveys of practitioners suggest that memories are often recovered
before rather than during therapy, and are the stimulus to seek therapy.
This alone implies that the hypothesized implantation of memories by
misguided practitioners can only account for a small subset of recovered
memories, if any at all. Nevertheless the guidelines produced by the
Royal College of Psychiatrists warn against the use of certain
techniques in therapy, such as literal dream interpretation, body
memories, and memory recovery techniques. None form part of
mainstream psychoanalytic psychotherapy. Indeed the representation of
psychoanalytic therapy as an archaeological dig searching for early
memories is related more to Hollywood than to actual practice.
Returning now to our historical Introduction.

Freud’s discovery of the importance of Oedipal conflicts may have
emerged from his own family situation (Pedder 1987). He was the
favoured eldest of eight children of his father’s second wife, whom he
also had to share with two half-brothers old enough to be his father.
Many ill-informed critics of Freud think mistakenly that his theoretical
development stopped at the point where he emphasized sexuality, which
led, by 1913, to his parting from both Jung and Adler.

Carl Gustav Jung (1875–1961) developed his own school of
analytical psychology which moved away from man’s biological roots
to a study of the manifestation of his psychological nature in myths,
dreams, and culture—in part, products of the Collective Unconscious
and its Archetypes. These are prototypes of figures to be found in many
widely different cultures (Jung 1964). They include the Animus and the
Anima (male and female elements found in members of the opposite
gender), the Shadow (unacknowledged aspects of the Self), and the
Great Mother, the Wise Old Man, and the Hero. He saw treatment as a
process of individuation, the unifying of an individual through
discovering the hidden or undeveloped aspects of his personality.

Born in Switzerland, the son of a country pastor, Jung was an isolated
child; his older brother died before he was born and his sister was nine
years younger. He became very introverted, and for a time experienced
fainting fits which kept him from school. Whereas Freud developed
psychoanalysis from a background and private practice in neurology
which brought him patients with hysterical neuroses, Jung started his
psychiatric career working with psychotic patients in hospital. He was
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struck by the universal symbols (or archetypes) in their delusions and
hallucinations.

After his rupture with Freud, overtly because of disagreement about
the importance of sexuality, but perhaps also over father-son rivalries,
Jung again withdrew into what Ellenberger (1970) calls a ‘creative
illness’, during which he too conducted a self-analysis. But instead of
using free-association, as Freud had done, Jung provoked upsurges of
unconscious imagery by writing down and drawing his dreams and
telling himself stories which he forced himself to prolong. He
subsequently became actively involved with others in developing
analytical psychology, but he had to withdraw periodically to his
lakeside retreat for long periods of replenishment, as though alternating
between the outer and inner worlds. Jung’s concepts of extraversion and
introversion have become part of everyday language. His ideas of
finding a fuller balance in the personality between its different trends
(male and female, thinking and feeling, sensation and intuition), and his
emphasis on creativity and imaginativeness, are of value in all
psychotherapy. Fordham (1978) and Samuels (1985) provide useful
introductions to Jung’s ideas.

Compared with some psychoanalysts, analytical psychologists tend to
view the therapeutic relationship more as a direct encounter between
two individuals. They often sit facing their patients and work less with
transference, although in Britain, Jungian and Freudian analysts have
much in common.

Alfred Adler (1870–1930), in contrast to Jung, moved away from
preoccupation with intrapsychic life, particularly at deeper, unconscious
levels, towards a more social view of man. Born in Vienna, the middle
of three sons, he was acutely aware of sibling rivalry; as with Freud and
Jung, his family experiences contributed to his particular insights
(Pedder 1987). In his view, neurosis originated in attempts to deal with
feelings of inferiority, sometimes based on relative physical handicaps
(‘organ inferiority’), which gave rise to a compensatory drive to power.
Similarly, he saw ‘masculine protest’ in women as a reaction to their
inferior position in society. Adler rejected Freud’s earlier view that
sexual drive (libido) was primary, and that aggression was merely a
response to frustration. He postulated an aggressive drive before Freud
did. Although he formed his own school of individual psychology,
several of his ideas have become incorporated into the practice of many
psychotherapists. These include the ‘inferiority complex’ and the
recognition that ‘striving for power’ may reveal itself by its apparent
opposite, that is, retreat into manipulative weakness. His interest in the
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interaction of the individual with society, and between individuals in
small groups, is taken up again in the section on group psychotherapy
(see pp. 119–38). Adler also influenced the development of the ‘neo-
Freudian’ cultural school (Sullivan, Horney, Fromm, etc.) (see
Figure 10, p. 188) and of Transactional Analysis (Berne). Ansbacher
and Ansbacher (1957) have edited a useful anthology of Adler’s writings.

Yet at the same time as Jung and Adler were leaving the
psychoanalytic movement, Freud’s ideas were also changing and
developing. By the time he wrote ‘Mourning and melancholia’ (Freud
1917), he was concerned less with instinctual drives as such, and more
with internalized relationships with the people towards whom
affectionate and hostile feelings are directed. He had recognized, for
example, that depression could result from the loss, by death or
otherwise, of a valued person or ideal (p. 19). Hostile feelings provoked
by the pain of loss may then be turned on to the self through the
internalized image of the lost person, with whom the sufferer identifies.
Clinically this is seen when a bereaved person, perhaps at an
anniversary, develops the symptoms suffered by the deceased. These
ideas led to Freud’s (1923) final formulation of the personality structure
into Ego, Super-Ego and Id (p. 44).

Since then, two important developments in psychoanalysis could be
said to have emphasized, respectively, the Ego and the Id. Ego
psychology has concentrated on studying the ways in which the Ego
organizes itself, adapts to both external and internal reality and deploys
instinctual drives (Hartmann 1939). Anna Freud (1936) delineated many
of the mechanisms by which the Ego defends itself from anxiety and
psychic pain (p. 21). However, even in severe neurosis, many Ego
functions may be conflict-free; for example, someone may be
functioning perfectly well at work, though handicapped in his personal
life. The early development of Ego functions (p. 36), as the infant
becomes more aware of his boundaries and of the difference between
me and not-me, has been studied by direct infant observation, notably
by Mahler et al. (1975) and Stern (1985). In recent years Ego
psychology has tended to move away from abstract disputation about
types of psychic energy, to interest in the development of internal
representations of the self in relation to others (Jacobson 1964), both in
health and in severe character problems (Kernberg 1975). This
development has brought Ego psychology closer to object-relations
theory (p. 31).

Melanie Klein (1882–1960) may be said to have furthered ‘Id
psychology’. Born in Vienna, she came to Britain from Berlin in 1926
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at the invitation of Ernest Jones, who had founded the British
Psychoanalytical Society in 1919 (Grosskurth 1985). Like Anna Freud,
she was a pioneer of child analysis and its use of play as a means of
communicating with the child’s fantasies and conflicts. In this way she
analysed children as young as 2 years of age (Klein 1932). She became
aware of their powerful, unconscious fantasy life, which she viewed as
springing directly from instinctual drives. She thought that children
have innate knowledge of sexuality and are innately aggressive, so
developing Freud’s controversial idea of a’death instinct’. Through her
work with young children, Melanie Klein came to realize the early
importance of the mother, so complementing Freud’s greater emphasis
on the role of father; it is perhaps no coincidence that Freud was a man
and Klein a woman. In her view, Oedipal conflicts, or their precursors,
begin much earlier than in the classical view of the Oedipus complex
(p. 40).

Klein especially emphasized primitive mental mechanisms such as
introjection, projection, and splitting. In the earliest months, before the
infant has clearly recognized the difference between fantasy and reality,
between what is inside and outside itself, the death instinct, according to
Klein, leads to feelings of destructive rage even without experiences of
frustration, and images of a bad mother are split off and projected
outside. The good feelings and images are introjected and kept inside,
but threatened by the return of the projected ‘persecutory’ mother—the
so-called paranoid-schizoid position. As the child learns that it is the
same mother who both gratifies and frustrates, it has to cope with
ambivalence, that is, loving and hating the same person. This more
mature depressive position allows for the co-existence of love and hate,
and thus promotes concern for the other, and a wish to make amends
and repair any damage the child imagines it has caused. Inadequately
worked through, the depressive position can lead to unreasonable fears
in later life that any hatred will damage or destroy a loved person. This
is a way of viewing the clinical experience that death of a parent or
sibling in childhood can result in the harbouring of deep feelings of
guilt in later life (Pedder 1982). Kleinian analysts, in concentrating on
primitive mental functions and fantasies, pay less attention to the real
experiences of the developing child than do other psychoanalysts, and
consider that an experience of bad mothering can be attributed to
projected images of a bad mother created by the child (Segal 1964).

There has been a continuing to-and-fro debate within psychoanalytic
circles as to whether externally imposed or internally imagined
experiences are more important in development. Sigmund Freud had at
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first thought that the prime causes of neurosis were trauma and
seduction but, when he realized that these may have been imagined, he
considered inner psychic reality to be the more important. Recent
awareness of the extent of child abuse (see p. 98) has led to a revision
of this view; we consider internal and external realities of equal
importance, and as interacting. Later on, in his structural theory, Freud
(1923) re-emphasized the part played by external figures as they
became internalized in the Super-ego. ‘The superego enshrines the fact
of personal object relations’ (Guntrip 1971:28).

The Kleinians have given overriding importance to the role of internal
fantasy, to the relative neglect of external reality. It was partly as a
reaction to this that Bowlby (1952, 1969, 1973, 1980) set out to
investigate the effects of one very obvious trauma, that of maternal
separation (p. 11), and Winnicott (1965) began to explore the
importance of maternal provision and the ‘facilitating environment’.
Object-relations theory views the development of personality as
inextricably linked with the internalized early relationships and the
feelings associated with them, both good and bad. This schism between
internal and external influences on development has polarized
psychodynamic practitioners, but there is increasing recognition that it
is the interaction of the two that is important and that one does not have
primacy over the other. It is through the work of Bowlby on attachment
and Winnicott on the psychological interplay between mother and baby
that this balance has come about.

Bowlby was careful to distinguish between scientific and theoretical
aspects of psychoanalysis (Holmes 1993). His main concern was to
place object-relations theory on a scientific footing through ethology—
the scientific study of animal behaviour. To do so he became more
concerned with the effect of the external object on the individual than
with the influence of the individual on the object. Rather than
considering how a child’s inner world shapes his internal perception of
the object and thereby governs his responses and experiences, Bowlby
considered how the individual’s personality was moulded by the
inadequacies, absences, and losses of important care-givers. He
formulated a theory of development based on attachment (see p. 31). In
essence, attachment theory is a theory of proximity and separation:
when I am close to my protector or loved one I feel safe; when I am
away from home I may feel sad, anxious, and lonely. It is both a theory
of behaviour and of feeling. To feel close is to feel attached, but to be
close is not necessarily to be securely attached. Attachment may be
secure and insecure. Secure attachment allows an individual to miss
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someone and to be sure of her return. Insecure attachment leads to
anxiety, to fear of rejection, and to vigilance. Such feelings may lead to
proximity-seeking behaviour suggestive of a simultaneous wish to be
close and a desire to punish the attachment figure who is experienced as
failing an internal need. This is known as ambivalent insecurity.
Attachment proper begins around 6 months and follows a period of
development during which an internal world is built up through maternal
responsiveness—the smile of the baby evokes a smile in mother which
makes the baby smile and chortle, and so on. Patterns develop between
external and internal worlds giving the baby a sense of agency. This is
Winnicott’s holding environment. But at around 6 months the baby
shows stranger anxiety often quietening in the presence of someone
unknown. As locomotion increases Bowlby suggests that attachment
develops according to ‘set-goals’, namely to remain close enough to
mother to ensure anxiety is kept within controllable bounds. Mother
becomes a secure base from which to explore the world. Too much
distance from mother leads to protest or to signalling of danger and
demand for protection. A reciprocal relationship, gradually internalized
as an ‘internal working model’, is built up, showing increasing
complexity with ‘feed-back’ loops between mother and baby which
allow appropriate exploration and discovery whilst offering security. In
contrast, an over-anxious mother can inhibit appropriate exploration and
risk suffocating the baby; a neglectful care-giver may fail to give a
secure base and allow dangerous exploration leading to overwhelming
anxiety. A balanced, reciprocal relationship is necessary for secure
attachment. Under these circumstances Bowlby suggests that the child
develops an internal working model of others as reliable, understanding,
responsive, and loving, and of himself as lovable and important. This
forms the basis of later relationships.

Donald Winnicott (1896–1971), who came ‘through paediatrics to
psychoanalysis’, as the title of his collected papers reminds us (Winnicott
1975), was working at the same time as Bowlby. His focus was
especially on the early mother-infant relationship. He developed his
concept of the ‘good enough mother’ (Winnicott 1965) and the
necessity for a degree of ‘maternal preoccupation’ for an infant to
thrive. As Winnicott (1975:99) has said, ‘There is no such thing as a
baby’, always ‘a nursing couple’. Without mothering, a child perishes.
Mother is needed not only to satisfy and look after his physical needs,
but also to sense his emotional needs, to share his feelings with him and
to modify them through her greater awareness of reality. She can feel
anxious without feeling overwhelmed and helpless. Ideally, mother will
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at first encourage her infant’s illusions of omnipotence, but later provide
for ‘gradual disillusionment’. Later in development, mother’s presence
is still needed to provide a sense of safety and space in which the child
can play and be creatively himself—a role paralleled by that of the
analyst in psychotherapy. Winnicott recognized that both fact and
fantasy influence our development. It is the interplay between external
and internal reality which psychoanalysis and its derivatives are
uniquely able to investigate.

Winnicott was especially interested in the interplay between mother
and infant in the first years of life. He introduced the terms ‘transitional
objects’ and ‘transitional phenomena’ for designation of the
intermediate area of experience, ‘between the thumb and the teddy bear,
between the oral eroticism and the true object-relationship’ (Winnicott
1971:2), between dependence and separation. Transitional phenomena
ease separation anxiety by representing both the self and the mother.
Through the use of transitional phenomena greater exploration from an
attachment figure becomes possible. Winnicott repeatedly asks for the
paradox of the transitional object to be respected. We must never ask,
‘did you conceive of this or was it presented to you from without?’ (ibid.:
12). The transitional object is a joint creation of infant and mother;
successful therapy is a joint creation of patient and therapist.
‘Psychotherapy takes place in the overlap of two areas of playing, that of
the patient and that of the therapist’ (ibid.: 38). Together they create a
space and a shared language in which the patient comes to understand
himself anew, much as an infant first discovers the world and learns to
speak through mother.

We experience life in the area of transitional phenomena, in the
exciting interweave of subjectivity and objective observation, and
in an area that is intermediate between the inner reality of the
individual and the shared reality of the world that is external to
individuals.

(ibid.: 64)

In America, Self Psychology, or self-object theory has in the last twenty
years emphasized the role for the developing self of mirroring and
idealizing others. These function as ‘self-objects’—fused aspects of the
self—which provide a sufficient sense of ‘infantile grandiosity’, and the
power to pursue ambitions and aspirations. They are needed to
withstand the inevitable blows to the infant’s narcissistic vulnerability,
which, when severe, can lead to narcissistic rage and loss of cohesion.
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Optimal disappointments, however, give rise to ‘transmuting
internalizations’ and thus an adequately resilient self-esteem—reflecting
Winnicott’s view of mother’s role in allowing gradual disillusionment of
infantile omnipotence.

Although these ideas initiated by the Chicago psychoanalyst Heinz
Kohut have been developed within a psychoanalytic context,
particularly in North America (Kohut 1971, Wolf 1994), not all
psychoanalysts accept their technical prioritizing of empathy and their
side-stepping or transcending of classical drive and conflict theory
(Kohut 1979). The role of self-objects extends beyond infancy, to peer
relationships and group life. They can be used to understand the self-
transforming effect of short-term treatments and the therapeutic effect
of a single consultation, or so-called transference cures.

All of these divergent developments have led to an ‘elasticity’
(Sandler 1983) of psychoanalytic concepts and a suggestion that there is
not just one psychoanalysis and psychoanalytic psychotherapy but
many. However, a number of contemporary themes can be discerned.
There has been a greater appreciation of the uniqueness of each patient-
therapist relationship and of how analysis takes place in a ‘bi-personal
field’ to which both sides of the partnership contribute (Little 1951,
Langs 1979b, Klauber 1981). Therapists are not dummy targets for
patients’ preformed transference reactions; their emotional and
intellectual responsiveness to their patients’ needs must vary, and their
own personalities inevitably obtrude, for good or ill. The increasing
recognition of the importance of countertransference as a therapeutic
tool (see pp. 58–62) is part of this trend. Deepening appreciation of what
the psychoanalyst himself provides parallels understanding of maternal
provision in the very earliest, pre-verbal, stages of infant development.
In turn, these changes reflect the increase in the proportion of patients
coming for psychoanalytic help, not with simpler neurotic problems
stemming from later Oedipal stages, but with personality and character
problems rooted in these earliest stages of development. They may be
very unstable ‘borderline personalities’, easily tipped over the boundary
into fragmentation and psychosis (Jackson and Tarnopolsky 1990), or
‘narcissistic personalities’, precariously and rigidly guarding a very
vulnerable self-esteem (Kernberg 1975). Such people have suffered
failures in the earliest stages of the parent-infant relationship. Balint has
used a geological metaphor to describe such a failure of fit between
mother and infant as leading to a Basic Fault—the consequence of a
‘considerable discrepancy in the early formative phases of the
individual between his biopsychological needs and the material and
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psychological care, attention, and affection available during the relevant
times’ (Balint 1968: 22). In consequence, analyses now usually last
much longer than when Freud started.

Recent developments have also led to a further move away from early
psychoanalytic views of seeing the task of therapy as ‘removing the
amnesias’ (Freud 1896) or aiding the return of repressed memories.
Psychoanalysis is more concerned with splits in the mind, with
deepened awareness of the present, rather than an excavation and
reconstruction of the past, and with capacity to reflect on the self instead
of intellectually-based insight. Parts of the self are considered to be
isolated from each other or projected into the external world, leaving the
sufferer impoverished, grandiose, or even manic. Therapy becomes a
process through which lost parts of the self are returned (Steiner 1993).
Interestingly this aspect has been taken up in cognitive therapy for
psychosis in which hallucinations are seen as parts of the self, which
can be controlled and tamed (Kuipers et al. 1997). In psychoanalytic
therapy whole states of mind come under scrutiny. The patient is helped
to identify different states of mind through an understanding of the
process of transference and countertransference and so is less controlled
by them.

Reconstruction of the past no longer forms a central core of clinical
work. Emphasis is on thoughts, feelings, fantasies, assumptions, and
impulses in the here-and-now and how they dominate an individual’s
responses. The relationship between patient and therapist is an
actualization of an unconscious wishful phantasy in which the therapist
is pushed to play a specific role and to give particular responses. A
‘role-responsiveness’ (Sandler 1976) on the part of the analyst therefore
becomes a necessary aspect of therapy. Childhood memories become a
metaphor through which present responses are observed in detail and
are not assumed to be direct representations of the past. Reflection on
the present and its continuity with the past becomes central in a struggle
to make coherent sense of oneself throughout development. Fonagy et
al. (1995) coined the term ‘reflective self-function’ (RSF) to
encapsulate the ability to think about one’s biography. Securely attached
individuals talk coherently about themselves and their past relationships.
In contrast, insecure individuals may be preoccupied and their
narratives are incoherent. They appear entangled in their past
experiences. Alternatively they are dismissive of their past, have few
memories, and show restricted emotional responses in talking about
their intimate lives. Therapy becomes a process through which self-
awareness is fostered, feelings are identified, and reflection is
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encouraged—an attempt to help the patient move from an insecure
attachment to a more secure position.

These developments in psychoanalysis threaten to widen the gap
between longer-term psychoanalytic therapy, in which the goals are
extensive, and brief therapies, in which they are more limited. Yet there
remains considerable overlap. Role-responsiveness, for example, has
been operationalized in Ryle’s (1995) cognitive-analytic therapy (CAT)
(see p. 170). Reciprocal role procedures identified in CAT are core self-
concepts (for example, I am worthless) which invoke complementary
responses in others, which in turn reinforce the original self-concept. This
perpetuates splits within the individual that are particularly likely to
occur in intimate relationships and may be repeated within the
therapeutic relationship. One task of therapy is to identify the main
reciprocal role procedures and even to present them in diagrams. In this
way CAT tries actively to grasp the unconscious functions of the
individual rather than seeing them as being represented through
derivatives as in psychoanalysis.

CAT continues efforts begun by Freud’s disciple Ferenczi (1926) to
speed up the process of analysis and to make it more widely available.
Ferenczi’s experiments with active techniques and relaxation, with the
analyst adopting definite roles and attitudes, were forerunners of many
present-day therapies but are not accepted as part of psychoanalysis,
which continues to see the unconscious as resisting direct intervention.
But Freud anticipated that ‘the large scale application of our therapy
will compel us to alloy the pure gold of analysis freely with the copper
of direct suggestion’; he went on, ‘whatever form this psychotherapy
for the people may take, whatever the elements out of which it is
compounded, its most effective and most important ingredients will
assuredly remain those borrowed from strict and untendentious
psychoanalysis’ (Freud 1919:168). This is true of analytic
psychotherapy, which, as we have already emphasized, shares common
ground with psychoanalysis. Psychoanalytic concepts and techniques
can be applied to psychotherapy conducted in other than the classical
psychoanalytical way. This does not mean reverting to pre-analytic
common-sense, to suggestion, or the mere dispensing of encouragement
and advice. For example, it is possible to use knowledge of unconscious
motives and transference without necessarily entering into detailed
elucidation of the whole of a patient’s present and past, or to bring
psychodynamic understanding to bear on the management of cases
where psychotherapy is not appropriate. Moreover, methods have been
developed (for example, Malan 1963, 1979, Sifneos 1972, 1987, Mann
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1973, Davanloo 1978) to limit the extent of exploration by focusing on
key problems or conflicts in brief dynamic therapy.

Brief dynamic psychotherapy

Patients often receive brief psychotherapy as a crisis intervention,
particularly when there is severe personal distress of recent onset arising
from an obvious precipitant such as a death, and when the individual
has adequate social and family networks. This is particularly so in the
NHS where psychotherapy departments are overwhelmed with referrals
and only limited resources are available.

General indications for brief therapy include a clearly defined focus,
adequate motivation and limited goals. A more negative indication is
the likelihood of reacting to long-term treatment by developing severe
regression or a transference psychosis. General contra-indications
include psychotic illness, extreme self-destructive behaviour, severe
personality disorder, and drug misuse. Specific indications for brief
dynamic therapy include:

1 A problem understandable as related to a focal intrapsychic conflict
to do with separation, Oedipal issues, narcissistic injury, or
uncomplicated post-traumatic disorder such as grief.

2 A clear goal of treatment usually related to circumscribed character
change and symptom relief.

3 A capacity to develop a therapeutic alliance is important.

This may be indicated by:

i At least one significant early relationship.
ii The patient quickly and flexibly relates to the assessor and can

freely express feelings.
iii The two can agree on a focal conflict, which becomes clearer as

they explore it, the patient responding to interpretations about it.
iv The patient is motivated to understand and change, and to make

sacrifices for it.
v The patient can experience, tolerate, and discuss painful feelings.

vi The patient has relatively high ego-strength and verbal intelligence.
vii The patient shows capacity for self-scrutiny. (Clarkin and Frances

1982)
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The boundaries of brief dynamic therapy are no different from long-term
therapy. A contract is made between patient and therapist, the number
of treatment sessions identified, and a time and setting agreed. Some
flexibility may be built into the contract to take into account
unavoidably missed sessions. In the initial sessions the focus
adumbrated during the assessment is explored and revised if necessary.
Of particular importance is the development of a positive therapeutic
alliance, which is dependent on both patient and therapist. This is
discussed in more detail on p. 51. The therapist needs to be more active
in brief dynamic therapy than in longer-term therapy, always keeping in
mind the focal conflict and returning to it throughout treatment. The aim
of interventions is to elucidate the focal conflict in relation to the present
and the past. A wide range of material is linked to the dynamic focus
through selective attention and selective neglect (Balint et al. 1972).
Elicited affect is seen within an interpersonal context and related to
therapy in transference interpretation. Some proponents of brief
dynamic therapy advocate confrontation of defences. Davanloo is
relentless in his challenge of defences, and Sifneos suggests that
successful challenge releases affects and memories allowing further
exploration. Whatever the merits of such challenges, there is no doubt
that they must be made sensitively and empathically if they are to lessen
overall defensiveness rather than stimulate a paranoid reaction. Defence
should be interpreted with respect for the underlying anxiety and
impulse. The time available has to be kept in mind throughout, and final
sessions focus on ending treatment and the experience of loss. This is
essential in all short-term treatment and especially important if the
patient presents with unresolved grief. The aim is to help the patient
review the positive and negative aspects of treatment, to identify areas of
continuing vulnerability and find new ways of coping with them, to
lessen dependency, and to promote autonomy and responsibility.

Clinical descriptions of brief dynamic therapy are plentiful and recent
reports of outcome of treatment are encouraging (Molnos 1995). Crits-
Christoph (1992), in a meta-analysis of brief dynamic psychotherapy,
suggested that it demonstrated large effects relative to waiting-list
conditions but only slight superiority to non-psychiatric treatments such
as self-help groups and placebo and clinical management. Its effects
were about equal to those of other psychotherapies and medication.
Anderson and Lambert (1995), in a further meta-analysis, found no
evidence that brief dynamic therapy is superior or inferior to other
forms of treatment at post-treatment. But there was slight superiority at
follow-up. Winston et al. (1994) found that brief dynamic therapy was
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effective for patients with certain types of personality disorder, with
similar efficacy to brief adaptational therapy based on cognitive
techniques (see section on outcome, pp. 200–18).

As in all therapies, good outcome of treatment may not be for reasons
supposed either by the therapist or by the theory. There is conflicting
evidence for outcome of brief dynamic therapy being related to
transference interpretation itself in the same way as outcome in cognitive
treatments does not correlate in a simple way to cognitive interventions
themselves. Marziali (1984) found a positive association between a
favourable outcome and the frequency with which therapist
interpretations referred to emotions experienced in the transference
relationship. However Piper et al. (1991) found an inverse relationship
between the proportion of transference interpretations and favourable
outcome in patients with relatively good psychological function. This
may be because of a negative effect of inaccurate transference
interpretation or because transference interpretation increases as therapy
fails. In general it is important that interpretation is accurate and in
context, since progress may depend on affective responsiveness of the
patient to the therapist interventions (McCullough 1991). Affective
responsiveness is heightened in transference interpretation.

Following brief psychotherapy some patients later enter longer-term
treatment if their problems are more extensive than they at first thought
or if they wish to explore them in more depth. It is to this process that we
now turn.

The setting

The generalization that the setting for dynamic psychotherapy is the
relationship with the therapist (p. 51) is especially true in
psychoanalysis and analytic psychotherapy. Conditions are provided
which foster a deepening concentration by both patient and therapist on
their developing relationship.

For a patient to move safely to the deeper levels of therapy, the
therapist has to pay careful attention to the reliability of the conditions
he provides. While this is true at all levels of psychotherapy, here it is
especially important. Great effort is made to ensure that the room is
reasonably free from interruptions and intrusive noise. It is preferably
furnished with a couch and comfortable chairs of comparable height,
emphasizing the equality of the conversational exchange which,
although asymmetrical with respect to what is talked about (Hobson
1974), is mutual as regards genuineness of feeling. While the same room
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should be used for each session, even more important is the reliability
of time, duration, and frequency of sessions. The time and place become
part of the containing environment offered by the therapist, which,
together with his sensitivity to their importance, help foster trust in the
patient, who comes to see them as his own, and begins to use them as he
needs.

Although therapists have to find their own way of working
comfortably, a doctor, when beginning to work in a more
psychotherapeutic way, may have to give up his more traditional
models of sitting behind a desk and writing notes, or at least consider
why he needs to retain them and the effect of doing so on the patient
and his communications.

It will be remembered that Freud’s psychological discoveries arose
from his work as a neurologist (p. 7). He first used hypnosis to dispel
symptoms by suggestion, but later used this method to assist exploration
of the origin and meaning of such symptoms and to facilitate catharsis of
the associated emotional disturbance. He soon gave this up because of
the difficulty of hypnotizing some patients, and his fear that the findings
could be attributed to suggestion. Instead, for a while, he urged his
patients to recall disturbing memories, often with his hand on their
forehead, but this in turn he relinquished as he developed the technique
of free-association (Jones 1953:265). Patients were encouraged to
report whatever came into their mind, however trivial, irrational, or
disturbing it might seem; this became known as the ‘basic rule’ of
psychoanalysis. The emergence of this method of exploring the
patient’s experiences marked the beginning of psychoanalytic technique.

The couch, used by Freud for neurological examination and then for
the induction of hypnosis, was retained to help patients with free-
association. Many psychoanalysts give patients the freedom to choose
whether or not they use the couch. Lying down comfortably, free from
intrusion of external sights and sounds, including those of the analyst
who sits behind him, the patient is enabled to attend increasingly to
internal experiences; thoughts, feelings, and fantasies become available
to be reported directly, or evaded. Sometimes, particularly in the early
stages of analysis, a patient may be reluctant to use the couch. He may
fear loss of control, or see it as seductive or humiliating, in which case,
until the fear is understood and worked through, patient and analyst may
use chairs, preferably set at an angle so that they can choose whether or
not to look at each other. In less intensive or in briefer forms of analytic
psychotherapy it is common to use chairs throughout.
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Classically, psychoanalysis involves sessions of fifty minutes’
duration four or five times a week, often for several years. The
frequency and regularity of sessions contribute to the intensity of
therapy, and therefore increase both the patient’s ability to enter more
fully into his inner experiences, and his sense of security in facing those
experiences that involve a lot of anxiety and pain. This provides time
for the unfolding and exploration of the whole person and his
psychopathology. The unhurried pace of psychoanalysis fosters
regression, transference of feelings towards the analyst, and the
evocation of childhood memories. These become manifest within the
patient-analyst relationship and thus available for mutual experience and
exploration. The frequency of sessions, interrupted by the inevitable
weekends and holiday breaks, allows for re-experiencing of the
vicissitudes of attachment and separation, and recognition of their
contribution to the genesis of patients’ problems (Bowlby 1977).

Patient’s role

There are a number of factors to be considered if a patient is to get the
most out of psychoanalysis or analytic psychotherapy. First, the patient
needs to have some recognition that the source of his problems is at least
partially within himself. Second, he must consider that a fuller
understanding of himself and his relationships can facilitate their
solution. Third, he needs to be able to question what he has taken for
granted and, where appropriate, change his attitudes and behaviour.

With motivation to understand and change, if only in embryo, the
patient joins in a therapeutic or working alliance (p. 51) with the
therapist, in which he undertakes to follow the basic rule (p. 113), or at
least gradually to try and overcome the resistance to communicate more
openly and spontaneously. The patient gives the joint search for
understanding priority even over the relief of symptoms and the
avoidance of emotional discomfort. He attempts to talk about his
feelings and fantasies as they emerge, and not to dismiss them or act
them out, whether inside or outside therapy; for example, if angry with
the therapist, the patient is encouraged to say so rather than express it by
coming late for a session or driving recklessly.

Through increasing awareness of the different levels of his
experience of himself and others, and aided by the therapist’s
interpretations and comments, the patient comes to appreciate the
continuing influence of the past in the present, of unconscious wishes
and fears, and of maladaptive defences against them. He develops his
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capacity to differentiate between the objective and subjective aspects of
the therapeutic relationship—between how it is and how it seems to be.
Beyond this, he needs to integrate what he discovers, to test out new
ways of viewing himself and others, and fresh methods of dealing with
threats and opportunities, both within the therapeutic relationship and
outside it.

Analytic psychotherapy, especially when of short duration, requires
all these capacities of the patient, but also an ability to work hard in
therapy, to think about it between sessions, and to tolerate the anxiety
and frustration that can arise from waiting for up to a week between
sessions. The patient needs the capacity for selfresponsibility, self-
appraisal, and persistence (Rayner and Hahn 1964).

Therapist’s role

The first responsibility of the therapist is to create and maintain the
therapeutic setting. Whilst this is true in all forms of psychotherapy, it is
particularly so in those which allow for regression. If the patient is to be
enabled to relinquish his more adult and defensive ways of experiencing
himself and the therapist, the latter must be very sensitive to the effect of
the environment he provides. He must consider the impact of weekends,
breaks for holidays or sickness, unexpected change of room or time, or
the consequences of the patient’s seeing the therapist or another of his
patients outside the consulting room.

Freud (1912) described the therapist’s attitude as one of ‘evenly
suspended attention’, tuning in equally to the manifest and latent
meanings of what the patient is saying, or has said in the past. He
follows the flow of free-associations, noting resistance and evasion as
well as the ideas and feelings conveyed by what the patient says, and
the way he talks, moves, and holds himself on the couch, in the chair, or
at the door. He is open to his own associations, fantasies, and feelings as
well as to the patient’s, monitoring them to ascertain whether they are
likely to be springing from his own preoccupations or those of the
patient. His preparedness to respond to the roles the latter draws him
into has been called ‘free-floating responsiveness’ (Sandler 1976), a
parallel to free-floating attention.

In contrast with the patient, who is free to say whatever comes into
his mind, the therapist’s interventions are aimed at furthering
recognition and understanding of what has previously been avoided;
these interventions may include confrontation, clarification, and
interpretation (Greenson 1967), already defined on p. 74. He should
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intervene mainly if the patient is blocked and not just to assert his own
presence or to satisfy his wish to help or be clever. Choice, timing, and
form of intervention can be crucial. An interpretation often puts into
words something the patient has been aware of himself, however dimly
or fleetingly. Sometimes it is best to delay an interpretation to enable
the patient to arrive at it himself. As Winnicott (1971:117) said,
‘Psychotherapy is not making clever and apt interpretations; by and large
it is a long-term giving the patient back what the patient brings.’ Just as
the therapist should offer his interpretations with discrimination, so must
he tolerate and use the countertransference feelings evoked rather than
discharge them automatically (Heimann 1950). While it is the patient’s
privilege to discharge feelings, the therapist’s responsibility is to contain
and make use of his countertransference feelings.

Thus, the passivity of the therapist is more apparent than real. It
provides the opportunity for the patient to experience the therapist in
transference terms, as though he were a figure in his internal world seen
in a ‘mirror’ (Freud 1912); and it gives the analyst the freedom to
maintain free-floating attention, to listen with his ‘third ear’. It enables
him to retain a capacity for contemplation and detachment while at the
same time remaining intuitively receptive. By letting himself be drawn
into the patient’s experience and then reflecting on it, he helps the
patient to understand and modify his ‘assumptive world’ (Frank 1961).

Therapeutic processes

Both psychoanalysis and analytic psychotherapy aim at the attainment
by the individual of a fuller and more conflict-free experience of
himself and his relationships, by deepening and extending his contact
with alienated parts of himself, and so furthering his individual
development (see Understanding and integration, pp. 78– 82). Both
forms of therapy involve a mutual exploration of the patient’s problems
within the developing relationship with the therapist. Ideally, in
psychoanalysis, there is time to explore all problems at all levels of
personality development; in analytic psychotherapy, aims are more
modest, and are usually restricted to the resolution of certain key
problems and conflicts, freedom from which would then permit normal
development to proceed.

Transference phenomena are encouraged and explored as the
patient’s conflicts become built into his relationship with the therapist.
This transference neurosis is a re-creation in the present of the neurotic
distortions springing from the patient’s past disturbed family
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relationships. Repetition in the transference enables its vividness to be
mutually experienced and examined by patient and therapist. This is the
arena of what Alexander (1957) called the ‘corrective emotional
experience’. Intense transference feelings are experienced in which the
past is alive, but the fact that the therapist does not respond as parents
originally did, in reality or in fantasy—for example, with rejection,
punishment, or intrusion—provides a corrective emotional experience.
Another way of looking at this aspect of therapy is to liken it to ‘re-
parenting’. The recognition and correction of transference distortions, as
their nature and origin are discerned, deepen understanding and the
patient’s mastery of himself.

A man in his thirties was referred because of family difficulties,
which had resulted in his wife feeling neglected and his young son
being scared of him. His careful politeness seemed to conceal a
powerful and rebellious competitiveness. It emerged that he had
been an assertive and aggressive child until, at the age of 8, he
was sent to a convent boarding school across the road from where
his parents and younger sister still lived. Fearing that he had been
punished for his aggression, he became scared of physical
violence, fearful of monsters in the dark, and started to wet his
bed. His intense ambivalence towards his authoritarian and
repressive father—wanting his acceptance but fearing his criticism
and rejection—continued from childhood into his adult
relationship with employers and, in due course, was expressed in
reverse with his own son.

During psychotherapy these conflicts came into focus in the
transference. In the session before a holiday break he started
covertly to attack the therapist by quoting his sister’s view that
psychiatrists do nothing to prevent cruelty in the world, such as
the large-scale massacres in a far-off country being at that time
reported in the newspapers. Then, in scarcely concealed revenge at
the therapist for leaving him, he announced defiantly that today he
himself was going on a trip with a girl-friend. He stopped talking
and waited. After a few minutes he began to laugh with relief;
later he said he had felt intoxicated, with heart pounding, so
fearful had he been that, like his father, the therapist would attack
him for his defiance.

His previously distorted perception of people in the outer world,
including the therapist, came home dramatically to him in this
session. It played a part in gradually changing his relationship
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with his employers, and enabling him to give to his wife and son
the interest he had previously withheld in revenge. His
relationships were no longer so dominated by unconscious rage
and guilt, as he began to modify his internal Super-ego and his
projected images of a harsh and punishing father.

Strachey (1934) is often thought to have held the view that ultimately the
only helpful or mutative interpretations are those aimed at transference
distortions in order to modify a patient’s over-strict Super-ego. This
view of the analyst would now be regarded as unnecessarily restrictive;
perhaps more often, especially in regressive states, he functions as an
auxiliary Ego. But most psychotherapists would agree with Strachey’s
assertion that the greatest therapeutic effect takes place when the
transference comes alive in the ‘here and now’ of therapy, as in the case
described above. Psychoanalysis and analytic psychotherapy do not
dwell on the past for its own sake; they are concerned to reveal its
continuing effects, so that patients can free themselves from those that
distort or restrict life in the present and future. All forms of analytic
therapy aim at the resolution of conflicts by coming to face them and
understand their roots in unreasonable fears, often arising in earlier life.
The gradual overcoming of resistance to fuller acknowledgement and
deeper understanding is what Freud meant by the analytic aim of
making the unconscious conscious. ‘Where id was, there ego shall be’
(Freud 1933).

These forms of therapy allow, and even encourage, regression: the re-
living and discovery in therapy of earlier experiences, and of more
childlike and irrational modes of thinking and feeling. Recognizing the
child in the adult allows a greater awareness of impulses and fantasies,
dreams and day-dreams. The purpose of regression is to regain contact
with parts of oneself which have manifested themselves only indirectly,
as a symptom, inhibition, or sense of being incomplete or false; and to
re-experience some critical period of development in the more
favourable setting of the therapeutic relationship. As this happens, a
tentative reconstruction is made possible of early events and
relationships in the individual’s life. ‘Therapy in analysis results…from
a…re-evaluation and reconstruction of the meanings of one’s past,
present and future in the crucible of transference’ (Gill 1977:589).

The patient can begin to master conflicts and traumas as he comes to
place them in historical perspective, and to understand his own part in
unnecessarily perpetuating them. This usually requires working through
—that is, the repeated experiencing and resolving of them in different
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ways and at different times during therapy—until understanding and
mastery are complete enough. The future can then be seen as a time of
challenge and change, instead of only an extension of an imprisoning
past. We return to the past in order to gather strength for a ‘new
beginning’ (Balint 1965). There is a new chance for the patient to re-
evaluate himself, his relationships, and his family of origin—
understanding often allows forgiveness to mitigate blame—and to
approach relationships outside in a more flexible and understanding
way.

Return to the past is not an end in itself. Of particular importance to
dynamic therapists is not whether memories are recovered during
therapy but whether the recovery of memory during therapy has a
therapeutic effect. Most therapists are aware that memories, traumatic
or not, may be recovered in treatment but that there remains uncertainty
that the ‘return of the repressed’ is itself therapeutic. Freud originally
argued that undoing of repression and recovering memory into
consciousness were major goals of therapy. This view has been
elaborated and modified over the years but many therapists believe that
it is part of the therapeutic action of treatment. Fonagy has
controversially suggested that there is no evidence for it (Fonagy 1999).
He believes that remembering past events is an epiphenomenon, which
occurs as a result of exploring the patient’s mental models of
relationships within the transference. It is the latter that is therapeutic.
Memory is the channel through which the nature of internal object
relationships is explored, and whether it is an accurate or inaccurate
account of earlier events is not of absolute importance. Of course both a
patient’s and a therapist’s experience of therapy may be that the
recovery of memories has been therapeutic, but this is not the same as it
being the therapeutic ingredient itself. In essence there is an argument
about whether therapeutic action takes place within the
autobiographical memory of patients, or whether the work within the
implicit memory system is of equal or greater significance. This may
seem to be primarily of academic importance, but if it is the case that
therapeutic action takes place within implicit memory, through
transference exploration of object relationships, then the debate about
repression and recovery of traumatic memories is defused as far as
psychodynamic therapy is concerned. They no longer form a crucial
aspect of treatment.
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GROUP PSYCHOTHERAPY

People have always lived in social and family groups. Individuals
influence groups and, even more so, groups influence the individuals
who constitute them. The understanding of this mutual influence calls
for ‘outsight’ as well as ‘insight’, a recognition of our existence in
interacting systems. As described in Part I (p. 49), systemic thinking has
been given clarity by general systems theory. 

Individual psychoanalysis concentrates on the individual and his
‘inner world’. Group analysis and group psychotherapy (along with
family, couple, and social therapy) view this inner world as composed
of and profoundly affected by relationships with others, families,
societies, and cultural patterns. The dynamic interplay is usually
complex and in a state of flux (Burkitt 1991, Elliott and Frosh 1995).
The validity of the apparent dichotomy between inner and outer worlds,
an artefact of the Enlightenment, has long been questioned (Elias 1991,
Diamond 1996).

In 1819 Goethe urged:

In exploring nature always look at each thing
and the whole;
Nothing is inside and nothing outside,
for what is within is without.
Hurry then to grasp this holy open secret,
Rejoice in the true illusion, in the earnest game,
No living being is a single thing, it is always a many

(Quoted by Smart 1993, p. 64)

The development of object-relations theory in psychoanalysis has
helped us to understand the distorting effects that internalized early
family relationships can have on current adult relationships (Brown and
Zinkin 1994). We now recognize the often unconscious effects on
families of transgenerational and transpersonal influences, including
social prejudice, upheaval, and trauma, in previous generations as well
as the present (Wardi 1992, Dalal 1998). Also, transcultural issues, the
consequences of migration, and social change, are arousing increasing
interest (Kareem and Littlewood 1992, Le Roy 1994, Adams 1996).

Groups are able to provide powerful support and encouragement, as
well as a vivid setting in which problems based on such distorting
effects can be explored and treated. That is, groups can be used at both
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the outer supportive levels and the deeper exploratory levels of
psychotherapy.

The therapeutic use of groups in modern clinical practice can be
traced to the early years of this century, when the American chest
physician Pratt (1907), working in Boston, described forming ‘classes’
of fifteen to twenty patients with tuberculosis who had been rejected for
sanatorium treatment. Weekly social meetings provided instruction and
mutual support, which led to striking improvements in morale and
physical health. Subsequently, in the 1920s and 1930s, a number of
psychiatrists applied such didactic and supportive measures to groups of
mental hospital patients (Rosenbaum 1978, Ettin 1988). The term
‘group therapy’, however, was first used around 1920 by Moreno,
whose main contribution was the development of psychodrama (p.
178), in which groups were used as both cast and audience for the
exploration of individual problems by reenactment under the direction of
the leader (Moreno 1948).

By the 1920s Freud was applying psychoanalytic insights to
anthropology and to social groups. In Totem and Taboo (1913) he had
explored the universality of the incest barrier, and in Group Psychology
and the Analysis of the Ego (1921) he speculated on crowd behaviour,
and the relationships of groups (such as Church and Army) to their
leaders. The concept of the Super-ego (Freud 1923) recognized the
internalization of social standards (p. 44) as well as the resolution of the
Oedipal phase in childhood (p. 40). Freud did not undertake
anthropological fieldwork or therapeutic work with groups himself; he
left these to anthropologists such as Roheim (1950) and the
psychoanalysts whose work is described in this section.

Adler parted from Freud in 1911, not only because he disagreed with
Freud’s view of instinct, but also because he attributed greater
importance to social factors. He played a part in founding social and
preventive psychiatry and had a direct influence on the development of
day hospitals and therapeutic clubs (Bierer and Evans 1969). However,
Adler did not himself explore the therapeutic use of groups beyond such
innovations as conversation classes in kinder-gartens and among
mothers of children attending child guidance clinics.

Exchange of information, education, encouragement, and mutual
support are fundamental functions of therapeutic groups in their widest
sense. Informal, non-professional self-help groups such as Alcoholics
Anonymous have been developed and are proving of value to many
people who share problems such as alcohol and drug dependency,
agoraphobia, bereavement, or a handicapped child (Shaffer and
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Galinsky 1989, ch. 13). Groups for cancer sufferers and others with
chronic and terminal conditions have been shown to be helpful; they
may even prolong life (Speigel et al. 1989, Leszcz and Goodwin 1998).
It will be apparent that these groups are primarily supportive and
ventilatory rather than exploratory in method, but they can be
profoundly helpful.

In considering group psychotherapy it is useful to distinguish
between such homogeneous groups and more heterogeneous groups
(Frances et al. 1980). The former are indicated when patients (a) share
the same problem, (b) see their symptoms as the problem, and/or (c) do
not have a sustaining social network. Heterogeneous groups, typical of
analytic groups, are indicated when patients (a) have important
problems in current interpersonal relationships, (b) are open to others
and willing to share, or (c) are excessively intellectual or emotionally
restricted, cannot tolerate dyadic intimacy, get locked into regressive
transference, or elicit harmful counter-transference responses in an
individual therapist.

The more analytic and exploratory use of groups in both hospital and
out-patient settings was pioneered by a few European psychoanalysts
who emigrated to the USA, such as Paul Schilder, who treated severely
neurotic and mildly psychotic out-patients in small groups at Bellevue
Hospital, New York. However, each of his patients was also seen
individually throughout the course of treatment, which was largely
focused on individual psychopathology. Nevertheless, Schilder
considered that some of the patients ‘could not have been treated
individually with classical analysis. They reacted only in the group.
This is especially true of social neuroses’ (Schilder 1939:97). In a group
he found that patients ‘realise with astonishment that the thoughts which
have seemed to isolate them are common to all of them’ (ibid.: 91).

The power of groups was most influentially demonstrated in Britain
during the Second World War, when several psychoanalysts and
psychiatrists proved the value of group methods for officer selection in
the War Office Selection Boards. A chance to run an Army psychiatric
unit on group lines was then given to several of these pioneers, notably
Bion and Rickman, followed by Foulkes, Main, and Bridger. The
Northfield Military Hospital in Birmingham gave its name to what came
to be called the two ‘Northfield Experiments’, which provided the
impetus for the development since the war of both social therapy (p.
151), that is, the therapeutic community movement (Main 1946), and
the use of small groups for the treatment of neurotic and personality
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disorders (Foulkes 1948, 1964). Main (1977), Bridger (1985) and
Harrison (1999) have given vivid accounts of these pioneering days.

Another important influence in group work was that of the
psychologist Kurt Lewin, a refugee from Nazi Germany working at the
Massachusetts Institute of Technology, who coined the expression
‘group dynamics’. He inspired the evolution in the USA of Sensitivity
Training groups and Human Relations Laboratories, and developed his
own field theory of social interaction, which involves the idea of
psychological space and emphasizes the ‘here and now’ more than
remote causes in the past. The effect of different styles of leadership on
the functioning and social climate of groups was illuminated by his
classic experiment comparing the effects of autocratic, democratic, and
laissez-faire leadership (Lewin, Lippitt, and White 1939). Children in
autocratically-led clubs are dependent on the leader and self-centred in
relation to their peers. When led democratically, the same children not
only showed more initiative, friendliness, and responsibility, but they
worked better and continued to work in the leader’s absence. In laissez-
faire groups, as well as those led autocratically, aggression was more
common.

Lewin’s main influence has been through T-groups (training groups)
organized to help people working in industry and other organizations to
become aware of the effects of interpersonal behaviour, including styles
of leadership (Frank 1964, Rice 1965). However, many processes
emphasized in that field occur in therapy groups of both analytic and
Encounter (p. 172) type, such as ‘selfdisclosure’, ‘feedback’, and
‘unfreezing’—that is, the process of disconfirming the belief system
previously held by an individual (Kaplan 1967). Formal groups have
been used for therapeutic and training purposes in many ways beyond
analytic group therapy and T-groups—for example, Encounter, Gestalt,
and Psychodrama groups, which will be described in a later section, and
groups used in Transactional Analysis and Behaviour Therapy. Shaffer
and Galinsky (1989) have written a valuable exposition of these many
different models of group therapy and training. We will confine
ourselves in what follows now to analytic group psychotherapy, which
in the course of its development has been approached in three main ways:
as analysis in the group, analysis of the group, and analysis through the
group.

Analysis in the group makes the least use of group dynamics. The
therapist conducts psychotherapy of individuals in a group setting, as
Schilder did—a method developed particularly in the USA, most
notably by Wolf and Schwartz (1962). Their patients had often had a
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good deal of individual therapy or preparation, and so already had
important individual relationships with the therapist. Sessions were held
four times a week, two of them (‘alternate’ sessions) without the
therapist. In this approach, there is an emphasis on individual
transference relationships, and the therapist is active in directing
therapeutic work on transference and resistance. The emergence of
more spontaneous group processes is probably inhibited by focusing
attention so much on the individual members and on the therapist. 

Analysis of the group is associated with the particular interest in
group dynamics developed in Britain by Bion and Ezriel at the
Tavistock Clinic in London; group processes are seen to reflect the
common motives, anxieties, and defences of the individuals in the
group. Bion (1961) has contributed the idea of basic assumptions, or
primitive states of mind, which are generated automatically when
people combine in a group. The fantasies and emotional drives
associated with these basic assumptions unconsciously dominate the
group’s behaviour in a way that is apt to interfere with its explicit work
task and so prevent creative change and development. In the case of a
therapy group, the ‘basic assumption groups’ interfere with exploration
by the ‘work group’ of the feelings and problems of individuals in it.
Bion names the basic assumptions as dependence (expecting solutions
to be bestowed by the therapist leader), fight-flight (fleeing from or
engaging in battle with adversaries, particularly outside the group), and
pairing (encouraging or hoping for a coupling of individuals which
could lead to the birth of a person or idea that would provide salvation).
These three attitudes, Bion suggests, are institutionalized respectively in
the Church, Army, and Aristocracy. The relationship between basic
assumption groups and work groups could be seen as analogous to that
between primary and secondary process thinking (p. 47). It is also
possible to imagine the three basic assumptions of dependence, fight-
flight, and pairing, as linked by fantasy systems associated with the oral-
dependent, separation-individuation, and Oedipal stages of individual
development.

Bion worked with therapeutic groups for only a few years; his ideas
have perhaps had more influence on our understanding of the dynamics
of institutions, including therapeutic communities (p. 152), committees
with their hidden agendas, and training groups such as the T-groups
organized by the Tavistock Institute of Human Relations in its Leicester
Conferences (Rice 1965). Bion’s ideas have helped us to understand the
primitive factors disrupting group work rather than the positive
processes promoting it. Whereas ‘basic assumption’ phenomena do

122 INTRODUCTION TO PSYCHOTHERAPY



occur, they may do so particularly in situations where ‘democratic’
dialogue is impossible, inappropriate, or not sought—as in some
committees, institutions, and societies, and in ‘autocratically’ conducted
therapy groups (Brown 1985).

Ezriel (1950, 1952) coined the expression common group tension to
describe the group conflict resulting from a shared, wished-for, but
avoided relationship with the therapist, which arouses fear of the
consequences if it were to be acknowledged (the
calamitous relationship) and is resolved by the adoption of a
compromise relationship with him (the required relationship). For
example, hostility to the therapist for frustrating each patient’s wish to
be the only patient/child (avoided relationship), may lead to fear of
retaliation by abandonment (calamitous relationship), and be resolved
by concealing resentment under an attitude of helpful compliance
(required relationship). Ezriel regarded the group therapist’s task as first
to discern the common group tension, and then to point out to each
member of the group his own personal contribution and former solution
to the conflict, based on his individual psychopathology. In this sense
Ezriel combined analysis of the group and analysis in the group.

These ideas can be useful in most groups, but their relevance is
greatest in groups conducted along the lines of Bion and Ezriel, in
which the therapist emphasizes his importance by being frustratingly
impassive, or by being active in encouraging transference to himself.

Analysis through the group is particularly associated with the other
main approach in British group psychotherapy, developed by S.H.
Foulkes (1898–1976). Like Bion and Ezriel, Foulkes was a
psychoanalyst. Born Siegmund Heinrich Fuchs in Germany, he
qualified in medicine and, before training as a psychiatrist and
psychoanalyst in Vienna, studied with the neurologist Kurt Goldstein in
Frankfurt. Working with injuries to the central nervous system,
Goldstein used the ideas of Gestalt psychologists: for example, the
relation of parts to wholes and of figure and ground. From this time can
be traced Foulkes’s metaphor of the individual as a nodal point in a
network of neurones.

Returning to Frankfurt as Director of the Psychoanalytic Clinic, he
came into close contact with leading members of the Institute for Social
Research, and in particular the sociologist Norbert Elias. Elias had
shown how culture changes over time in ways that influence what is
called ‘human nature’ (Mennell 1989). Foulkes became deeply
impressed by how context affects what happens within it. Thus,
although a psychoanalyst, Foulkes was increasingly aware, not only of
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intra-personal processes, but also inter-personal and transpersonal
processes (Brown 1998b).

Nazism in Germany led him to emigrate to England, where he
became a prominent training psychoanalyst. Having made the
experiment of seeing his individual analytic patients together in his
waiting room, Foulkes (1948, 1964) discovered at Northfield Military
Hospital, during the Second World War, that a freer, more democratic
system could promote confidence and responsibility in previously
demoralized and passively resentful patients. He regarded the group as
the therapeutic medium, and the therapist’s task as that of nurturing its
therapeutic potential by allowing the individuals in it to function
increasingly as active and responsible agents themselves. In group-
analytic psychotherapy ‘the individual is being treated in the context of
the group with the active participation of the group’ (Foulkes and
Anthony 1957:16). It is ‘psychotherapy by the group, of the group,
including its conductor’ (Foulkes 1975:3).

Foulkes came to see the individual as a nodal point in a network of
relationships, and illness as a disturbance in the network that comes to
light through the vulnerable individual. This awareness of
transpersonal phenomena anticipated the more recent developments in
our understanding of family processes and therapy. Furthermore,
Foulkes discerned the many levels at which groups function, often
simultaneously:

1 The level of current adult relationships.
2 The level of individual transference relationships.
3 The level of projected and shared feelings and fantasies, often from

early pre-verbal stages of development.
4 The level of archetypal universal images, reminiscent of Jung’s

Archetypes of the Unconscious.

It will be seen that these levels range from more conscious objective
‘everyday’ relationships to increasingly subjective and unconscious
fantasy relationships—from more to less clearly differentiated and
individual relationships (Foulkes and Anthony 1957, Foulkes 1964).
Figure 9 illustrates the way in which these levels can be linked with the
idea of Parent, Adult, and Child parts of the personality (p. 53). Level 1
would be A↔A, Level 2 C→P, Level 3 C↔C, and Level 4 would join
an infinite number of individuals.

The group-analytic approach of Foulkes is probably the most
influential one in Britain today (Pines 1983, Brown and Zinkin 1994)
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and forms the basis of most of what follows in describing small-group
psychotherapy. In 1967 Foulkes started the journal Group Analysis, and
in 1971 he played a key part in founding the Institute of Group Analysis,
the major training organization in analytic group psychotherapy with
courses now established throughout Britain and Europe. It is represented
in the Analytical Psychotherapy section of the UKCP. Trainees are
expected to have long-term intensive analytic group psychotherapy. 

A complementary, eclectic, but research-orientated view from North
America is provided by Bernard and MacKenzie (1994) and by the
International Journal of Group Psychotherapy. Where research has
been conducted, group therapy has been shown to be as successful as
individual therapy, and it is therefore both effective and economic
(Fuhriman and Burlinghame 1994).

Today, with increasing job insecurity and pressure, greater social
mobility and migration, broken families, etc., changes in society often
disrupt supportive networks or impede their development. Group
therapy can help to restore or provide for the first time a sense of
connectedness, and being confidently oneself with others.

Figure 9 Foulkes’s levels
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The setting

Six to eight patients, usually strangers to each other at the start, meet
regularly for one and a half hours, once or twice a week, for one to
several years (most commonly two to three). The therapist (or pair of co-
therapists) sits with them in a circle, in comfortable and equal chairs,
perhaps with a small table in the centre as a focal point. Relative
quietness and freedom from intrusion are as important as in individual
psychotherapy, since the free flow of group discussion is the equivalent
in a group of free-association in individual therapy. 

Patients are expected to view group membership as a major
commitment, to treat as confidential anything spoken of in the group,
and not to meet outside without reporting it to the group. They are asked
to notify the group of unexpected absences, to take holidays during the
periods of several weeks a year set aside for this, and preferably to give
at least a month’s notice if they wish to leave. Most out-patient groups
are slow-open groups, in that membership slowly changes as individuals
leave at a time appropriate for them, and are replaced by others. Some
are closed groups, with all patients starting and finishing together at the
end of a given time, say one or two years, which has been previously
arranged. Closed groups are more common for training purposes, to fit
in with academic terms or courses, but have been used in centres where
pressure of demand for group therapy makes it expedient, with good
results (Dick 1975, Sigrell 1992). Closed groups have the advantage
that all members share the experience of termination together; while, on
the other hand, in a slow-open group, the experience of moving from a
position of newcomer to one of senior, ‘older sibling’, is also valuable.

Most groups are deliberately composed of equal numbers of men and
women, with sufficient similarity of background or ways of expressing
themselves for communication to be facilitated and for no one to feel
too much of an outsider. A range of personality type and experience is
aimed for, as well as a variety of problem, in order to provide an
atmosphere in which people can interact fruitfully, learn from each
other, and together represent the human condition in miniature. The idea
of a group can often be threatening to patients who have social
problems, or fear that their problems could not possibly be understood or
tolerated by other people unless it were their job to do so. It is therefore
important to prepare patients for a group by explaining what to expect,
and to discuss their anxieties and possible inclination to leave the group
soon after joining (Whitaker 1985:183). Sometimes an initial period of
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individual therapy will help a patient to make better use of a group
(Malan et al. 1976).

In certain circumstances specialized groups are helpful. Groups for
adolescents and young adults and for older people can promote a greater
degree of support and identification with each other’s problems. Single-
sex groups can free members from anxiety connected with the opposite
sex—for example, victims of abuse or rape - sometimes as an initial
stage, say of a year, before moving into a mixed group. And, as
mentioned earlier, problem-based groups can provide more focused
support and advice than is appropriate in more open analytic groups.

The social nature of the setting provides opportunities to examine
patients’ difficulties in a situation reflecting the family and social
networks in which their problems developed. In the National Health
Service in Britain, group psychotherapy is the most generally available
form of psychotherapy. This is not just an expedient; group
psychotherapy is the treatment of choice for many people whose prime
difficulty is relating to others.

Patient’s role

The need for each patient to take responsibility for his problems and for
seeking their solution through fuller understanding of himself and his
relationships, exists in all exploratory insight-orientated analytic
therapy, including that conducted in groups. Agreement to participate in
group therapy already involves a tacit recognition that solutions cannot
be expected from passive dependence on the therapist functioning as a
parent/magician, but patients with uncertain motivation can find it
strengthened by the example, support, and challenge of others. The
therapeutic alliance needs to be forged, not only with the therapist, but
also with fellow-patients, some of whom may be initially feared or even
disliked, although the sharing of the endeavour on a more obviously
equal footing can speed up the process, fostered by the discovery of how
much each patient has in common with the others.

The greater his participation in the group, the more a patient will get
from it. This involves being increasingly open about himself and his
problems, but also increasingly responsive to and involved with others.
Mere talking about himself, regardless of the needs or responses of
others—‘hogging the limelight’—is usually counter-productive, leading
to isolation and confirmation of stereotyped views of himself and others.

Some patients, silent for a while or for long periods, can still gain a
lot from being in a group if they can allow themselves to think and feel
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in response to what is happening. In contrast with individual therapy,
socially withdrawn and emotionally cut-off (schizoid) people can test
themselves out gradually through involvement which is at first
vicarious. What ultimately helps is joining in creating, responding to,
and reflecting upon the experiences unfolding in the group, eventually
putting into words what was previously unknown or inexpressible to
themselves and others. Increasingly, each patient is enabled to take a
therapeutic role in the group.

Therapist’s role

The therapist is often called the group conductor. Like the conductor of
an orchestra, he starts and finishes the proceedings, and helps to create
an atmosphere in which honest communication can occur, with
everyone giving of their best. By remaining relatively unobtrusive, he
encourages the group to think, feel, and interact among themselves.
This also allows him the opportunity to reflect on what is happening,
using his own feelings and associations, including memories of
previous sessions. He can attend not only to what individuals are
saying, but to how topics and associations link, and what the process
reveals of common group preoccupations and conflicts. He may
recognize that one individual is talking for others as well as for himself.
For example, a more outspoken member might be able to criticize the
conductor while others, more hostile but fearful, silently collude. Or he
may discern that talk about events in the outside world really concerns
something being avoided in the group; for example, general discussion
may develop about refugees, while an impending holiday break is not
mentioned.

In the early stages, when individuals have not yet got to know and trust
each other, the group usually adopts a regressive or dependent
relationship to the conductor, looking to him for leadership and
gratification of infantile wishes (Scheidlinger 1968). The group-analytic
therapist, unlike those who follow the Tavistock model of Bion and
Ezriel, will accept this as at first inevitable, because patients have to
learn how to trust the new situation and to discover their own roles in it.
The therapist may therefore facilitate, explain, and interpret more
actively in the early stage, but relinquish this role of leadership when
the group culture has become established.

However, the conductor’s position as part of the group, yet different
from the others, leaves him freer than the patients to maintain an
analytic position of ‘free-floating’ attention. He can observe and may
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comment on how each person brings his problems into the group,
creating a fresh blend in the ‘here and now’ of contributions from their
current life outside, and from their past, including early family
relationships. He is also able to tune into the atmosphere of the group,
and might discern in the separate contributions of individuals a common
preoccupation or conflict. Some conductors find the concept of group
focal conflict (Whitaker and Lieberman 1964) useful in orientating
themselves. The conflict involves a disturbing motive in the group (such
as the wish of each patient to have the therapist to himself), giving rise
to a reactive motive (fear of disapproval by the therapist and fellow
group members), and resulting in a group solution. Whitaker and
Lieberman’s group solution is not conceived as a fixed defence; it can
change in the course of a session. A solution may be restrictive, directed
only at alleviating the fear, or enabling, in which case some expression
of the disturbing motive will be allowed, so that understanding and
analysis are promoted. One common restrictive solution to the group
conflict just described is that of ‘spotlighting’, where one patient at a
time is given the whole group’s attention. A more enabling solution is
achieved when the hidden wish of all to be the only patient is
acknowledged, so allowing a freer sharing of experiences. The concepts
of group motives and solutions are really variants of those of wish, fear,
and defence in classical psychoanalysis, and of Ezriel’s avoided,
calamitous, and required relationships mentioned earlier (p. 124). But
these are broader and less therapist-orientated, as the examples
demonstrate.

The conductor’s task is to help in creating a therapeutic atmosphere
and in the discovery by the group of such enabling solutions to the
inevitable tensions it experiences. His interventions, including
interpretations, may be especially needed when blockage occurs in the
process of communication and exploration. It might be that issues are
being avoided, or an individual is allowing himself to be ignored. Patients
may still lack the confidence and skill to challenge someone (often the
conductor), or to say something that they imagine would provoke a
hostile or shaming response. At such times the conductor could
intervene with a clarifying question, a confronting observation, or an
interpretation. He might offer an encouraging comment or even divert
attention if someone is too uncomfortably ‘on the hook’. He does not
confine himself to group interpretations, but talks to the group through
the individual, and to the individual through the group. The conductor’s
interventions, like his attitude, have a modelling function from which
patients increasingly find their own way of functioning as therapists,
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including interpreting wishes, feelings, and links with early family
relationships.

As well as conveying a psychoanalytic attitude, the group conductor
functions as a facilitator and model, in a rather more active role than the
conventional picture of the psychoanalyst as a mirror, although even the
latter is now an outdated view. His position, sitting in the group circle,
would make it difficult and unnatural for him to hide himself and his
feelings, even if he wanted to. However, therapists vary in their attitude
to this issue of therapist transparency (Yalom 1995), some choosing to
reveal more, some less. Most group therapists judiciously vary the
approach, even within the same session. Both ends of the continuum
have their advantages. A constantly impassive stance encourages the
emergence of transference responses to the conductor, but provides a
poor model of active concern and emotional or imaginative freedom. On
the other hand, although patients do not want to be burdened with the
conductor’s personal life and problems, they usually appreciate and
benefit from his example of openness and confidence in expressing
himself. When the conductor takes the option to express and report his
countertransference feelings and fantasies in response to what is
happening in the group, patients may be helped to use their own
feelings and fantasies more freely.

Therapeutic processes

Analytic psychotherapy in groups, like that conducted on an individual
basis, aims to help the individual to resolve conflicts, and gain greater
understanding of himself and others, in the interest of fuller growth and
development; the aim is insight, plus adjustment to relationships with
others. The group setting in which these processes occur provides a
context which has important consequences.

Because several people are taking part, interaction can be more varied
and complex, at both conscious and unconscious levels, than in
individual therapy. More experiences are drawn on from everyone’s life
situation, past and present, and a wider range of responses and attitudes
is available. Because we are dealing with a multipersonal field, multiple
transferences can develop; that is, each person may transfer feelings not
only to the therapist, but also to fellow patients and to the group as a
whole, which can represent a mother, womb, or breast. Other patients
may be experienced as siblings in rivalrous competition for the
therapist/parent’s attention, as in the example on p. 57. At times,
patients may experience others as though they represented unwelcome
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aspects of themselves, through projection and projective identification
(p. 23). This is especially true of new members, who are experienced as
strangers. The separateness of the conductor is particularly reinforced
when new members join, echoing the power that parents have to
produce another child, or the strength of their relationship despite the
child’s wish for merger with one or other of them (Bacha 1997).

Patients learn a lot about themselves from feedback from fellow
group members. They can discover how their behaviour and attitudes
are often self-defeating, and how they lend themselves to be
misunderstood and to misunderstand others: for example, coercing them
to fit in with a transference distortion, or expressing hostility to
someone because they represent a feared aspect of themselves.

In one group, the mounting hostility between two members
exploded in a session which allowed a homosexual man to see that
he could not stand a recently married fellow member because he
reminded him, in his gruff, withdrawn behaviour, of his rejecting
and critical father. At the same time the other man recognized that
he himself was identifying with his own withdrawn father, who
could not respond to the patient’s longing for him, and that he
feared his own affectionate feelings as feminine and therefore
homosexual.

This is an example of what Foulkes called a mirror reaction. Through it
the two patients saw more of themselves and their reactions, and thereby
made contact with an important part of themselves. Following this they
were able to communicate with and value each other better; and other
patients had the opportunity to learn something too by sharing in the
experience and applying it to their own developing understanding of
themselves and others.

Neurotic conflicts can be seen as originating in relationships between
the individual and his original family group. In the example given
above, the two men were unable in childhood fully to express hostility
or affection to their parents. Not only did they fear their fathers’
responses, but, also, the first man’s mother had been temperamentally
cold and critical, and the second man’s had been unapproachable
because of her chronic tuberculosis, which meant he was not allowed to
give or receive demonstrations of love. The group provided a situation
in which their previously private and incommunicable wishes and
feelings could be expressed. As symptoms and inhibitions were
translated into shared communication, they became understandable, and
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the outdated fears could be tested against the new reality of the therapy
group and gradually relinquished.

Communication within and between people reverberates. Individual
therapy allows for more detailed working within the single transference
relationship with the therapist, and more detailed reconstruction of each
individual’s developmental history, especially in its earliest infantile
phase. But the setting of group therapy permits an analysis of the ‘here
and now’ of the developing network of relationships, which for some
can be both more varied and more vivid. Not only is there more input
and response, at both transference and non-transference levels, which
enables very intense emotional experiences to occur; but contrasts
between the experience and behaviour of different individuals, and
between those of an individual now, compared with an earlier occasion,
can stand out very clearly. Therapeutic change is open to observation
and comment.

In a group, people can resonate to what occurs at different levels of
consciousness and regression, according to their needs and
preoccupations. From the common pool of themes and feelings they
pick out what is most meaningful to them at the time. They respond to
different levels of meaning, from conscious to deeply unconscious, from
mature to primitively infantile, according to what is stirred up in them.

In a group with two new members, an old member had just
married and another’s wife had just had a child. These events
prompted envy and hostility in some of the others, as well as more
readily expressed pleasure. Then, the therapist had to announce an
unpopular change of arrangements, and for several sessions bad
mothering became a shared theme which evoked memories and
group dreams that were both intensely moving and illuminating.
The shared painful longing and ambivalence, which led the more
emotionally detached members to withdraw and the more
depressive ones to burden themselves with guilt and excessive
reparative behaviour, became clearer to all. The intensity evoked
the impact of early traumatic experiences, which were now more
tolerable because they were shared.

One depressed professional woman, excessively devoted to her
work in helping others, had been emotionally deprived as a child
because her very beautiful mother was incapacitated by chronic
asthma. She dreamt during this period in the group that she met
another group member, a more obviously attractive woman
(representing mother), wearing a dress which was the same as her
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own but brighter in colour. They went to a cafeteria where the
other woman poured out two cups of coffee, which spurted over
the dreamer’s dress. Still wet, she went into the next room which
was full of desks piled with papers. She set to work on them until
a man (representing the therapist) came in and told her she did not
need to work so hard. In talking about the dream, the group
recognized its clear symbolism of envy of her attractive mother,
her mixed feelings about being fed by her, and her need to work
hard to compensate for them. The patient realized that the man in
the dream stood for the therapist, from whom she had learned that
she did not need to go on making reparation for feelings she had
had for her mother, now evoked in the group in relation to the
other woman.

This is an example of the group dreams which are especially useful in
group therapy, since they can be understood and worked on by everyone
sharing the same ‘here and now’ experience. The detailed analysis of
dreams, otherwise, plays a less important part in group therapy than in
individual therapy.

Group therapy is rooted in the experiences fed into and emerging
from the group. These build up into a unique developing culture with its
own history and memory, as members relate ever more deeply and
intimately. Foulkes called this the group matrix. In it each individual
can immerse himself in experiences which are personal, interpersonal,
and transpersonal. That is, they spring from each individual’s unique
past and present outside the group, from fresh engagements between
members ‘here and now’ in the group, and from deep shared motives
and responses which transcend their separate individualities. In ‘Group
analysis: taking the non-problem seriously’, Garland (1982) has
described the value of patients entering a new system—the group—
which is quite different from that in which their problems arose. The
new task, relating more fully and honestly with strangers, takes priority
over the restricted ‘world view’ of the presenting problem, which when
it emerges can be seen more clearly as foreground against a healthier
background. As patients immerse themselves in the group matrix, each
individual can question their own preconceptions, boundaries, and
identity; they can regain aspects of themselves that they have disowned
and projected, and re-emerge with fresh insights and ways of relating.

Yalom (1995) has described several therapeutic factors specific to
groups. Universality refers to the discovery of shared basic
preoccupations, fears, and conflicts, so that what had previously isolated
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individuals is now found to unite them. Altruism, caring for and helping
others in need, follows as individuals emerge from isolation and painful
preoccupation with themselves alone; the group situation provides
opportunities for people to develop their strengths at the same time as
revealing their weaknesses, to function increasingly as therapists as well
as patients. Corrective recapitulation of the family group implies that
what went wrong in the early family group can be repeated and
recognized in the group, where now, in a more open and experimental
atmosphere, less maladaptive ways of coping can be worked out.
Sometimes a group provides something lacking in the original family,
such as acceptance and encouragement, or the right to differ and express
hostility. Imitative behaviour refers to the opportunity other group
members, including the conductor, provide of different models of
behaving and relating that can be followed in choosing alternatives to
old restrictive and neurotic ways. Interpersonal learning indicates the
experience the social setting provides for increasing interpersonal skills
by discovering new ways of being oneself with others, in an
environment that is much nearer to everyday life than that of individual
psychotherapy. This is what Foulkes meant when he described group
psychotherapy as involving ‘ego training in action’. Problems can be
observed and worked with in vivo. Cohesiveness is the sense of
solidarity that binds a group together, and makes it attractive to its
members. The sense of belonging enables members to work through
difficulties together, and is thus part of the therapeutic or working
alliance. Existential factors include recognition of responsibility in the
face of our basic aloneness and mortality.

Skynner (1986) has emphasized the way in which group membership
provides opportunities to make up for developmental deficits and
overcome blocks based on neurotic conflict, as the group itself moves
towards greater understanding and maturation. He believes the
conductor’s role needs to be appropriate to the stage the group is
recapitulating: supportive and nurturant in the initial dependent stage;
firmer, more frustrating, and confronting when group cohesion and
confidence are better-established; and finally more open, personal, and
playful when it has moved towards fuller intimacy and individuation.
Like Foulkes, he holds that the therapist who grows and learns through
the group-provides the most effective model.

Various stages of group development have been described in
experimental group-dynamic situations, well-reviewed by Whiteley and
Gordon (1979): Schutz (1958) related these to basic human needs for
inclusion, control, and affection; Tuckman (1965) proposed four stages
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of forming, storming, norming, and performing, which represent
establishing a sense of belonging, emergence of conflict and resistance,
arrival at intimacy, and new standards and roles, eventually sufficient for
pursuit of group tasks. In an open-ended group, any such stages occur in
a circular or spiral fashion, triggered by changing membership, crises,
and destructive periods, but always, it is hoped, in the direction of
greater maturity.

Destructive forces in groups are based on primitive processes such as
splitting, projection, and envy (Zinkin 1983, Kreeger 1992, Nitsun 1996).
They are often rooted in failures of the earliest environment to contain
and modify severe anxiety, pain, and rage, and can be manifested in
severe personality disorders and psychosis (Schermer and Pines 1994,
1999). This can also be linked to a hatred of sharing, within the Oedipal
triangle or within a sibship. (It has been observed that disturbed
borderline parents split the children and promote sibling rivalry (Aggar
1988).) But to relate all group processes and problems to individual
development, or even family pathology, is to ignore the huge effect of
social problems, divisions, and struggles for power and resources, as
between social classes and economic groups (Dalal 1998).

Group therapy constitutes a major part of long-term psychotherapy in
the National Health Service in Britain today. Following assessment,
when it becomes clear that a patient needs longer-term help to
understand and modify his neurotic and interpersonal difficulties, a
period of group therapy may be indicated if he has sufficient motivation
for insight, sufficient Ego strength (see Selection pp. 189–218), and is
prepared to commit himself to regular attendance for, say, at least a
year. Where there is a range of psychiatric and psychotherapeutic
facilities (still too rare in the NHS), group therapy can be part of an
overall plan. It might be the first treatment offered; it may follow
management of a crisis by supportive psychotherapy, medication, or
hospital admission; or it might follow a shorter period of individual
analytic therapy, or cognitive-behavioural therapy (p. 168). Some
patients who have responded to psychoanalytic therapy with only
partial success can often begin to move, or apply what they have already
learned, in the new atmosphere of a group.

It has been stated, aphoristically, that:

after a successful psycho-analytic treatment a patient is definitely
less neurotic (or psychotic) but perhaps not necessarily really
mature; on the other hand, after a successful treatment by group
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methods the patient is not necessarily less neurotic but inevitably
more mature.

(Balint and Balint 1961:5)

This difference probably results from the greater availability of
nontransference curative factors in group therapy, the greater similarity
of the setting to the natural groups in which people live, in the family
and in society, and the activation of mutual responsibility and concern
(Brown 1987).

FAMILY AND COUPLE THERAPY

The drama of family relationships has been the stuff of legend and
literature since ancient times, but not until recently have psychiatrists
recognized current family relationships as common sources of serious
emotional disturbance, in addition to constitutional factors or
intrapsychic conflicts and traumas rooted in early life. We can now
think about disturbed systems of relationship, and attempt to influence
them rather than focusing only on an individual.

The treatment of family and couple systems has only emerged in the
last half-century. Mittelman (1948), working in the USA, reported on
his simultaneous but separate psychoanalytic treatment of husband and
wife, which allowed him to understand their conscious and unconscious
interaction and to treat successfully eleven out of twelve couples. At
about the same time, the effect that some families have of predisposing
children to schizophrenia was being studied. Fromm-Reichmann (1948)
contributed the idea of the ‘schizophrenogenic mother’, and Lidz and
Lidz (1949) that of parental ‘marital schism and skew’, with consequent
blurring of generation lines and promotion of irrational ideas. This type
of study was continued by workers in the USA and Britain, some of
whom believed that the immediate family of schizophrenics may be at
least as ill as the patient. They were thought to communicate in deviant
ways, such as ‘double binding’ the patient (Bateson et al. 1956) by
presenting to him contradictory overt and covert injunctions to which
there is no correct response and from which there is no escape; for
example, the mother who repeatedly asks her son to kiss her, but walks
away when he moves towards her, and then accuses him of not being a
good son. Such families may have disturbed styles of thinking,
including ‘pseudo-mutuality’ and illogicality which conceal underlying
hostility (Wynne et al. 1958). Some believe that the family negate and
virtually deny the patient’s experience by ‘mystification’, so that a

136 FAMILY AND COUPLE THERAPY



schizophrenic reaction is a natural self-protective response (Laing and
Esterson 1964). In consequence, schizophrenia is seen by some as a
family problem, and family therapy, therefore, as appropriate in certain
cases. Doubts have been expressed about the validity of the
observations on which this theory is based (Hirsch and Leff 1975),
although the discrepant findings are almost certainly due in part to
stricter criteria for diagnosing schizophrenia in Britain compared with
the USA. In Britain the diagnosis is restricted to a clear-cut illness; in the
USA it is used more broadly, covering more diffuse emotional reactions
and personality problems.

While in Britain family conflicts are not generally seen as having a
primary role in the aetiology of schizophrenia, it is well-established
(Brown et al. 1972, Leff and Vaughn 1985) that patients who have had
a schizophrenic breakdown are more liable to relapse in an emotionally-
charged family atmosphere. In any event, these studies have aroused
interest in the role of the family in psychiatric disorders in general.
Family relationships are now widely accepted as relevant to the
understanding of many emotional and developmental problems.

Although it had long been customary in child guidance clinics for a
mother to be interviewed as well as her child, she was usually seen by a
social worker while the child was interviewed and treated separately by
a psychiatrist. However, in the 1950s, Ackerman (1966) began using
family interviews in work with children and adolescents in the USA,
and now this is being increasingly practised in Britain, where some
child psychiatry clinics have been re-named departments of child and
family psychiatry. Family therapy can be seen as a natural development
of child psychiatry. Some departments of child psychiatry now offer a
diagnostic interview to the whole family of any child newly referred
(Bentovim and Kinston 1978), rather than the traditional method of
mother and child being first seen separately.

The usefulness of systems theory in analysing the problems of
individuals and the natural groups and communities in which they live
has already been discussed (p. 49). Skynner (1976, 1986), a pioneer of
family and marital therapy in Britain, developed his work through his
interest in group psychotherapy and his practice as a psychiatrist in a
child guidance clinic. He considered that what characterizes these
newer forms of psychotherapy is their focus on the pathology and
treatment of the natural systems formed by individuals in intimate
relationships, rather than on individual psychopathology. The
transgenerational history of the family may be an important part of the
history of the individual, yet cut-off and repressed, as with secrets such
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as child abuse, or the effects of forced migration and genocide. For this
reason family therapists, and some individual psychotherapists and
counsellors, will engage patients in drawing up geneograms (Lieberman
1979).

Therapy ideally helps the natural system of the family to move
towards the patterns of interaction that characterize healthy families.
Skynner (1986) has summarized studies of these in the USA,
particularly those of the Timberlawn Psychiatric Research Foundation
(Lewis 1979) which compared families at the extremes of health and
dysfunction. At a level of statistical significance ‘healthy’ families:

1 were affiliative rather than oppositional;
2 showed respect for separateness and individuality;
3 made open, clear communications;
4 had a firm, equal parental coalition;
5 used flexible, negotiable control;
6 interacted spontaneously, with wit and humour.

The many techniques used in family therapy have been well described
by Glick and Kessler (1974), Skynner (1976), Walrond-Skinner (1976),
Hoffman (1981), Burnham (1986), Bentovim et al. (1987), and by
Reimers and Treacher (1995). As Bruggen and Davies (1977) pointed
out in a review of the field, methods range in a spectrum from the more
analytic to the more active techniques. At the analytic end of the
spectrum, methods aim at insight through interpretation; at the other
end, change in the disturbed system is sought through active
intervention by the therapist using behavioural methods such as direct
challenge and instruction, and active techniques such as role-playing,
videotape feedback, and ‘family sculpting’. (In family sculpting ‘the
members of a family create a physical representation of their
relationships at one point in time by arranging their bodies in space’, in
a tableau vivant (Simon 1972).)

The Milan school of family therapists (Selvini-Palazzoli et al. 1978)
use their background as psychoanalysts to expose and undermine the
unconscious ‘rules of the game’ which maintain family pathology. In
their approach, psychoanalytic understanding is used for ‘behavioural
ends’. In contrast, a more recent approach, narrative therapy (Epston
and White 1992), owes more to postmodern literary analysis (Legg
1997). It is deliberately non-directive, avoiding interpretations based on
scientific concepts. Instead, by telling stories about their lives, clients
develop alternative views of their experiences which free them from the
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constraint of their previous explanatory stories (Byng-Hall 1995).
Family therapy is thus a fruitful meeting ground for dynamic and
behavioural psychotherapists in many parts of the world. In 1977 they
joined together to found the Institute of Family Therapy (London), now
one of several organizations in the Family, Couple, Sexual, and
Systemic Therapy sections of UKCP (see Appendix). In contrast with
individual and group analytical psychotherapists, family therapy
training does not insist on long-term personal psychotherapy experience.
Recently, however, the UKCP has requested the Family Therapy section
to consider whether customary ways of facilitating selfawareness are
sufficient (Speed 1997), and personal and professional development
groups are being incorporated into some trainings (Hildebrand 1998).

Family or marital/couple evaluation (Clarkin et al. 1979) is almost
always essential when the presenting complaint is a child or adolescent,
when the presenting problem is a sexual difficulty or dissatisfaction,
when the problem is clearly a family one, and when psychiatric
hospitalization is being considered; and it is commonly indicated when
more than one family member is in psychiatric treatment at the same
time, or when improvement in one leads to deterioration in another.

The setting

The common element in family and couple therapy is the focus on the
family or couple as the disturbed unit. Usually one member has
presented him or herself or (especially in the case of children) has been
referred as the patient to be treated. The family or couple therapist will
want to make a diagnosis at the level of the whole family system and to
interview as many of the family as possible; if there is a couple problem,
he will want to see both partners. He will take pains to invite the
cooperation of the other members of the family (or the partner), and if
possible interview them together. This conjoint interview is often
conducted by a pair of therapists, male and female, which is particularly
useful in couple therapy, as it avoids some of the dangers of appearing
to take sides. How cooperative partners or members of the family are,
how willing they are to help and share in taking responsibility for the
problems and their resolution, is itself of diagnostic importance; for
example, their insistence on making one person the repository of all
disturbance or blame suggests that they need to see and keep it that
way. An extreme example is where a member of the family is falsely
admitted to a mental hospital by relatives who want rid of him or her.
This has been called the ‘gaslight phenomenon’ (Barton and Whitehead

INTRODUCTION TO PSYCHOTHERAPY 139



1969) after the play Gaslight, written in 1931 by Patrick Hamilton,
which portrayed a husband trying to convince his wife that she was mad.
Family scapegoating is not new. In 1763, a Select Committee of the
House of Commons reported that some people had been committed to
asylums as a way of solving family and social problems (Leigh 1961).

Sometimes family therapists will conduct their interviews in the
family home, particularly when they work on the crisis intervention
model. Psychiatric referral or requests for admission are then viewed as
the result of a crisis in the network of relationships in which the adult or
adolescent patient lives, usually at home, but perhaps also at school or
work (Brandon 1970, Bruggen and Davies 1977). Such a crisis has
usually already existed for a period of a few days to six weeks before
either natural resolution or illness supervene. Timely therapeutic
intervention can sometimes enable the crisis to be resolved in a way that
promotes learning and change. Some psychiatrists, such as Scott
(1973), recommend that all requests for urgent admission should be first
investigated at home, in order to prevent unnecessary
institutionalization. When patients are seen in the context of their
families, their problems can often be encountered in vivo. This approach
is probably more appropriate where there is a settled population and
families are living together than in bed-sitter land in city centres.

With less acute problems, interviews can take place in a clinic or out-
patient department, where it may be easier to provide a suitable setting:
sufficient equal chairs set in a circle in a quiet room, with space in the
centre for people to move around in if they so wish. A one-way viewing
screen or video camera is often used to allow supervision of the
process, which in some techniques is interrupted to allow consultation
with observing members of the team. Diagnostic interviews merge into
therapy sessions; two or three consultations at intervals of two or three
weeks may suffice, or weekly or fortnightly sessions may continue for a
year or two. Some family therapists, following the diagnostic interview
with the whole family, may concentrate therapeutic work on the most
responsive family member (often not the referred patient) or the parents
only (Bowen 1966); while, at the opposite extreme, others (Speck and
Attneave 1973) involve as many as possible of the family and
associated networks (work, school, neighbourhood, etc.) in meetings of
up to fifty people! Yet others, especially in hospital settings for
adolescents, may have multiple family groups discussing family
relationships and intergenerational problems (Behr 1996). Most limit
themselves to the nuclear family, perhaps with key grandparents or with
others sharing the home.
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Couple therapy can also be conducted in various ways (Dicks 1967):
in conjoint sessions, in which both partners meet together with one or a
pair of therapists; in groups in which three or four couples meet with
one or two therapists; or by individual therapy conducted
simultaneously with each partner by different therapists, who meet
periodically to co-ordinate their work, a method developed particularly
by the Institute of Marital Studies at the Tavistock Clinic (Pincus 1960).
Indications and contra-indications for conjoint and individually-based
approaches have been described by Skynner (1976). It is widely
accepted that the conjoint approach is particularly valuable where the
couple do not function as fully separate individuals; for example, each
may represent a disavowed aspect of the other and make extensive use
of projective identification (Main 1966), as in the clinical example
described below (see p. 148). Skynner holds that the conjoint approach
is less suitable for people who have not yet mastered the ‘depressive
position’ (p. 103), that is, they have not learned to tolerate, without too
much guilt, the coexistence of powerful feelings of love and hate.

Patients’ role

Ideally members of a family or a couple accept that the problem they
seek help with is a shared one, the solving of which is, at least to some
degree, a joint responsibility. Often, however, some members exclude
themselves, at least initially, but need to be kept in mind by the
therapist. To establish a therapeutic alliance, which has to include other
family members as well as therapists, there needs to be some residual
mutual goodwill, and some hope that things might improve.

Co-operation of relatives can often be gained by asking them to
provide information about the presenting patient or to help in deciding
the best way of coping with the difficulties caused by his or her
‘illness’. Not uncommonly some key member refuses, most often a
husband or father; but, having at first granted this involvement
reluctantly, they may often be willing to join in examining the problem
and their own part in it, if they are guided in an understanding, clear,
and firm way.

Given the opportunity and any necessary guidance, members can
begin to talk and interact, revealing much of what their difficulties are.
If they respond to the safety of this unusual situation and to the example
of the therapist(s) in trying to face the truth impartially, family members
may discover they can communicate more openly, and confront each
other with their views and feelings. Often it is the more ‘ill’ spouse, or,
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in a family, one of the children, who understands more or can provide
the information or challenge which moves interaction on to a more
creative plane, beyond the stereotyped complaint of symptoms or mutual
blame.

If the initial interviews engage the family or couple, they may
continue to communicate more openly between sessions, particularly as
they come to recognize their mutual responsibility for change. This is
one of the clear advantages of conjoint therapy: participants go on living
together between sessions, and so have an opportunity to put into
practice new ways of interacting begun in the sessions and to make the
mutual adjustments which are necessary if the system is going to change
for the better. When they slip back into the old maladaptive ways, they
may point this out to each other; in other words they can continue as their
own therapists. For this reason, family and couple therapy sessions are
often held at less frequent intervals than in individual therapy, or group
therapy with strangers.

Therapists’ role

This depends in part on the level at which they choose to work and on
their methods: whether they are working within a more psychoanalytic
insight-seeking framework, or in a more action-based and behavioural
one. Family and couple therapy is developing on the borders of several
psychotherapeutic fields, but, whatever their approach, the therapists
tend to adopt a more active and directive role than most other dynamic
psychotherapists. They structure the interviews and use their power to
challenge the existing family hierarchy and rules. As well as the more
usual responsive and supporting role, they need to be authoritative and
challenging because the disturbance of the family system is kept going
by the interlocking of many relationships. Indeed the art of all
psychotherapy is to find the right blend of support and challenge, or
feminine and masculine elements. Too much of the former and the
therapist might be over-protective, like a clucking mother-hen; too
much challenge and invasion, and the patient may be driven away.

Family therapists discourage, and rarely draw attention to,
transference feelings of family members towards themselves,
unless they are interfering with the work in hand. Instead, to encourage
interaction and exploration, they emphasize how members of the family
or marriage are relating to each other consciously and unconsciously,
and how members need to see others in certain ways, for example by
repeating and avoiding patterns of relationship from their family of
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origin. Quite often therapists describe their own countertransference
feelings evoked by the couple or family, either as a whole or by
particular members. Also, more than most other therapists, they may
talk about their own personal experiences. They function as models of
openness and honesty, which can be particularly helpful when talking
about sexual functions in a relaxed and direct way, so counteracting the
influence of inhibited or restrictive parents.

Beels and Ferber (1969), in reviewing the work of many family
therapists, gave a still-useful description of three main types:
conductors, reactors, and systems-purists.

Conductors attempt as ‘super-parents’ to effect change in the family
system towards more healthy functioning, educating by ‘maternal’
persuasion or ‘paternal’ criticism, whichever is more appropriate.
Structural family therapy (Minuchin 1974) uses this approach. Therapy
consists of redesigning the family system so that it will approximate to
the normative model of clear but open boundaries between the sub-
systems of parents and children, and the sibling sub-system will be
organized so that children have tasks and privileges appropriate to their
age and sex in the cultural supra-system to which they belong. This
approach originated in work with families in under-privileged inner-city
areas of the USA.

Reactor analysts, usually more psychoanalytically orientated, seek
the family’s own potential for change and growth and, by lowering their
own defences, allow themselves to be drawn into its atmosphere and
projections. This enables the therapists to experience the family’s
disturbance within themselves, as they come to feel confused, unskilled,
or angry. Skynner (1976, 1986), who was influenced by Foulkes’s
group-analytic approach (p. 125), points out that such therapists are
prepared to be drawn into the vulnerable role of child or patient rather
than that of super-parent. Skynner himself, and Whitaker (1975), were
prominent psychodynamic family therapists who made special use of
their own subjective reactions.

The teenage son of a divorced couple was taken to his general
practitioner by his father (with whom he lived) because of his
gambling, which his father seemed to perpetuate by his over-
solicitousness and by rescuing him from the scrapes he got into,
so that the son never learnt to be responsible for himself.
Interviewed together with both parents, he was almost mute,
while the estranged parents, sitting on either side of him, used the
boy to complain about each other’s failings. Mother claimed that

INTRODUCTION TO PSYCHOTHERAPY 143



father spoiled him. Father asserted he did this because she was as
poor a mother as she had been a wife; he (father) was a much
better mother. As they battled, each separately saying a lot that
was true, one of the therapists felt himself increasingly oppressed
and confused, and finally said so. He asked the son whether he
felt the same. With relief the boy agreed, and turning to his father
said: ‘It looks as though we should be divorced.’ The truth of this
dawned on everyone, and father was enabled to give up some of his
motherliness and to let his son separate and learn from his own
mistakes.

Reactor therapists often operate in pairs, one letting himself be drawn into
the family pathology in this way, the other standing by in a more
detached way as if at the end of a lifeline. In psychoanalytic therapy
both these roles are carried out by the therapist, alternately identifying
with the patient and withdrawing into objectivity. In family therapy,
dividing the roles allows one therapist to enter into a maelstrom that
may be potentially strong enough to drive a vulnerable family member
into confusion, perhaps even psychosis.

The third type of family therapist is the systems-purist, who attempts
to discern the ground-rules the family uses for its interaction, and how
the family attempts to engage the therapist. He counters them, does not
play their game, and attempts to induce them to change their immature
or pathological way of behaving. This approach characterizes ‘strategic’
family therapy (Haley and Hoffman 1967, Watzlawick et al. 1968) and
the ‘systemic’ family therapy of the Milan School (Selvini-Palazzoli et
al. 1978).

Strategic family therapy originated in the USA. It uses active
interventions designed to fit the specific problem presented and the
details of how and when it occurs. Practitioners consider that symptoms
are maintained by the family’s habitual solution and seek ways to
interrupt the vicious circle. These include issuing ‘paradoxical
injunctions’, which challenge the family’s declared wish to change, and
use the oppositional qualities of most entrenched families by urging
them to stay as they are or do the opposite of what would help them to
change.

Systemic family therapy developed in Milan. Originally two
therapists, a man and a woman, worked with a family while another two
sat behind a one-way screen. More recently one therapist conducts the
interview, while one to three watch from behind the screen. The team
discusses the referral or previous session beforehand, and carefully
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notes non-verbal communication during the hour-long session, which is
videotaped. The team again consults, and the therapist rejoins the family
to put their recommendations to them. These involve proposing counter-
paradoxes to oppose the paradoxes in which severely abnormal families
are trapped through a process of circular causality. Having established
‘the family game’—for example, that the whole problem is in a sick
member—they accept it and even encourage it, but ‘reframe it’ in terms
of the family needing a sick person. They then prescribe tasks or rituals
to the family, or part of it, which are designed to disrupt the systems of
non-verbal signs that control collusive family denial, including ‘double
binds’ (see p. 138).

Which of these three types (conductor, reactor, or systems purist) a
therapist fits into no doubt depends on his own personality and
background, as well as on his theoretical training. Moreover, recent
developments, such as narrative therapy (p. 140), have moved away
from so much directiveness, with its arrogation of power by the therapist,
particularly for families and family members who have suffered real
abuses of power. This perhaps represents a move towards a
rapprochement with psychoanalysis (McFadyen 1997).

Therapeutic processes

The theory and practice of family and couple therapy encompass
counselling, behavioural, and action methods, as well as those based on
analytic psychotherapy and group therapy. Therapeutic processes can
therefore occur at all the levels described above (pp. 82–96).

The outer level might suffice for less deeply entrenched problems and
is common in a first interview or throughout a period of couple
counselling. The opening up of communication, as members of the
family or partnership allow themselves and each other to speak their
minds and express their feelings to an unaccustomed degree, can lead to
clarification of problems and recognition of mutual needs and
responsibility, so that shared decisions can be reached and carried out
by joint action. The so-called ‘contract therapy’ described by Crowe
(1973) is a behavioural modification of this approach, involving
agreement by spouses to reward one another for behaviour which each
seeks from the other; for example, a husband might help with the
housework if his wife allows more sexual contact, which she might
have previously withheld because she was so resentful about the unequal
sharing of unwelcome domestic chores. Sexual problems such as
impotence and frigidity can often be helped by the behavioural
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techniques pioneered by Masters and Johnson (1970), so long as they
are not too deeply rooted in neurotic conflict or marital discord (Scharff
1982, Skrine 1989).

At a deeper level, when disturbance is more entrenched and
resistances to change are greater, it may be necessary to work with less
conscious processes, using concepts from psychoanalysis and group
analysis. Avoided truths need to be faced and accommodated within the
family so that collusive and coercive patterns of relating, such as mutual
projection, are revealed, and responsibility for them is acknowledged.
For example, the exposure of unspoken family myths (Ferreira 1963,
Byng-Hall 1973), such as ‘safety is inside the family, danger outside’,
or ‘a happy family is one where there are no disagreements’, allows
family members to discover their own ambivalence to each other, or
permits an adolescent to begin to explore his own developing
independence and sexuality. Family members may come to recognize
their projection on to others of images of internalized parents or aspects
of themselves, so allowing greater individuation and autonomy.

A middle-aged couple sought help after the wife’s breakdown into
a depressed state. The sale by her husband of his highly
successful business, in order to start a second career as an artist,
stirred up her anxieties stemming from a financially and
emotionally insecure childhood. Their marriage had been based
on her embodying the weak, helpless, and dependent parts of both
of them, while he represented the tough and reliable parts; in
consequence neither had achieved full separation and
individuation. His change of career reflected an increasing
dissatisfaction with being cut off from the previously feared
intuitive and ‘feminine’ parts of himself, which he had associated
with his mother. His wife was unprepared for this and reacted
with anxiety and unexpressed resentment. In treatment they came
to see the way they had both lost touch, through projective
identification (p. 23), with important parts of themselves which
they were able to re-own: he by becoming more comfortably
intuitive and receptive, she by allowing herself to be more
assertive and independent.

Clarification of boundaries and re-distribution of power within a family
system may have far-reaching effects. For example, recognition by
parents that they have colluded with a child’s wish to divide and rule the
family, may require them to acknowledge and work on their own marital
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problem. This could free them to co-operate in helping all members to
find more appropriate roles which are likely to decrease the child’s
anxieties and his consequent need to behave omnipotently. Another
example would be when the principal bond of affection in the family is
between one parent and one child, so that problems over power,
resentment by the excluded parent and siblings, and anxieties about
incestuous attachments, may have very distorting effects. The correction
of these will require a clarification of the boundary between the parents’
and children’s sub-systems. Families often come to function better when
a father, previously reduced to passivity and withdrawal, is enabled by
the therapist to develop his authority and involvement (Skynner 1976).

Such changes may necessitate overcoming powerful resistance to
change in entrenched family pathology, but if successful this can lead to
dramatic improvement in conditions as serious as schizophrenia and
anorexia nervosa (Selvini-Palazzoli et al. 1978).

Changes in a family system may lead to distress in members other
than the presenting patient, as they come to face their own responsibility
for the problems and their own personal difficulties. The reality that
they have sought to avoid, say, the poverty of their marriage, or the loss
of their children’s dependence on them, may be hard to face, and
require a good deal of adjustment. Furthermore, some families cannot
be helped by family therapy. They are locked in fixed or destructive
patterns of interrelating, such as child abuse or sado-masochistic
relations. They may have insufficient concern for each other, or they
may be too threatened by change. Then it may be necessary to help
individual patients, often an adolescent or young adult, to separate from
the family by involving them in therapy for themselves, either
individually or in a group. Indeed a family is not necessarily the best
place to be. One of the possible outcomes of a family or couple
approach that has to be faced may be a decision to split up. Therapy in
such cases can often help to ensure that this is done in a constructive
way. 

Separate therapy might be needed to help members to differentiate
and develop more fully as individuals. This can be the case with couples
where one or both partners need help to overcome their own problems
originating in early family relationships, which may have determined
the choice of partner and which the partnership perpetuates. It can also
be appropriate for children. Children and adolescents often present with
medical or educational problems, or with delinquency, rather than with
overt emotional or psychiatric disturbance. Such children may respond
to family therapy directed at correcting unhealthy family interaction. In
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order to overcome the effects of ongoing (as well as past) trauma and
conflict, and to release their developmental potential, some children
require a different sort of relationship from that which they have with
their parents and siblings.

Child psychotherapy has grown in the last seventy years out of the
pioneering work of psychoanalysts such as Hug-Hellmuth (1921),
Melanie Klein (1932), Anna Freud (1966), and Winnicott (1975), who
developed play techniques to analyse pre-school children not yet able to
express themselves fully in words. With older children and adolescents
it is possible to move towards more verbal communication in individual
psychotherapy (Daws and Boston 1981) and in group psychotherapy
(Riester and Kraft 1986, Evans 1998); and there have been several
therapeutic communities providing the benefits of social therapy (p. 151)
for disturbed children and adolescents, who often present with learning
difficulties (Rose 1990). Most child psychotherapy in the UK takes
place in community child guidance clinics and in hospital departments
of family and child psychiatry, where a family approach is usual. In
some, family therapy is emphasized; in others, parents are supported
and guided while the main therapeutic effort is directed towards the
child. A team approach is used, with the work of educational
psychologists, teachers, educational therapists, and social workers
integrated with that of psychiatrists and child psychotherapists.

Child psychotherapy is now a growing discipline, with its own
professional organization. The Association of Child Psychotherapists is
represented in the BCP and UKCP (p. 220) and has its own training
programmes and its own journal, the Journal of Child Psychotherapy.
The interested reader is referred to such texts as Daws and Boston
(1981) on the work of child psychotherapists in various settings; Laufer
and Laufer (1988) on adolescent breakdown; and Sandler et al. (1990)
on the work of Anna Freud and the Hampstead Child Therapy Centre. 

SOCIAL THERAPY

The preceding three sections on individual, group, and family therapy
have traced a widening perspective, from the individual and his inner
world to his interpersonal and family relationships. This gives us
different frames in which to view man, like using a microscope with
lenses of varying powers of magnification. Parallel developments in
psychoanalytic theory from ‘one-body psychology’ to two, three-, and
multi-body psychology were foreshadowed by Rickman (1951). How a
person functions is dependent not only on his internalized family of
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origin, but also on the current family and social groups to which he
belongs. His behaviour at any one time is affected by the social situation
he finds himself in, including that in which he is treated when ill. When
large groups such as institutions are studied, the insights of a
psychoanalytic view can be usefully joined with the ‘outsights’ of a
sociological one (Kreeger 1975, Pines 1975). Sociology was born out of
the upheaval of the French Revolution and was christened by August
Comte, who envisaged it would contribute to a new social order; it
studies the relation between man and society, the ways in which man both
creates society and is moulded by it (Hopper and Weyman 1975,
Burkitt 1991).

The less power individuals have, the more they are at the mercy of
social forces and ideas imposed on them. For example, Karl Marx
derived his concept of alienation from what he considered to be the
helpless position of workers treated as ‘hands’, with no value or
meaning in the social system other than in the work they produce.
According to Marx, the more the worker produces materially, the
poorer he will be in his inner life; similarly in the area of religious
belief, the more he attributes to God, the less he has in himself (Marx
1844). A sociological idea, readily linked with modern psychodynamic
thinking, was Emile Durkheim’s (1897) concept of anomie. This refers
to the pathogenic vacuum of standards which results from the breakdown
of stable social norms, familiar in the ‘inner city disease’ of today; it
reminds us of the individual’s need for structured relationships,
identifications, and roles, for a sense of fitting into a meaningful
scheme, in order to feel securely himself. Durkheim considered anomie
an important cause of suicide. The more recent sociological work of
George Brown also points to the social factors contributing to the high
incidence of depressive states in working-class women—in particular the
lack of social contact through having a lot of children, no work outside
the home, little support from husbands, and early death of mother
(Brown and Harris 1978). 

Social psychology and psychological sociology have flourished in the
great social melting-pot of the USA. The pioneer psychologist William
James (1890) recognized that the sense of self is bound up with the
processes of social interaction, a view expounded and deepened by
Erikson’s (1965) more recent work on identity and psychosocial
development (p. 36). An early sociologist, Cooley (1902), had proposed
the idea of ‘the looking glass self’, according to which a person’s self-
image is built up from how he imagines others view and judge him, and
his own subsequent feelings, such as pride or mortification; this is not
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unlike Winnicott’s (1971:111) idea that the infant’s self-image is built
up through seeing himself reflected in his mother’s face.

Another influential American social psychologist was G.H.Mead
(1934) through his contributions to self/other role theory. He saw
language as the means by which a self comes into being through social
processes of communication and symbolic interaction, and through
mutual role-taking. As he put it, ‘mind presupposes, and is a product of,
the social process’ (ibid.: 243).

Later sociologists (Parsons 1964) have interested themselves in the
two-way process between man and his social world. Social institutions
reflect man’s psychic structure and vice versa; for example, the
judiciary could be seen as representing man’s collective external Super-
ego, while some social and cultural standards are internalized in
everyone’s individual Super-ego. Both Super-ego and judiciary are
‘decider subsystems’ (p. 50) which maintain a powerful controlling
function in the larger systems of personality and of society respectively.

There can be a destructive as well as a creative interaction between man
and the society he lives in, amply demonstrated by studies of closed
institutions such as prisons and mental hospitals (Goffman 1961,
Foudraine 1974), where humiliation and dispossession of familiar roles
can destroy individuality and hope. Barton (1959) applied the term
‘Institutional Neurosis’ to these consequences of institutionalization,
which can magnify or replace whatever disability brought a patient into
hospital. The active rehabilitation and ‘open doors’ policies of the
1950s, reviving the ‘moral treatment’ of enlightened mental hospitals in
the early nineteenth century, followed recognition of these adverse
effects of prolonged hospital admission.

Main (1946), one of the pioneers of the Northfield Experiments (p.
122), on the strength of his experience there gave the name therapeutic
community to institutions where the setting itself is deliberately
organized to restore morale and promote the psychological treatment of
mental and emotional disturbance; and he went on to create an
influential example in the Cassel Hospital in Surrey. This has been one
of the few units in Britain where in-patients undergo individual analytic
psychotherapy for neurotic and personality disorders, without recourse
to drugs, in a setting where at the same time they engage in social
learning.

In the 1950s Maxwell Jones (1952, 1968) founded the unit at Belmont,
later to be called the Henderson Hospital. He emphasized the
opportunity for living-learning processes when people live and work
together in a setting where social analysis, rather than psychoanalysis, is
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practised. At the Cassel Hospital, the community is an adjunct to
individual therapy; at the Henderson, the community is the main focus.
The Henderson Hospital has accepted people who tend to show their
problems more in disturbed social behaviour and relationships, for
whom individual treatment is less appropriate than for those whose
problems are neurotic and internalized. A social context was provided
where these ‘sociopathic’ disturbances could be expressed, confronted,
and explored. The Henderson Hospital regime was (and still is)
characterized by ‘permissiveness, reality-confrontation, democracy and
communalism’ (Rapoport 1960). Its permissiveness encouraged the
expression and enactment of disturbed feelings and relationships, so
that they could be examined by fellow patients and staff. The
differences between patients and staff were minimized by staff
discarding uniforms and titles (as has been done in many units since),
and by each freely contributing their feelings and opinions of events.
Decision-making was shared by the community as a whole, including
issues of admission and discharge. Rules were kept to the minimum
necessary for the safety and well-being of everyone. This type of
residential community is the prototype therapeutic community. Other
examples have sprung up in many parts of the world, particularly in
Britain, the USA, and the rest of Europe.

Clark (1977), in a valuable review of the history and status of the
therapeutic community, distinguished between the Therapeutic
Community, Therapeutic Milieu, and Social Therapy. The term
Therapeutic Community or ‘therapeutic community proper’ (Clark
1964) should be reserved for the specific type of therapeutic milieu
developed by Jones and his followers: ‘a small face-to-face residential
community using social analysis as its main tool’ (Clark 1977). A
Therapeutic Milieu is a social setting designed to produce a beneficial
effect on those being helped in it: for example, a hospital ward,
sheltered workshop, or hostel, each with a social structure different from
the others. Social Therapy (known as milieu therapy in the USA)
employed the idea that the social environment or milieu can be used as a
mode of treatment. Of the three categories described by Clark, the
Therapeutic Community was the most specific application of these
principles; Social Therapy was the most general.

Clark pointed out that the enthusiastic idealism about the therapeutic
community, widespread in the 1950s and 1960s, culminated in the
founding of the Association of Therapeutic Communities in 1971. Such
idealism has been tempered since then by recognition of the limitations
of this means of treatment and by a move in society away from

SOCIAL THERAPY 151



permissiveness. At the same time a clearer understanding of the
principles of social therapy has led to their application in wider fields—
such as the Richmond Fellowship hostels for psychiatric patients, and
communities for adolescents with behavioural and learning difficulties—
and to their adaptation to other special needs. Some self-governing
hostels for ex-drug addicts, for example, while retaining ‘democracy,
communalism and reality-confrontation’ (Rapoport 1960), replace
permissiveness with an authoritarian structure, with harsher
punishments and degradations than would be tolerated in most
organizations run by doctors and nurses. They are communities and they
are therapeutic, but because of their authoritarian structure they are not
‘therapeutic communities proper’. In hospital psychiatric units, the
principles will also have to be adapted, but here to the broad range of
psychiatric conditions, many of them acute. In such units, staff need to
be free to make authoritative decisions, in order to cope with
emergencies and maintain the safe structure that is especially important
for acutely ill patients who are not yet able to take much responsibility.
Awareness of the principles of social therapy helps staff to remain
flexible in their roles, and share responsibility as patients become ready
to assume it. A vivid up-to-date review is provided by Kennard (1998).

The essence of social therapy is openness of communication and
shared examination of problems. Patients are encouraged to use their
initiative in running their own lives. Hierarchy is played down and
responsibility shared as much as possible between patients and staff.
Group meetings play an important part in facilitating these processes,
both small groups of a dozen or so, and large meetings of the total unit—
patients and staff—in the community meeting.

The relationship between social therapy and psychotherapy in the
community meeting is still being debated. Edelson (1970) distinguishes
between them, claiming that the function of the community meeting is
not group psychotherapy but facilitation of the day-to-day functioning
of the unit. Others such as Springmann (1970) argue that there can be
distinct potential for individual insight and change in community
meetings, although they are not a substitute for more intimate, small
therapy groups. Springmann fosters a less structured and consequently
more spontaneous meeting. However, large unstructured groups can
produce a lot of anxiety even in ‘normal’ people; primitive anxieties of
persecution and annihilation, and defences against them, such as
withdrawal or omnipotent exhibitionistic behaviour, are not uncommon.
In general psychiatric units, which cater for people with all degrees of
disturbances and vulnerability, Pines (1975) favours a clear structure to

152 INTRODUCTION TO PSYCHOTHERAPY



the community meeting, particularly at its outset. This reduces anxiety
and confusion induced by threats of anonymity, fear of loss of control,
and of catching other people’s madness. An elected chairperson and an
initial agenda of feedback reports from groups of patients and staff can
provide a useful structure from which more spontaneous information,
preoccupations, and conflicts emerge later in the meeting. This
procedure is followed at the Henderson Hospital and has been adopted
by many community meetings in psychiatric units.

Social systems can provide defences against primitive persecutory
and depressive anxieties based on the paranoid-schizoid and depressive
positions (p. 103), or they can increase them (Jaques 1955). In creating
a social system devoted to therapy, it is necessary to determine what
level of anxiety and defence is appropriate for the patients and staff
working together in it. The organization and methods used in a hospital
or unit may be determined, understandably, by the need to provide staff
with defences against anxiety, as much as by what is best for patients.
For example, nursing hierarchies and rituals can protect nurses, many of
them young and inexperienced, from the anxieties provoked by feeling
too involved with the suffering they encounter (Menzies 1961); or, to
counteract staff anxieties, psychiatric patients may be given drugs to
quieten them rather than an opportunity to express and talk about their
problems (Stanton and Schwartz 1954). Nevertheless, while social or
institutional defences may be right and proper, they should not be so
great as to hamper the therapeutic task of the institution. Getting the
balance right can be a struggle (Hinshelwood 1987).

The idea of social therapy has been applied in a number of different
settings—for example, psychiatric hospitals, hostels for drug addicts,
schools for emotionally disturbed and learning-impaired adolescents,
even prisons. Indeed there has recently been renewed interest in its
application to the management and treatment of offenders (Welldon
1997), for example, small prison wings such as Grendon Underwood
being run on therapeutic community lines (Genders and Player 1995);
those with Severe Personality Disorders (Whiteley 1994, Dolan et al.
1997); and the use of in-patient groups in helping patients with
schizophrenia. These have been described as enabling patients with
inadequate capacity for symbolizing, to internalize helping figures (Rey
1994). The methods used are even more numerous, and therefore
description of them will be limited to a few general principles.

Most training in social therapy is gained ‘on the job’ in therapeutic
communities and units using the therapeutic community approach. But
the Association of Therapeutic Communities runs many courses,
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including a nine-month course in association with the Royal College of
Nursing. Organizational dynamics can be experienced in group-
dynamic workshops such as the ‘Leicester Conferences’ organized by
the Tavistock Institute of Human Relations; and the use of large groups,
such as those used in therapeutic community meetings, in courses run
by the Institute of Group Analysis.

Following the Thatcher years of ‘there is no such thing as society —
only individuals and families’, the benefits of communities are being
promoted (Etzioni 1993, Mulgan 1997). The therapeutic value of
communities in ‘reconnecting’ people, discovered by the pioneers of
group psychotherapy (see pp. 120–27), and established at the Military
Neurosis Centre at Northfield, is due for a renaissance, after a period of
relative decline (Kennard 1994, Knowles 1995, Cox 1998, Campling
and Haigh 1999).

The setting

The boundaries of the social system in which social therapy is practised
need to be clear, whether it is a ‘therapeutic community proper’ or a
‘therapeutic milieu’ in an in-patient or day unit, hostel, residential home
or prison wing. This allows it to develop its own clear culture and rules.
Clarity of the boundaries of the system also permits examination and
understanding of happenings within it to be differentiated from events
originating outside, such as intrusions from administrators, police, local
inhabitants, or relatives.

The degree to which a unit can control its boundaries inevitably
affects what happens inside it. This explains many of the differences
between a ‘therapeutic community proper’ and a psychiatric unit
operating as a ‘therapeutic milieu’ in a district general hospital —
increasingly the basis of most psychiatric care in the UK as old mental
hospitals have closed down. A therapeutic community can control its
admissions. It selects patients who, on the whole, want to play an active
and responsible part in their own treatment, and are thought likely to fit
into and benefit from the culture of the unit. In many therapeutic
communities, more established patients play a part in deciding who will
be admitted. Such control and selection are impossible in a district
general hospital unit, because it serves a local catchment area and has to
admit patients of all types and ages, and all degrees of intellectual
capacity and emotional disturbance. In such a unit, the structure has to
allow for patients who need traditional nursing and doctoring, at least for
a while. The most acutely disturbed patient might need the provision of
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a good deal of structured care, as does a new-born child; but, as the
patient improves, he should be encouraged, like the growing child, to
move towards the greatest autonomy possible.

The organization of any psychiatric unit should provide opportunities
for sharing and learning from the reality of living together. Community
meetings are held at least weekly—in some settings daily—and attended
by as many of the patients and staff as possible. It is important to have a
room of sufficient size and shape for everyone to be accommodated,
sitting comfortably in something approaching concentric circles, so that
people can communicate with each other face-to-face. Decisions to
exclude some patients (because, say, they are still too disturbed) or to
agree that some staff do not attend (for example, those not available all
the time) need to be examined and faced openly, along with all other
significant events.

In addition, small groups may exist for discussion of day-to-day
problems in subdivisions of the unit (say wards) or for discussion of
specific problems shared by a number of patients (arrival in the unit,
impending discharge, women’s rights, and so on). In a general
psychiatric unit, more formal psychotherapy, which requires longer-term
commitment, is best conducted in small out-patient groups which
people usually join after discharge. For in-patients, opportunities are
created, in addition to discussion groups, for non-verbal expression and
communication through occupational therapy and art or music therapy.
These can be extremely valuable in contacting patients who are
withdrawn, inhibited, or unused to talking about themselves and their
feelings. Some people can use these methods to get in touch with
previously unexpressed aspects of themselves. We have already quoted
Winnicott (1971:38) saying that ‘Psychotherapy has to do with two
people playing together’; he went on, ‘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.’ Art, music and dance therapy
may help people to find they can play, and in so doing make fuller
contact with themselves and others (Jennings 1983, 1987).

Staff ideally meet together following (and sometimes before)
community and small-group meetings, to share and clarify their
understanding of what has happened and to make any necessary
decisions or contingency plans. In addition, staff often have their own
meetings to discuss practical issues and general planning. The more of a
therapeutic community the unit is, the more likely it is that staff will air
and face up to interpersonal tensions and conflicts in these meetings;
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otherwise it would be hypocritical to expect patients to do so, quite
apart from the knowledge that unresolved conflicts between staff affect
patients adversely (Stanton and Schwartz 1954).

A common feature in ‘therapeutic communities proper’ is the crisis
meeting of either the whole community or one of the subgroups of
patients and staff. This aims to examine a critical event, such as someone
behaving in a disturbed or destructive way, in an honest and supportive
manner. The extent to which this can happen might almost be a
yardstick of how much a unit functions as a ‘therapeutic community
proper’, that is, by sharing responsibility and treatment between all
members of the community, without slipping too much into the
traditionally distinct roles of helpless sick patients and competent
healthy staff.

Patients’ roles

Patients learn that they have an active role to play in helping themselves
and each other, by participating in communal life as they become able
to do so. They have an opportunity to discover the personal and
interpersonal nature of problems and conflicts which underlie
symptoms. By facing up to the problems of living together, and sharing
in finding solutions, they can move away from isolation and a sense of
abnormality. They have many chances to express feelings and talk
honestly about themselves and others, and to learn new ways and
attitudes. By playing an active role they have opportunities to
rediscover, or discover for the first time, strengths and skills in handling
problems. Being elected to the chair of the community meeting, and
filling the role adequately, are often experienced as a graduation,
particularly by previously unassertive patients and those with damaged
self-esteem. Their success may encourage others.

Staff roles

In keeping with the ethos of social therapy, staff transcend the specific
roles prescribed by their training in the disciplines of medicine, nursing,
social work, occupational therapy, and so on. They work more as
individuals in a multidisciplinary team. Although still practising their
separate professional skills as necessary, they share socio-therapeutic
attitudes and try to face up to any interdisciplinary tensions and rivalries
which interfere with their work. As it is between disciplines, so it needs
to be between different hierarchical levels within each staff sub-group;

156 INTRODUCTION TO PSYCHOTHERAPY



problems between seniors and juniors need to be resolved by honest
confrontation and discussion. This is what is known as ‘flattening of the
authority pyramid’ (Clark 1964:45). It does not mean that power and
responsibility are dissipated; indeed one of the paradoxes of the
therapeutic community movement is that the aims of democratization
and sharing of responsibility have often been best achieved under the
‘benevolent dictatorship’ of charismatic leaders. However, a therapeutic
milieu encourages the sharing of decisions and power among staff of
different disciplines; it also tends to reduce ‘social distance’ between
them. The same trends can be seen in the organization of industry and
higher education, where greater consultation and shared decision-
making are increasingly being sought. Desirable ideals in any
organization are that power and responsibility are open and clear, and
that their diffusion is in the interest of helping its members—in our case
staff and patients—towards autonomy and growth, without losing
direction and sight of the overall function of the unit.

Working in a therapeutic community demands openness and honesty.
This means being able to say to fellow staff members, as well as to
patients, things which are difficult to say and to accept, such as: ‘I don’t
like the way you do that…Why on earth did you say that?…I feel it’s
your problem not the patient’s.’ An atmosphere and culture in which
such confrontations can be made and received, without feelings being
too hurt, need to be built up and constantly maintained. Without such an
atmosphere and culture, destructive forces can prevail: for example,
through splitting and projection between sub-groups of staff and
patients (Main 1957). 

Therapeutic processes

Social therapy involves open communication and confrontation of
problems as they arise. Instead of using staff roles and hierarchies for
unnecessary defence and evasion, it demands self-questioning and
change. These characteristics produce an atmosphere which is lively and
creative, but often stressful.

Not everyone, staff or patients, is comfortable in this atmosphere,
although many adjust and learn to value it. The question of whether some
may find it anti-therapeutic is still open to research. One of the
disadvantages of social therapy is that it is difficult for patients to opt
out if it does not suit them in the form provided in a particular unit,
except by leaving or not co-operating. For this reason it is important for
a general psychiatric unit aiming to function as a therapeutic milieu to
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have a range of programmes adaptable to a variety of different people
and problems. Working well, a therapeutic milieu promotes the tackling
of the inevitable problems of living with other disturbed people, in a
way that facilitates their solution, and promotes learning about personal
relationships.

A community meeting in the psychiatric unit of a general hospital
had revealed an undercurrent of explosive irritability among
patients, whose feedback reports had glossed over several
distressing events during the previous week, and hinted at shared
anxieties and resentment about forthcoming staff changes. Some
patients in particular, through the chairman of the community
meeting, who was one of their number, complained that they were
not seeing enough of their doctors. This implied that the nurses
were not good enough, and incapable of discerning deterioration
in the condition of their patients. It emerged, in the staff group
following the meeting, that some nursing staff were themselves
demoralized by intense feelings of unexpressed resentment at
their senior nurse, who had not communicated with them openly
and directly about his temporary absence, nor made arrangements
for his replacement. When these feelings were shared with
colleagues, and the problem acknowledged as one which needed
to be tackled, the nurses felt freer to take action, and their morale
began to improve. Opening up these issues also led, in the
following community meeting, to a useful exploration of patient
attitudes to staff, including their reluctance to recognize that staff
too could have problems. The need for doctors to be idealized as
strong and omniscient was seen to reflect the wish for a good
reliable father on the part of many patients (including the
chairman), like the nurses’ wish for a more reliable and concerned
senior nurse.

The task of social therapy is to create a therapeutic milieu, and its
paradigm is the therapeutic community, the core of which is the
community meeting. Through it, Pines has traced the link between the
social system and individual psychotherapy:

The community meeting represents the creation of a new social
system that accepts as its fundamental problem control,
containment and treatment of mental illness. The attempt is made
to foster the development of a society whose ‘shared
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understanding and common intellectual and emotional discourse’
are based on the insights of psychotherapy which state that mental
illness results in, and may arise from, faulty communication, that
mental illness has meaning that can be understood and that all
persons, sick or well, have more in common than they can easily
recognise. The psychotherapeutic viewpoint emphasises that
emotional disturbances have roots in failed developmental tasks
which centre on the resolution of issues of dependency, autonomy,
authority and sexuality. The resolution of these issues is
renegotiable in the transactions of psychotherapy, and it is
expected that they will appear in the social transactions of the
group, and thereby offer opportunities for psychotherapeutic work.
The psychotherapeutic effort is to raise these issues to the level of
conscious understanding where they can be acted upon in more
mature and adaptive ways than have been open to the individuals
heretofore.

(Pines 1975:303)

The therapeutic processes of social therapy are thus the treatment of
conflicts and blocks in communication within the unit, so creating a
‘therapeutic milieu’ in which practical problems can be solved,
interpersonal skills developed, and the psychotherapeutic functions of
the unit can flourish. Whether the latter are largely supportive or
exploratory, both functions are needed in a comprehensive caring
service, and should be available with the National Health Service.
Needs vary from patient to patient, and often at different stages in the
same patient’s care. 

Psychiatric units have come under increasing pressure over the last
few years. The closure of large mental hospitals and inadequate
reprovision of services have meant that patients are discharged as soon
as possible. Removal from stressful home circumstances, support, and
effective medication can lead to rapid improvement. Patients may
therefore be discharged before their capacity and wish to use more than
supportive psychotherapy can be assessed, even if there are local
facilities for deeper levels of psychotherapy. Such facilities are still very
unevenly distributed. The need in a psychiatric unit to keep the average
length of stay down to six to eight weeks might discourage a more
gradual recovery, which does not depend so much on denial and allows
contact with deeper feelings and resolution of underlying conflicts.

Alternative ways of working through emotional crises exist. Those
who work on the crisis intervention model aim to keep people out of
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hospital by sorting out emotional crises in the home (p. 142). In the
group homes of the Arbours Housing Association (Berke et al. 1995)
and the Philadelphia Association (Cooper et al. 1989), followers of
Laing claim that patients can be supported and helped to work through
their psychological disturbance in a way felt to be more creative, facing
the suppressed imaginative parts of themselves rather than sealing them
off with a rapid ‘cure’. This view has been increasingly questioned,
especially for psychotic patients. But one does not need to accept
Laing’s view of mental illness in toto (p. 138) to recognize that people
vary in the time and conditions they need to work through their problems
in a way that is right for them.

At the exploratory end of the psychotherapeutic spectrum, the
existence of ‘therapeutic communities proper’ in such hospitals as the
Cassel and Henderson depends on their being free from the pressures
which constrain district general hospital units, so that they can make their
facilities more widely available to patients likely to benefit from
intensive psychotherapy and social therapy during a stay of six to
twelve months. Ideally, every region should have units of this type
available for both in-patients and out-patients. At the opposite,
supportive end of the spectrum, despite advances in psychiatric
treatment, long-term care in conditions of true ‘asylum’ are likely to be
needed for some chronically and severely handicapped patients, if
necessary for the rest of their lives. As the large traditional mental
hospitals are closed down, more long-term units or group homes are
needed, and it is important that they have space, grounds, and adequate
facilities for occupation and recreation. 

There are disadvantages in trying to do everything together; neither
support nor exploration can be easily provided, in full measure, in a
compromise situation. Consequently there are dangers in a policy of
concentrating psychiatric care in a uniform service based solely on
district general hospitals, unless there is concurrent development of a
wide range of psychotherapy services for out-patients and alternative
therapeutic milieux. The needs of many types of patient will have to be
catered for in a comprehensive psychiatric service: some with acute
emotional disturbance, others with chronic disability, some who need
mainly support and medication, and others who can use an opportunity
to work through problems and learn new solutions through
psychotherapy, whether cognitive-behavioural or dynamic. It is likely
that the range of facilities required to augment district general hospital
units will extend the work of some of the pioneer units described in this
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section. Sadly, ‘Community Care’ is still more a catch-phrase than a
solid reality in many areas.

Despite the running down and closure of many large mental
hospitals, and the laying down of official principles of community care
(Griffiths 1988), community services are developing very slowly. The
details of finance and organization have to be worked out in the face of
many competing claims. In consequence the proportion of chronic
psychiatric patients among the destitute and homeless is rising
(Marshall 1989). Such patients will require special out-reach schemes
that are scarcely begun (Lowry 1990).

In many areas, however, psychotherapists are playing a growing part
in the support and supervision of community psychiatric nurses, so
helping in the psychodynamic management in the community of often
very difficult patients. They are also co-operating with social workers,
and others are already developing a more flexible service by adopting
some of the principles of social therapy in facilities such as hostels and
clubs. The idea of social therapy, that the social context affects what
happens in it, can guide us in fitting the provisions to the needs of the
patients for various types and levels of psychotherapy.

NEWER DEVELOPMENTS

In this section we consider a variety of therapeutic movements which
have emphasized, in a particular way, one aspect of therapy that has
been present to some degree in classical psychoanalytical therapy, or
was especially emphasized at some time in its development. These
movements have attempted to correct what the proponents of each saw
as a one-sided bias and limitation in psychoanalysis.

Interpersonal psychotherapy (IPT)

IPT developed out of the interpersonal tradition of psychoanalysis as
espoused by Sullivan and Fromm-Reichmann (see pp. 34 and 138).
Originally conceived as a treatment for depression it has now been
adapted for use with other problems such as post-traumatic stress disorder
and recently for personality disorder. We will give only a short
description of the therapy here and the interested reader is referred to
the extensive outline by Klerman et al. (1996).

IPT for depression is a brief (sixteen sessions), focused, structured,
time-limited therapy which emphasizes the current interpersonal
relations of the patient. Symptoms of depression are seen as being

NEWER DEVELOPMENTS 161



generated within an interpersonal context and, as such, as amenable to
change through transformation of relationships. To this extent IPT
recognizes the importance of relationships in a person’s well-being, but
does not place them at the centre of the treatment process in the way that
dynamic therapy does. IPT does not harness the relationship of the
patient and therapist through transference in order to bring about
change. Focus is on the current life relationships of an individual and
how they may be developed to improve mood. We tend to feel better
either when we do things with others or when we help others to do
things with us.

In IPT, like other brief therapies (see p. 109), a focus for treatment is
formed in collaboration with the patient. Four foci are described. These
are: grief, disputes, deficit, and role transition.

Grief is an inevitable reaction to a loss and the IPT therapist focuses
on the relationship that has been lost, to facilitate mourning, whilst
helping the patient re-establish interests and other relationships that can
substitute for what has been lost.

Disputes are a common cause of depression. To be locked in
persistent argument with a significant other, such as a partner, both
lowers mood and perpetuates depression. IPT therapists consider
interpersonal disputes to be at different stages and try to identify the
stage in order to target therapy appropriately. Renegotiation implies that
the individual is aware of the dispute and is actively trying to bring
about a resolution. If no resolution appears likely, frustration develops
and eventually the dispute leads to an impasse in which there is a
smouldering resentment. A cold relationship results. Finally the dispute
may lead to an irretrievable breakdown. In each of these situations IPT
focuses on the interpersonal relationship and how ‘non-reciprocal role’
expectations interfere with change. The term ‘non-reciprocal roles’
describes a situation in which an expectation of someone else is not met
by that person conforming to the assigned role. For example, a mother
may both want and expect her adolescent daughter to confide in her
about her worries, just as she did in her own mother, but her daughter
feels that in order to grow up and become independent she has to work
things out for herself. Such non-reciprocal roles may become evident in
therapy itself: for example, the patient expecting something from the
therapist that the therapist cannot provide. Under these circumstances the
IPT therapist may point out the transference repetition to illustrate how
the individual tries to insist on specific roles for others.

A focus on deficit implies that the individual has few, if any,
relationships and this makes it problematic for a therapy which focuses
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on relationships outside therapy to help someone change. Under these
circumstances the only relationship a patient may have is with the
therapist, and so transference may be used to help him develop an
understanding of how to develop a social network outside.

Finally a focus on role transitions is common in IPT. We have
already emphasized aspects of the human life cycle (see p. 34), and the
most frequently encountered role transitions occur as we move from one
aspect of life to another—adolescence to adulthood, leaving home,
becoming a mother or father, changing careers, becoming unemployed,
retiring, growing old, and so on. These are normal events but sometimes
an individual can feel he is failing in his new role or not adapting in a
constructive way and so becomes depressed. In IPT careful evaluation of
the old role and its meaning to the individual is undertaken whilst
exploring the advantages and disadvantages of the new role.

In summary IPT takes a detailed look at the ways in which an
individual both sees himself in relation to others and how he uses his
‘personal network’ constructively. It does this within a framework of a
focus that is formed in collaboration with the patient. A number of
research studies have looked at its efficacy, particularly in depression,
showing it to be an effective therapy (see p. 209). This has led to
questions about which patients do better with which therapy. There is an
indication that patients who are single and not cohabiting with a partner
do better with IPT than with other therapies (Barber and Muenz 1996).
This is discussed further in the section on Outcome and Research (see
p. 200). 

Conversational model or psychodynamic-
interpersonal therapy

The conversational model of therapy was developed by Hobson (1985),
an analytical psychologist. He sought to design a therapy that had a
greater interpersonal and collaborative focus than traditional
psychoanalytic therapy, which he saw as a one-sided, and inevitably,
asymmetrical relationship. He drew on psychodynamic principles but
added some humanistic and interpersonal elements. Originally a
conversational model because the aim was to develop a ‘mutual feeling
language’ and a relationship of ‘aloneness-togetherness’, it has become
known as psychodynamic-interpersonal therapy (PI) following its use in
research trials (see p. 210), and perhaps because that name states more
clearly its fundamental assumptions.
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The model has been conceptualized as consisting of seven different,
but integrated, components. These are summarized by Guthrie (1999).
Although many of these form part of the non-specific aspects of therapy,
together they form a discrete and definable therapy, which is relatively
easy to learn and is understandable to patients. Furthermore the therapy
can be tailored to specific conditions such as depression (see p. 19) and
somatization (Guthrie et al. 1991). The seven components are:
exploratory rationale, shared understanding, staying with feelings, focus
on difficult feelings, gaining insight, sequencing interventions, and
making changes.

Developing an exploratory rationale requires the therapist to identify
the patient’s main interpersonal difficulties. Emotional symptoms are
linked to the interpersonal difficulties and the therapist explores a
rationale, in conjunction with the patient, that expressly links the
emotional state with the problems. Together they seek to identify how
the problems may have precipitated the symptoms, continue to
contribute to them, or perpetuate them. This interpersonal focus forms
the core of the therapy and shows a clear relationship to interpersonal
therapy developed separately in the USA (see above).

Shared understanding refers to a process by which the therapist and
patient clarify what the patient is really experiencing and feeling. In
order to do this a language of mutuality is developed using the
relationship between patient and therapist. The therapist expresses a
more active involvement than is often recommended in psychoanalytic
therapy, but many of the interventions are similar, with the use of
metaphor and interpretation. Interpretations are construed as tentative
hypotheses and offered with less conviction than interpretations in
classical psychoanalytic therapy. However, there may be little
difference nowadays since interpretations in psychoanalytic therapy are
more often seen as hypotheses than veridical statements.

Staying with feelings requires sensitivity on the part of the therapist,
who needs to help the patient re-create difficult feelings within the
session. It is important that feelings are not discussed in the abstract or
as something that only occurred in the past, but as really experienced in
the ‘here and now’. A focus on difficult feelings may occur at this point,
but more often refers to situations in which the affect is hidden and the
therapist needs to focus actively on the feeling. A patient may express a
particular emotion but not be aware of it, or alternatively not feel
something when it would be expected. This can be pointed out to the
patient by contrasting the verbal and non-verbal cues, for example, or
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by highlighting the discrepancy between the content of the story and the
expressed affect.

Gaining insight refers to an increased understanding of the present
problems in terms of the patient’s past and current relationships. Just as
in psychoanalytic therapy, links are made between the patient’s
childhood and adult relationships. The patient-therapist transference
relationship is drawn upon to focus this process and links are made
between feelings that emerge within the session and those that occur
outside the therapy. It is important that these links or explanatory
hypotheses are only made after the emotional base of the symptoms and
their interpersonal context have been established. This is known as
sequencing of interventions. The use of transference in such an explicit
way differentiates PI from IPT. However, both recommend that the
therapist acknowledges change in an explicit way throughout therapy.

PI may be structured either as a short-term or a long-term therapy,
although more often it is limited to eight to sixteen sessions. It is
important that therapy is sequenced carefully but that the therapist
works flexibly. Initial sessions establish the interpersonal links of the
patient’s symptoms and identify the main problem areas by exploring
carefully the relationships of the patient, agreeing a focus, and
establishing a symptom history. Intermediate sessions may explicitly
use transference to explore hidden feelings, stay with feelings, and link
change in symptoms with interpersonal events. This is followed by final
sessions in which ending may be linked to earlier losses, negative
feelings are scrutinized, gains are explicated, and ways in which the
patient can continue working on himself afterwards are discussed. 

It is obvious that PI lies between traditional psychoanalytic therapy
and IPT, and that both PI and IPT have more in common with
psychodynamic principles than with cognitive psychology. Both take an
interpersonal or relationship focus and see emotions as central to human
function. This is in stark contrast to the origins of cognitive-behavioural
therapy which initially placed cognition at the centre.

Cognitive-behavioural therapy (CBT)

Cognitive-behavioural therapy (CBT) is a therapy that has been
developed by practitioners dissatisfied with both psychoanalytic therapy
and behaviour therapy. A.T.Beck (1976), himself a psychoanalyst,
became disappointed with the results of treating depressed patients with
psychoanalytic therapy. He recognized that many depressed patients
seemed to concentrate on thoughts that showed recurrent themes: for
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example, of being a failure. These cognitive themes were taken up as
being part of the primary disorder. This was in contrast to hitherto when
such thought processes had been regarded as secondary to emotional
change.

Similar disenchantment occurred within the world of behaviour
therapy, the limitations of which were becoming increasingly apparent.
In behaviour therapy, symptoms are seen as maladaptive patterns of
behaviour which have been learnt—something akin to bad habits—and
not as part of a complex psychological system whose final pathway of
expression is a symptom. Behaviour therapy aims at correction of
‘habits’ and may be particularly effective in mono-symptomatic
phobias. But too great an emphasis on behavioural components of
psychiatric illness fails to encapsulate the complexity of most mental
illness, particularly by avoiding less conscious aspects of motivation
(see the case illustration on p. 80). So behavioural techniques have been
combined with newly-developed cognitive interventions in CBT, and
their practitioners are jointly represented in the Behavioural Cognitive
Therapy section of the UKCP.

Originally CBT failed to take into account unconscious processes,
but over the past decade there has been increasing recognition that many
aspects of psychological function take place outside consciousness and
these have to be taken account of in treatment. Of course there is not an
acceptance of the unconscious as it is viewed within psychoanalytic
therapy (see p. 11), but there is a realization that a simple focus on
manifest behaviour and conscious thought is inadequate. 

The general approach in CBT is strikingly similar to psychoanalytic
therapy. Sessions are carefully structured, a relationship is developed
with the patient, and regard is given to empathic understanding, careful
listening, and formation of a therapeutic alliance (see p. 51). In contrast
to psychoanalytic therapy, the approach is active, with the therapist
taking an expert role and having specific aims. These include a detailed
analysis of the patient’s difficulty by focusing on ways of thinking and
their relationship to symptoms, a formulation of the problem for the
patient to test in everyday life, and an identification of the antecedents,
behaviour, and consequences of the actions. These aims are achieved
through daily monitoring of thoughts to establish automatic thoughts,
and through homework assignments—for example, identifying triggers
for particular thought patterns. Sometimes patients are asked to identify
a whole series of thoughts and to map them into a ladder or hierarchy so
that it will be obvious to a patient very early on that an anxiety attack
may develop. This may enable an attack to be anticipated and prevented.
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In some ways this is a practical example of psychic determinism, in
which all psychological states are seen as being preceded by and
containing within them traces of earlier psychological processes.

These basic techniques have been developed for different disorders
but the principles remain the same. An automatic thought in depression
may be ‘I am a failure’. Once it is established that this relies on a basic
assumption that ‘anything I do is useless’, the therapist helps the patient
look at the evidence for the thought, and may focus on the advantages
and disadvantages of holding such a view. Thus the approach is vigorous
rather than contemplative and is often considered as collaborative.
However, it may become overly prescriptive in inexperienced hands.

It is interesting that in its early stages CBT differentiated itself from
psychoanalytic therapy in a firm and rigid manner. It was as if
independence could only be achieved by disavowal of the past, and
separation had to be complete, threatening a schism between emotion
and cognition. More recently there has been a rapprochement, as if
adolescent conflicts have now been worked through and dialogue can
occur, with a recognition that the dynamically-orientated parent therapy
not only may have something to say but also have something to learn
from the new ‘kid on the block’. As in all good families it is to be hoped
that constructive co-existence and cross-fertilization of ideas will result.
Already there is an understanding in CBT of a rational system of
processing information and an experiential system that is emotionally
driven (Epstein 1994). In psychoanalytic theory there is recognition that
thought processes are not solely emotionally dependent and some
dynamically determined change is itself cognitively processed. CBT has
become more interpersonally based, with recognition of emotionally
based ‘hot cognition’ as central to treatment. Thus emotion has returned
to CBT and cognition to psychodynamic therapy. We are of the view
that the distinction between a cognitive treatment and psycho-dynamic
therapy is often difficult to establish even though the practitioner may
be working within a different framework.

It was inevitable that two major therapies such as psychodynamic
therapy and CBT would themselves generate further therapies
attempting to integrate elements of both. In this way Cognitive Analytic
Therapy was born.

Cognitive-analytic therapy (CAT)

Ryle (1982, 1990) first developed CAT in an attempt to integrate both
cognitive and psychoanalytic ideas. Since then, CAT has evolved into
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an emerging integrated theory restating aspects of psychoanalytic theory
in cognitive terms, whilst developing a clear outline of clinical practice.
It is cognitive in that some of the work in therapy takes place at an
intellectual level, recognizing that self-awareness and conscious choice
are central to change. In practice, self-monitoring and homework may
be used. It is analytic in that it is concerned with internal objects which,
as in psychoanalytic theory, are seen as being derived from early
experience, modified in fantasy, and as influencing our present
relationships. In practice, transference and countertransference inform
the therapy and there is a focus on relationships rather than cognitions.
Some attention is given to working conflicts through by repeatedly
addressing those mechanisms that preclude healthy adaptation.

The emphasis in CAT on the relationships of the patient was present
right from the beginning. Ryle suggested a ‘procedural sequence
model’ (PSM) in which intentional acts or the enactment of roles in
relationships were governed by repetitive sequences of mental,
behavioural, and environmental processes. So an individual may
perceive someone as being friendly and appraise the situation in terms of
knowledge, values, personal wishes, and predicted outcome. The
relationship or interaction is then put into practice and the consequences
evaluated, leading to a confirmation or disconfirmation of the original
perception and expectation. It is at the appraisal stage that internal object
relationships and conflict may govern the actions of the individual and
how the perception is acted upon. In effect the model takes into account
the interplay between internal and external processes, both of which
govern our relationships.

This rather mechanistic approach was developed further in the idea of
reciprocal role procedures (RRP). These are seen as being based on
early relationships. The infant learns to respond to or to elicit a care-
giver’s actions and reactions, and to translate these into other
relationships. A repertoire of reciprocal roles is built up and elaborated
which structures all future relationships. These roles influence the types
of people to whom we are attracted, since we want partners who have
complementary roles. Each of us has the capacity to enact both roles
(Freud 1914) and we may enact them within ourselves; for example,
this may occur by treating one’s body as not part of oneself. It will be
obvious to the reader that this idea is akin to contemporary
psychoanalytic theory and self psychology (see p. 106), but the
difference in CAT is that the reciprocal roles are carefully mapped out
in therapy rather than being explored only within the transference
relationship. RRPs form the core of a reformulation and they are drawn
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out with the patient using loops and arrows, to show the recurring shifts
between positions. Neurotic procedures may support or maintain RRPs
by preventing modification of ineffective or harmful roles. These are
often called traps, dilemmas, and snags.

Traps refer to the way in which individuals reinforce negative beliefs
and assumptions by acting in ways that elicit the negative belief. For
example, a low self-esteem trap may be a feeling that if I go to a party
no one will speak to me. I attend the party feeling hostile and defensive
and respond to approaches in a surly manner, which in turn means that
people do not speak to me for long. The negative belief of myself is
confirmed.

Dilemmas are conflictual. Choices are seen as polarized between two
alternatives (false dichotomization)—if I get involved I will be hurt; if I
stay alone I will be lonely.

Snags lead to an inappropriate abandonment of personal aims as a
result of a true or false prediction or perception of negative outcome—if
I go out with my boyfriend my mother will think that I am abandoning
her and will get ill or make me feel guilty.

These complex reformulations have superseded the PSM and form
the procedural sequence object relations model (PSORM). This is
worked on throughout therapy, which is usually brief, lasting from
twelve to sixteen sessions. Towards the end of therapy, the therapist
asks the patient to write a letter to bring to the following
session describing his experience of therapy, what he has or has not got
out of it, and where it leaves him. The therapist does the same and in the
final session these letters are exchanged, read, and discussed. The letters
provide an opportunity to express gratitude, disappointment, and anger
at termination, as well as forming a concrete summary of the work
achieved and possible problems ahead. They also act as a ‘transitional
object’ (see p. 106).

CAT continues to develop and has now been put into practice for the
treatment of specific relationship disorders such as borderline
personality. The interested reader is referred to Ryle (1995) for a more
detailed outline about present developments, and to Ryle (1997) for a
discussion of the treatment in borderline personality disorder.

ENCOUNTER AND BEYOND

Psychoanalysis began as a radical movement, challenging the
established view of orthodox medicine and psychiatry. This may be one
reason why it was more readily accepted in North America, with its
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democratic spirit of equality and opportunity for all, than in the Old
World. However, in time, it encountered the problem of all
revolutionary movements as they are taken over by, and become part of,
the established order. The ‘human potential movement’, or ‘humanistic
psychology’, as it is sometimes called, may be seen as the next
revolution, reacting to what was felt to be conservatism in
psychoanalysis. It was in many ways typically American (Kovel 1976)
and, with roots in inspirational religious revivalism (Marteau 1976), it
takes a basically optimistic view of human nature and its perfectibility.
This contrasts with the rather pessimistic view of Freud (1930) towards
the end of his life, as expressed in Civilization and its Discontents, that
man is inevitably in conflict between the demands of instinct and those
of culture. These movements attract people who seek ‘self actualisation’
(Maslow 1954); they do not regard themselves as ill, merely ‘blocked’
or ‘alienated from their true selves’.

Perhaps another, indirect, influence on these newer therapies has been
the Existential movement in philosophy (Heidegger 1967), which has
concentrated on understanding existence in contrast to the earlier
Cartesian preoccupation with thinking; on being rather than knowing. In
a sense it asserts sum ergo cogito as opposed to cogito ergo sum. The
existential emphasis on the phenomena of the individual’s experience
and his need to face his mortality and aloneness, has led some
philosophers, like Sartre, to a position of stoicism in the face of anxiety
and despair. It can also lead to a search for a meaningful ‘I and Thou’
relationship with God (Buber 1971) or with other human beings.
Existentialist thinking has influenced several psychiatrists and
psychotherapists (May et al. 1958, Laing 1960) who put conscious
awareness of the self and others before consideration of unconscious
processes or biological aspects of human behaviour. The title of
Rogers’s (1961) early book, On Becoming a Person, proclaims this
attitude. In psychoanalysis, this humanistic trend has always existed,
but has manifested itself in a growing interest in the experience of the
self, its development, and vicissitudes (Jacobson 1964, Kohut 1977),
and in narcissistic problems of self-esteem (Kernberg 1975). Wolf
(1994) has recently reviewed the variety of disorders of the self and
their origins from the perspective of Self Psychology (see p. 106).

The ‘human potential movement’ was most typically represented by
the Esalen Institute, founded in 1962, at Big Sur, California, where
Rogerian psychotherapy, Encounter groups, Gestalt therapy,
Bioenergetics, meditation, Yoga, and Zen flourished side by side.
Similar ‘growth centres’ were established elsewhere in the USA and in
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Europe with the help of American ‘missionaries’. Through so-called
Transpersonal Psychotherapy (Gordon-Brown and Somers 1988) the
movement even integrated esoteric elements and Eastern mysticism.

Apart from such frank side-stepping of conventional scientific
scepticism, the most important departures from established
psychotherapeutic practice have been in the nature of the therapist-
patient relationship, the move from talk to action, and the emphasis on
expression rather than on understanding. The basic elements of dynamic
psychotherapy, as we have emphasized (see pp. 66–82), are a
relationship of trust, communication in words, understanding, and
integration. A relationship of trust remains the cornerstone of all
psychotherapy, including these newer manifestations, which, however,
involve the therapist in a more active and self-revealing role. Rather
than listening receptively, he engages the client in a series of technical
exercises. Instead of patiently interpreting and working through
resistances to self-awareness and change, the therapist aims at
expression of the client’s feelings by the facilitation of intense
experiences. Treatment is shorter-term and often concentrated in
weekend workshops or twenty-four-hour ‘marathons’. Feelings are
considered to be more important than thoughts, getting them out
(catharsis) more important than reflecting upon their origins. These
therapists emphasize: 

1 ‘body language’ and the unity of body and mind;
2 treatment in the ‘here and now’;
3 the therapeutic impact of the real I-thou engagement between

therapist and client.

However, these concepts are basic to psychoanalysis and its more
conventional derivatives:

1 Psychoanalysis has always concerned itself with the interplay of
psychological and physical processes.

2 The concept of transference implies that the past is alive in the
present, and psychoanalysis has long recognized that it is the ‘here
and now’ quality of the experience of transference phenomena
which gives them therapeutic impact (Strachey 1934). It is a
common misunderstanding that psychoanalysts are only interested
in discussing their patients’ childhood at a distance, rather than as it
is manifest in the ‘here and now’.

INTRODUCTION TO PSYCHOTHERAPY 171



3 Analysts also are well aware of the importance of their own
personality and the ‘real’ as opposed to the transference elements in
the therapist-patient relationship (Klauber 1981); it forms the basis
of the therapeutic alliance (p. 51).

Certainly a more active and directive therapist may do things that
another might not do while in a psychoanalytic stance, but conversely
there are things he may not be able to do. He can challenge defences
more forcibly, and engineer changes when a patient or family is stuck in
repetitive behaviour; but the quicker pace may not allow him to reflect
on transference and countertransference phenomena, or to attend to the
slowly-emerging communications of the patient. Further, there are
dangers that the active, directive role will attract therapists who seek to
gratify their own need for power. It is to counter such dangers that a
personal analytic experience and supervision are considered such a vital
part of most recognized forms of training in psychotherapy (Pedder
1989b).

While analytic therapy may lend itself to defensive thinking rather
than feeling, especially in schizoid or obsessional patients cut off from
their feelings, feeling alone can also be defensive. The intense
experience of more active treatments can lead to great relief or
euphoria, but without working through the effect may be transient.
Disregarding a person’s need for defences can lead to
psychiatric casualties—estimated at about 9 per cent—when such
techniques as Encounter are used with people who are psychologically
disturbed or vulnerable (Lieberman et al. 1973).

There have been many new developments (Dryden and Rowan
1988). Most of them, as can be seen from the following brief
descriptions, reflect an aspect of Freud’s thinking that was developed by
one of his early followers. Whether such developments will die out,
replace established methods, or be integrated into the mainstream of
psychotherapeutic practice remains to be seen. Their methods however
have stirred up a lot of interest and have enabled some people,
especially those not formally designated as patients, to feel more fully
alive and authentic; and they may help others, stuck in conventional
therapy, to get moving again through the expressive methods of the
creative therapies, using art, music, movement, and drama (Jennings
1983). Action techniques may be useful in the early stages of group
therapy with people unused to talking about feelings and relationships;
later, as these people develop verbal skills, they may give up the action
methods and concentrate on the more spontaneous and free-flowing
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discussion of analytic group psychotherapy. Tillett (1991) provides a
more recent view of the value of active and non-verbal
psychotherapeutic approaches in psychiatry.

Many of these approaches are included in forms of Humanistic and
Integrative psychotherapy represented in a section of the UKCP (see
Appendix), with more than twenty constituent organizations. Their
training programmes combine psychodynamic approaches with aspects
of Gestalt, Transactional Analysis, body work, spiritual awareness, and
so on. They expect some personal therapeutic experience of their
trainees.

Encounter

Carl Rogers, the American evangelist turned academic psychologist,
who developed non-directive counselling (p. 90), later became a leading
figure in the Encounter movement. As he pointed out (Rogers 1970),
this grew out of the confluence of two streams. One started from the
establishment of summer T-groups in Bethel, Maine in 1947, under the
posthumous influence of Kurt Lewin (p. 120). This led to the foundation
of the National Training Laboratories, whose training groups in human
relations skills have concentrated on helping managers and executives
in industry to become aware of their interaction with others and the
group dynamics inevitable in any organization. In the UK this work has
been especially developed by the Tavistock Institute of Human Relations
(Rice 1965).

The other stream was started at about the same time, when Rogers
and his colleagues at the Counselling Centre of the University of
Chicago set up brief but intensive training courses for would-be
counsellors in the Veterans Administration Hospitals, which were then
wrestling with the problems of servicemen returning from the Second
World War. The trainees met for several hours a day to help their self-
understanding and awareness of personal attitudes which, as
counsellors, might be self-defeating. The training combined cognitive
and experiential learning, which often led, beyond improvement in
interpersonal communication and relationships, to personal growth and
development. Sensitivity or T-groups of this type are now being used in
helping students and staff in psychiatric and many other institutions and
businesses to learn about themselves and develop their skills. Coming to
terms with oneself and learning through experience are part of the
psychotherapeutic process, for therapists as well as for patients.
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Encounter and sensitivity groups usually have from eight to eighteen
members, and are relatively unstructured. They choose their own goals,
which in Encounter groups proper would be an experience of personal
authenticity and honesty in relation to others; in a staff sensitivity group
it would be exploration of feelings and problems encountered in
working together. Usually there is a leader, whose task is to help in the
creation of a climate of safety which facilitates expression of members’
feelings and thoughts in their immediate interactions. In this climate,
trust can develop out of the freedom to express real feelings, hostile as
well as appreciative, so that each member becomes more accepting of
himself and others in the ‘here and now’, intellectually, emotionally,
and bodily, without considering the past. With reduction of
defensiveness, communication opens up, and new ideas and innovations
can be welcomed rather than feared. Individuals learn to discard their
masks and discover their hidden selves.

This is really another way of describing the communicative processes
of all psychotherapy (see Figure 7, p. 67). However, a certain sequence
of events is characteristic of Encounter groups conducted in Rogers’s
non-directive way. After a period of ‘milling around’, in which people
engage in defensive ‘cocktail talk’, a spontaneous structure emerges,
usually after a member says something like ‘shouldn’t we introduce
ourselves?’ People then do so, but avoid real personal expression and
exploration. When personal feelings finally do emerge, they are often
feelings of hostility towards another member or the leader. The ice
having been broken in this way, members begin to express and explore
personal concerns; they may expose feelings of anxiety and pain which
they have never shown to another person. The discovery that fellow
group members respond in a spontaneously therapeutic way facilitates
the extension and deepening of these revelations. As people feel more
fully accepted as they really are, rather than for their social front, they
can risk removing their masks more completely. The feedback that
individuals get, sometimes with vigour and unwelcome honesty, enables
them to take fuller stock of themselves and their behaviour. The
counterbalancing sympathy and acceptance, sometimes with help
extended outside the group situation, allow the increasing expression of
closeness, affection, and gratitude. The real emotional and intellectual
contact in the ‘here and now’ is what is meant by basic encounter.

To facilitate this basic encounter, certain techniques are sometimes
used, such as guided day-dreams or group fantasies, roleplaying, and
psychodrama (see below). Some Encounter leaders, such as Schutz
(1967), emphasize physical and non-verbal experiences. For example,

174 ENCOUNTER AND BEYOND



the need to make contact is explored by exercises in which everyone is
blindfolded and has to find and explore each other only by touch.
Competition is expressed by two people clasping hands and pushing
each other. Trust and affection are learned and expressed by ‘rocking
and rolling’, whereby one person at a time allows himself to fall into the
arms of the others gathered around, who cradle and pass him around and
rock him rhythmically. Rogers himself is distrustful of the over-ready
use of such methods, preferring to use them only when they emerge
spontaneously, and not as deliberate ‘gimmicks’.

There is no doubt that people attain intense experiences in Encounter
groups, and that some feel more acceptable and authentic as a result of
the opportunity to be utterly frank about themselves, and learn a lot
through the feedback from others. Some esoteric ‘cultish’ movements
like EST and I Am apparently use a mixture of Encounter techniques,
group support, and pressure, along with suggestion and directive
leadership, to enhance people’s self-esteem and sense of mastery of
their lives. But frankness and a superficial change of attitude do not in
themselves ensure the elucidation and working through of deeply
unconscious conflicts. Moreover, there are some casualties among the
psychologically disturbed and vulnerable, as already mentioned.
Adverse effects may be commoner in groups run by more directive,
provocative, and charismatic leaders, who may use them for their own
gratification. There is some indication that the initial naive enthusiasm
of the 1970s led to disillusionment and a more modest and realistic
practice in growth-potential centres such as Spectrum in London
(Wibberley 1988).

Psychodrama

Psychodrama was the creation of Jacob Moreno (1892–1974). He was
born in Romania and brought up in Vienna, where he not only studied
philosophy and medicine, but became deeply involved in the arts and
edited a literary journal. During the early 1920s he led impromptu play
groups with children in the parks of Vienna, and went on to develop an
improvised Theatre of Spontaneity’ (Moreno 1948). Davies (1976)
describes how Moreno discovered that an actress in this theatre, who
usually played gentle, naive roles, behaved as a vicious person at home
after marrying an actor friend of his. Moreno gave her more violent,
unsympathetic roles to play in the theatre, with the result that her
behaviour at home became transformed for the better!
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After emigrating to the USA in 1925, Moreno applied his ideas to the
treatment of emotional disturbance. He used groups (he is said to have
coined the term ‘group psychotherapy’) in which members could
explore and enact the role conflicts which he saw as the essence of their
neuroses; for example, a young woman may need to play the part of a
gentle submissive female to please her father, and at the same time act as
a confident, assertive person to satisfy her mother’s need for a
successful achiever, a substitute for the son she never had. A common
example nowadays is the role-conflict experienced by women who seek
to be traditional wives and mothers while striving to achieve in
competitive occupations. This is reminiscent of some of the techniques
used in interpersonal therapy described earlier (see p. 164).

The therapist functions as a director, literally as in the theatre, and in
some institutions a raised circular platform serves as a stage on which
members of the group, usually six to twelve in number, meet for one
and a half to two hours, and take turns to enact their problems. The
patient chosen as ‘protagonist’ will help the ‘auxiliaries’ to take up a
role by describing the scene of his psychodrama in great detail. At times
the director will instruct a member of the audience to step into the
protagonist’s role (‘role reversal’), in order to foster identification and
improvisation. Several people, from direct experience, can then join in
the subsequent discussion about the protagonist’s role-conflicts and how
they might be overcome. The enactment and discussion, in a supportive
and cohesive group atmosphere, aim to redefine the key conflict and
allow the person to approach it from a number of different angles, until
he achieves a sense of mastery. The theory and practice of psychodrama
continue to develop (Kellermann 1992), and psychodramatists play an
active part in the International Association of Group Psychotherapy.

The techniques of psychodrama may sometimes be useful in the
course of more analytic individual or group therapy, to help patients
work through a block in expression or communication. They can be
particularly helpful in a hospital setting for those who are inhibited or
find verbal expression difficult (Jennings 1987). They capitalize on the
potential extroverted qualities in a patient, and probably appeal
particularly to more extroverted therapists. In some psychiatric units,
occupational therapists have developed special skills in these
techniques, which become part of the range of creative therapies, like
art and music therapy, used in helping patients to become more
spontaneous and outgoing (Jennings 1983). Related role-playing
exercises have been used in family therapy (p. 140) and in training staff
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to appreciate what it feels like to be a patient or a member of a disturbed
family. They have also been integrated into Gestalt therapy.

Gestalt

Gestalt therapy was developed by Frederick (Fritz) Perls (1893– 1970).
He was a man of great energy and restlessness, both a rebel and a
synthesizer, who moved from Germany to South Africa, to New York,
to the Esalen Institute in California, and finally to Vancouver, where he
established a Gestalt community. Trained in psychoanalysis in
Germany, he felt it had become inflexible, particularly in its emphasis
on mental and verbal processes. Like Foulkes, the pioneer of group
psychotherapy, Perls had worked with the neurologist Kurt Goldstein.
The latter had extended the concepts of Gestalt psychology to
motivation, and saw human personality not as an aggregate of discrete
habits but as striving for unity.

Perls considered neurosis to be caused by splitting in the Gestalten,
that is the ‘wholes’, which unify mind and body, or an individual and
his environment. Anxiety would be the manifestation of the organism’s
struggle for unification, not, as in classical psychoanalysis, a reaction to
an inner danger. However, like Freud, and unlike Rogers, he considered
that neurosis was caused by warding off forbidden trends or blocked-off
needs of the total organism, mind plus body (Perls et al. 1951). In
making particular use of bodily signs of tension and defence, Gestalt
therapists followed the lead of Wilhelm Reich, an early adherent of
Freud’s who later left the psychoanalytic fold (p. 181).

Gestalt therapy is practised individually or, more usually, in groups;
but, rather than making use of group processes, some individuals watch
and participate vicariously on the sidelines while one of them is helped
to be more whole through expanding his awareness of himself. Nor is
transference encouraged; instead, dramatization is used to explore and
express fuller awareness of the self in the ‘here and now’, utilizing certain
rules and ‘games’.

Levitsky and Perls (1972) identify several basic rules. The principle
of now, whereby awareness is concentrated on current feelings —on the
‘what’ and the ‘how’, rather than the ‘why’ of remote causes —implies
that, if the past needs attention, it has to be brought into the present, not
‘talked about’. (This is also true of analytic therapy, although in the
latter the ‘here and now’ and ‘there and then’ are seen as in dynamic
interaction; too much talk about either may be considered defensive.) I
and thou is another principle followed in the struggle for immediacy;
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patients are urged to talk to rather than at others. It language is eschewed
—that is, when people talk about parts of their body they have to translate
‘it’ into ‘I’ language: for example, ‘my legs are tense’ becomes ‘I am
tense.’ Passive expressions like ‘I am choked’ are translated into the
active ‘I am choking myself.’ No gossiping means that people should be
addressed directly, not talked about as though they were absent.
Statements are demanded when questions distance the questioner and
evade direct confrontation.

Gestalt ‘games’ are techniques devised to foster immediacy of
awareness. In Dialogue, the patient is asked to create a conversation
between two split parts of himself (for example, over-conscientious and
resentfully compliant, or masculine and feminine parts), or between
himself and some other significant person who can be imagined sitting
on an empty chair in the room. The patient will play both roles in turn.
Making the rounds involves the patient in replacing a general remark
about the group by a process of addressing the remark individually to
each in turn, or translating it into more emotional body language (for
example, caressing, or giving vent to hostility). Unfinished business
refers to bringing into the treatment situation, and facing directly,
unresolved feelings from the patient’s earlier life, for example about
parents or siblings. In Exaggeration a patient is asked to act out the
feeling he complains of in accentuated form; in Reversal to enact its
opposite.

Gestalt therapy thus aims at an intense immediacy of awareness.
Words tend to be distrusted as defensive ‘bullshitting’ (a characteristic
phrase), and feelings and bodily expression to be regarded as more
reliable. While psychoanalysts, too, watch out for wordy defensiveness
in their own practice, they would nevertheless regard total reliance on
immediacy and feeling as equally defensive and misleading. Perhaps in
response to this danger, some Gestalt therapists have attempted to
integrate such techniques with aspects of inter-subjective self
psychology and ‘dialogic therapy’. They aim to promote greater depth
and authenticity in what they call ‘person-to-person’ relatedness
(Hycner and Jacobs 1995).

Bioenergetics

This has been called a ‘biofunctional therapy’, based on the assumption
that neurosis involves interference with man’s fundamentally biological
nature, and that therapy should aim to remove the results of such
interference. This had been Freud’s original view of one type of
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neurosis which he called Actual Neurosis, based on his first anxiety
theory (p. 18). Incomplete discharge of libido was thought to be
converted into anxiety through unnatural sexual practices such as coitus
interruptus. Wilhelm Reich (1897–1957), one of the original followers
of Freud, became especially interested in the way that bodily tension
and posture—‘character armour’—could reflect and maintain
psychological character defences (Reich 1933). Often these have to be
confronted and interpreted before any repressed feelings and fantasies
can emerge. Such ideas became part of psycho-analysis and influenced
Anna Freud’s (1936) view of defence mechanisms (p. 21). However,
Reich eventually left the psycho-analytic fold as his own notions
developed a more and more revolutionary flavour, equating the
overthrow of Fascism with the overcoming of repressions which
prevent the attainment of full ‘orgastic potency’ and sexual release.
Perhaps because of his revolutionary zeal, Reich had the unique
distinction of being expelled from both the Communist Party and the
International Psycho-analytical Association (Rycroft 1971). Reich even
came to believe that he could record and store (in the famous Orgone
box) the ‘sexual energy’ flowing freely within and between people. 

Essentially, Reich seemed to be reverting to one-body psychology
and to Freud’s first anxiety theory. He ignored the importance of
intrapsychic life and object relations. He adopted an active
confrontational style to challenge a person’s character defences.
Interpreting a fixed smile or military bearing would sometimes release a
flood of dammed-up emotion, for example, rage or passive yearning for
affection. He introduced physical techniques, such as massage and
attention to breathing, to help the thawing of frozen postures and
attitudes. This is a return to Freud’s early cathartic methods for the
release of ‘strangulated affects’ (Breuer and Freud 1895) or even
Freud’s own early use of massage to promote free-association. Catharsis
still plays an important part in more orthodox therapies, perhaps most
commonly when helping someone to ventilate previously unexpressed
grief.

Reich’s work has been continued as ‘bioenergetic therapy’ by his
former pupil, Lowen (1967), who has corrected some of the excessive
physical bias of Reich’s methods, by using more varied physical
exercises, and verbal forms of psychotherapy, including group work. A
good account of recent developments is given by Whitfield (1988) and
by Boadella (1988). Many current ‘body work’ therapies, such as yoga
and Autogenic Training, aim to correct the flow and balance of bodily
forces and their integration with mental ones.
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Primal therapy

The Primal Scream is the name of a book by Arthur Janov (1970)
describing a theory and treatment of neurosis. He believed that all
neurosis is an attempt to ward off mental pain which has been inflicted
on the infant from outside and creates tension leading to secondary
defences. Like Freud, he sees the neurotic as someone struggling with
unresolved problems from the past. But he does not allow, as Freud
later did, for the interaction between actual events and intrapsychic
fantasies based on the child’s instinctual wishes. Like Reich, who
inflated Freud’s early idea of ‘actual neurosis’ and the harm that can be
caused by an unhealthy sexual life, Janov takes as the form of his
treatment the discharge of intense emotion. In primal therapy, this is the
‘scream’ generated in infancy by intense pain, but not expressed
sufficiently in an adequately supporting relationship, and consequently
sealed off.

The pain experienced by the child as a sense of being intensely hurt
or wronged has recently been traced by Janov and others, including
Laing, to what they regard as the first trauma, that of birth. Freud
(1926) himself had proposed that the ‘trauma’ of birth was the prototype
of traumatic neuroses, as opposed to those caused by internal conflict.
This idea was exaggerated by another of Freud’s early followers, Otto
Rank (1929), who thought that the sudden expulsion from the protecting
environment of the womb constituted a trauma which was the precursor
of all later experiences of anxiety, and believed that many patients were
seeking to re-experience their birth. The obstetrician Leboyer (1977)
drew attention to the insensitivity with which children are often received
into the world in hospital, with bright lights, clashing noises, and rapid
removal from their mothers. He reintroduced quieter and less traumatic
methods, which include putting mother and child into immediate skin
contact. While still controversial, these ideas have a natural appeal to
many obstetricians and paediatricians, and are nearer to the normal
practice of most midwives doing home deliveries. There have been
reports that minimization of the traumatic separation of mother and
infant, and their early reintroduction, foster subsequent ‘bonding’
between them. Perhaps this seemingly romantic movement is no more
than a timely reassertion of human values in the face of excessive
hospital technology. It is also part of women’s demand to have more say
and control over how they give birth, a practical benefit of the Women’s
Movement.
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Giving so much importance to birth trauma seems too reductionist;
after all, everyone has to be born, but only some develop neuroses. Yet
there are patients with a history of early trauma who experience a need
to scream in therapy, and, in a regressed state, some do appear to
experience birth-like bodily sensations. Although there have been
reports of dramatic cures from severe neurosis and psychosomatic states
following guided re-experience of birth (Lake 1978), we cannot take
them as proof of a causal connection; suggestion in a state of intense
arousal and emotional vulnerability can have powerful effects.

In Janov’s hands, primal therapy involved a full-time, intensive
initial phase, lasting three weeks. This was followed by return to normal
life, whilst continuing treatment for six months in a ‘Primal Group’,
which provided a supportive background in which each individual
sought repetition of his own primal experiences.

The more recent developments in theory and practice are well
described by Rowan (1988), who makes the link between the catharsis
and integration of deep affect in primal therapy and shamanistic
practices and ancient Greek theatre. 

Other therapies

In addition to the forms of therapy already described, all deriving
historically from some elements of psychoanalysis (see Figure 10),
several others have recently gained some prominence and are
represented in the UKCP (see Appendix). We cannot fully do them
justice, or include them in Figure 10, but will say something brief about
them to extend our overview of current forms of therapy that have at
least peripheral connections with the main forms of dynamic
psychotherapy described in this book.

Hypnotherapy. It will be recalled (p. 8) that Freud first used hypnosis
in an attempt to remove neurotic symptoms, and later to release
repressed memories and ideas by putting his patients into a light trance.
He soon relinquished deliberate suggestion and replaced hypnosis by
the technique of free-association. Others, however, continued to
investigate hypnotic phenomena (Heap 1988) and to use it for
therapeutic ends with neurotic, behavioural, and addictive problems: to
help in the management of psychosomatic disorders, and the
management of pain in obstetrics and dentistry (Kroger 1963, Erickson
and Rossi 1979), and as an aid to analytic psychotherapy (Karle and
Boys 1996). Good hypnotic subjects not only attain a heightened
susceptibility to suggestion, but under its influence appear to ‘regress’
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to earlier periods of their lives, and recall traumatic events, often with
considerable emotional catharsis and vividness. They can then be
reassured, ‘forgiven’, and offered explanations of a link between these
experiences and their current difficulties. This can bring relief which,
even if only short-term, can break a cycle of symptoms and distress.
The relationship of patient to therapist needs to be submissive and
trusting. The power of transference is used in hypnosis rather than
revealed by exploration and interpretation as in analytical
psychotherapy. The practice of hypnosis as part of psychotherapy has
been confined to the periphery of orthodox medicine, dentistry,
obstetrics, and psychiatry. In the UK, however, the British Society of
Medical and Dental Hypnosis has continued as a focus for professional
development, and there are now a few training bodies which are
attempting to organize and control work in this field, and which are
represented in a separate Hypno-Psychotherapy section within the
UKCP.

Neuro-linguistic programming (NLP). An influential figure in
hypnotherapy has been the powerful personality of Milton Erickson
(Rossi et al. 1998), whose language patterns, like those of other
charismatic therapists (Perls, Satir) were studied by Bandler
and Grinder (1981) to form the therapeutic system known as NLP
(O’Connor and Seymour 1990). This explores the models of the world
people create based on the pre-verbal raw material of their dominant
perceptual mode—visual, auditory, or kinaesthetic-emotional. Hypnosis
is used to varying extents by different NLP practitioners to help clients
change their restricted models to more flexible and adaptive ones.
Practitioners use close observation of sensory cues—eye movements,
breathing, skin colour changes, head nods, and so on—to determine the
deeper, unconscious responses of clients to questions and suggestions in
establishing rapport, and in guiding themselves towards what is ‘right’
for the client.

Personal construct therapy (PCT) engages with patients to discover
their maladapative ways of construing themselves and the world, using
more cognitive and traditional verbal methods than does NLP. However,
practitioners of these two types of therapy have recently joined together
to form a separate section, Experiential Constructivist therapies, within
the UKCP. Both approaches have what they describe as an equality of
interest between therapist and client, and emphasize the ‘here and now’
and ‘continuing processes of reconstruction’ in helping patients to free
themselves from the ‘prisons’ of their past. However, while NLP
requires a knowledge of well-developed techniques and interventions, in
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personal construct therapy techniques for helping the process of
reconstruction are used more empirically. PCT uses the personal
construct psychology of George Kelly (Fransella and Thomas 1988),
who devised the repertory grid. This studies the cognitive constructs
underlying our evaluation of significant figures in our lives, past and
present. Repertory grids have also been used by research-orientated
psychotherapists to study transference problems, identification, and
sense of identity (Ryle 1990).

Mention will be made of three other approaches—Psychosynthesis,
Co-Counselling, and Transactional Analysis—which contrast with the
detailed cognitive analysis and directiveness of the methods described
so far in this section. All are represented in the Humanistic and
Integrative section of the UKCP.

Psychosynthesis aims to be more creative and spiritual. Founded by
Roberto Assagioli (1888–1974), an Italian psychiatrist known to both
Freud and Jung, it is close to Jungian analytic psychology but
influenced by existential and humanistic philosophies. Assagioli saw
both the problems and the potential of the personality and of the human
race as contained in the various areas of the unconscious. These include
what he called ‘the lower unconscious’, the dynamic unconscious of
psychoanalysis; ‘the middle unconscious’, approximating to the pre-
conscious of psychoanalysis; and ‘the higher unconscious’ of
transpersonal and spiritual awareness, including Jung’s archetypes (p.
100).

The methods used are discursive and exploratory, looking at
subselves or parts of the personality. Free drawing and writing are
employed to symbolize deeper aspects of the self. These are rarely used
in adult psychoanalysis, with notable exceptions (for example, Milner
1969). The emphasis psychosynthesis puts on the third level of
therapeutic work—the ‘evolutionary unfoldment’ of the problem —is
also used by psychoanalysts, but less explicitly. (It is implicit in
therapeutic regression in the transference (p. 117), reculer pour mieux
sauter, and the interpretation of neurotic symptoms as compromise
expressions of underlying strivings.) To psychosynthesists, therapeutic
change involves working to actualize potentials in a higher integration
and identity (Hardy and Whitmore 1988), which is another way of
talking about sublimation. In emphasizing creative potential they could
be seen to counter a tendency to pathologize and stigmatize the patient,
and to downplay human destructive potential, including that in the
therapeutic relationship.

INTRODUCTION TO PSYCHOTHERAPY 183



Co-Counselling carries mistrust of the asymmetry of power in the
therapist-patient relationship to extreme. The roles of counsellor and
client are alternated. Founded in the 1950s by Harvey Jackins, Co-
Counselling has spread from the USA to Europe, and has been
developed in Britain by John Heron at the Human Potential Research
Unit at the University of Surrey. Like Gestalt, Bioenergetics and primal
therapy, described earlier, it aims to change repetitive developments and
neurotic patterns of behaviour by cathartic methods, but claims
evolutionary and learning theory perspectives. Existential tensions
cause primary distress, accumulation of which leads to interpersonal
tensions and hurt, or secondary distress.

In alternating pairs, those in the client role are encouraged to express
their distress, and every cue is taken as an opportunity to facilitate more
discharge. Those in the counsellor role facilitate this by showing
approval, respect, confidence, even love; they should also be
emotionally expressive and aware of and working on their own chronic
patterns (Evison and Horobin 1988). This could be seen as a
highlighting or condensation of things that happen over time in
psychoanalytic psychotherapy—both individual and group —which
allows much more time for release and exploration. Although the
psychoanalytic dyad do not change places, analysands are testing out
their analysts who put themselves in the analysand’s shoes. They do this
by empathic identification and self-analysis, notably by attending to
their countertransference (p. 58). In an analytic group, all members
function as therapists to an increasing extent, as their insight increases
and they are able to attend to the distress of others as much as to their
own. Interestingly, the term group analysis was first used by the
American psychoanalyst, Trigant Burrow, who in the teens of the
twentieth century exchanged places on couch and chair with his student
Clarence Shields.

Transactional Analysis, referred to in Part I with regard to Models of
the mind and Therapeutic relationships (pp. 43 and 51) is directly
interactional and concentrates on restoring self-esteem, as indicated by
two seminal books of the 1960s: Eric Berne’s (1966) Games People
Play and Thomas Harris’s (1967) I’m OK— You’re OK. Initiated by
Berne (1910–70), who had trained as a psychoanalyst, it has spread
worldwide to influence humanistic psychotherapy.

Transactional Analysis (TA) concentrates on the ego and social
context, and is more indebted to Adler than to Freud. Typically it is
practised in short-term groups, of, say, ten sessions. A focal contract is
decided on at the first session, and, apart from discerning each other’s
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ego states of Parent, Adult, and Child, and how they react with others, it
emphasizes positive environmental responses (‘strokes’) to counter
feelings of inferiority, rather than working on infantile conflicts or the
repressed unconscious. Regression is discouraged, and transactions
become playful ‘games’ which aim to unhook people from maladaptive
patterns. Education involves a series of ‘injunctions’ and ‘strokes’.

In recent years attempts have been made to integrate TA with
intrapsychic dynamics and interpersonal behaviour patterns within a
humanistic and existential framework (Clarkson 1992). This mixing of
therapies has become common and has blurred the boundaries between
a number of therapies. It will be apparent to the reader that each therapy,
at least in its early development, picks up and inflates one of the elements
of Freud and of mainstream analytic psychotherapy, while excluding
others. In Figure 10 we have attempted to show the derivation from
Freud’s ideas of most of the forms of therapy described in this book.
They would not necessarily be acknowledged by those mentioned, nor
do they always imply an apostolic succession of analyst and analysand.
The ‘family tree’ illustrates our contention, expressed in the Foreword
(p. vii) and Introduction to Part I, that all forms of dynamic therapy
derive from the work of Freud and psychoanalysis.  

SELECTION

For whom should psychotherapy be considered?

In order to answer this question we need to specify what type of
psychotherapy for what sort of problem. Furthermore, since
psychotherapy is not an impersonal medical technique, we cannot avoid
taking into account the individual characteristics of patient and therapist
(see p. 205), who must be able to work together. Ultimately a decision
about embarking on psychotherapy with a particular therapist can only
be arrived at when both patient and therapist show what they could
bring to the therapeutic relationship.

In assessment of suitability for different types of psychotherapy, the
doctor or therapist needs to go beyond diagnosis. Diagnosis itself is a
poor indicator of which type of therapy is likely to be best for an
individual. The doctor or therapist will listen attentively and try to enter
imaginatively into the patient’s experience. Comments by the doctor/
therapist which show awareness of the patient’s anxieties about the
interview are often particularly helpful in establishing rapport. In
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attempting to understand and look below the surface of the presenting
complaints, he may offer interventions (or test interpretations) at
varying levels. For example, he may say to a depressed and agitated
middle-aged woman, devoted to caring for her aged parents, ‘It seems
that you are trying not to think about your feelings of resentment at the
restrictions this imposes on your life’; or to a promising student who
always fails his examinations, ‘I wonder if you are afraid of succeeding
because that would be like triumphing over your unsuccessful father?’
The responses they make could help in assessing their preparedness to
think about difficulties in a new way. Unthinking rejection or passive
acceptance of an interpretation are usually bad auguries for dynamic
psychotherapy; a thoughtful response, with expression of emotion or
meaningful associations, or even ‘I don’t think so’, are preferable.
Sometimes it is possible to make transference interpretations linking a
patient’s attitude to the interviewer (for example, fearful of criticism or
anxious to please) to his attitude to a parent.

If the patient can make use of interpretations it suggests that he will
continue to do so if he enters therapy. The therapist’s personality and
the extent to which he is interested and involved are key factors.
Research work has shown that ‘empathy, warmth and genuineness’ are
therapist characteristics which predispose to favourable outcome in non-
directive therapy. These factors are probably relevant to some degree in
all types of psychotherapy. But even this cannot be seen in isolation.
What matters is how patient and therapist get on together. This can
often be assessed at a first interview by the degree of emotional contact,
or rapport, that is made between them, by the feelings that the patient
expresses (sometimes to his surprise), and by the therapist’s own
countertransference responses.

We have already indicated (p. 82) that psychotherapy can occur at
several levels, from supportive to exploratory, and that it can take place
within both informal and professional relationships. Any person in
difficulties benefits from support and help to maintain or restore
morale; this is psychotherapy in the general sense (Level 1). However,
certain questions arise when considering exploratory psychotherapy in
the special dynamic sense (Level 3), which aims to promote change.
These are as important as the formal psychiatric diagnosis, or presenting
problem, in deciding who would make use of dynamic psychotherapy.
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Are the person’s difficulties understandable in
psychological terms?

Beyond making a psychiatric diagnosis, based on the symptoms and
signs elicited at the interview, it should be possible to make a tentative
psychodynamic formulation of the patient’s problems, taking into
account both current life situation and earlier development. A dynamic
formulation is a way of thinking about a patient’s problems in
psychological terms. Symptoms and behaviour are understood to have
personal meaning and not to be alien to the individual. Why has this
person got this problem at this time? Together the therapist and patient
try to understand the internal mental model of the patient, its
development, and its conscious and unconscious determinants.

What important factors in the past are relevant? What patterns are
there to relationships that may provide hints of underlying conflict? Are
there any obvious assumptions and beliefs that may help explain the
form of symptoms? What are the major internal identifications of the
patient and are they relevant to the symptoms? Finally, excessive or
inappropriate use of defence mechanisms to deal with anxiety and
conflict may lead to the development of symptoms, and it may be
important to help the patient understand how he is using them to his
disadvantage. The simplest way to organize a formulation is to think
about predisposing, precipitating, and perpetuating factors whilst all the
time trying to understand what they mean to the individual.

For example, the depressive state of Mrs A., described in the
Prologue, became understandable when her response to the prospect of
her daughter’s leaving home was viewed in the context of her own early
history of separation. The patient’s preparedness to think about problems
in psychological terms is a parallel requirement. Response to test
interpretations, as described above, can help in assessing this. Perhaps
of greater significance is the way in which both interviewer and patient
can enter into sharing the essence of a provisional psychodynamic
formulation, before moving on to discuss treatment options at the end of
the interview (Brown 1991).

Is there sufficient motivation for insight and
change?

A patient expresses his wish for insight by the way he asks for help and
engages in discussion about himself and his problems. If he is rigidly
defensive and remains very guarded, or restricts himself to complaining
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about symptoms, or to blaming someone else for his troubles, he is
unlikely to want to understand his own contribution to his problems and
how he can change. If he pours out his difficulties, as though using the
interviewer as a wastebin, or he seems to be looking for ‘magical
solutions’ from an omnipotent parent/ therapist, he is probably not yet
ready to join in an effective working alliance (p. 51), though he might
do so in time. Mrs A.’s reappraisal of her separation experiences, past
and present, in a joint exploration with the interviewer, indicated her
readiness for insight and augured well for her ability to use dynamic
psychotherapy. A degree of introspectiveness, average intelligence, and
verbal fluency are desirable if unmodified dynamic therapy is to be
used. However, patients’ capacities for introspection and verbal
communication can develop during therapy and are not prerequisites for
dynamic psychotherapy. Modified therapy is necessary for patients who
find it difficult to reflect and to think about their feelings, as they may
act them out impulsively and their capacity to communicate through
talking may be restricted. Sometimes these capacities are fostered by the
use of action techniques in modified dynamic therapy, such as those
mentioned in the previous section, particularly in the case of borderline
patients.

A patient’s earliest memories can be used in dynamic interviewing
and formulation. A marked degree of childhood amnesia may indicate
prominent repression and restriction of personality. The capacity to
remember dreams is another useful indicator of the ability of patients to
contact unconscious parts of themselves, without feeling unduly
disturbed. Resistance to insight and change can be based on anxieties
about the danger of deep exploration or unwillingness to upset a balance
which brings advantage to the patient or their family.

Has the patient adequate Ego strength?

He must be able to evaluate his experience and integrate the competing
demands of motivational drives (Id), conscience (Super-ego), and
external reality, while coping with the tensions they create. He needs to
take stock of perceptions arising from the external world and from
within himself, and to distinguish between them. He has to be able to
sustain feelings and fantasies without impulsively acting on them,
without being overwhelmed by anxiety, and without losing, for long,
the capacity to think and talk rationally. Further, he must keep in touch
with his adult self and maintain the working alliance with the therapist,
at the same time as he contacts the disturbed and often helpless child in
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himself. Then, before leaving a session, he must return to functioning as
a reasonable coping adult until the next session, which during holiday
breaks he may need to do for several weeks. If these capacities are not
present at the beginning of therapy they must be fostered by the
therapist through understanding and appropriate management, in
deciding, for example, if hospital admission or medication is necessary.
Repeated hospital admissions or frequent suicidal attempts may suggest
insufficient Ego-strength for out-patient psychotherapy. Repeated risk
taking, an established and destructive pattern of addictive behaviour, or
serious somatization into major psychosomatic disorder can also
indicate over-running of the person’s capacity for integration (Malan
1979: ch. 18). All are cues to question whether to modify technique and
to ensure therapy is provided either within the right setting, such as in a
day hospital or in-patient unit, or with the use of medication. In addition,
a history of repeated dropping-out of relationships and failure to complete
ventures can be bad auguries for continuation in therapy.

In general, patients with acute psychotic disorders are not amenable
to exploratory psychotherapy, because their Ego functions are too
impaired. During a schizophrenic breakdown, patients suffer impaired
Ego boundaries, and they are already flooded by unconscious primitive
material. They may no longer be certain whether their thoughts and
feelings are their own or someone else’s (which gives rise to the
phenomena of thought broadcasting and insertion). Severely depressed
patients may be too slowed-up and unresponsive to engage in
psychotherapy, while at the same time a hypercritical Super-ego might
produce severe guilt feelings or even delusions. Ego functions may be
so impaired that the voice of conscience is no longer recognized as
internal, but projected outwards and experienced as a hallucinatory
voice making derogatory remarks. The transference relationships made
by psychotic patients are often frighteningly intense, and cannot be seen
by the patient in ‘as if’ terms; for them, the doctor or nurse is their mother
or father. Primitive transference responses to the therapist are likely to
overwhelm the working alliance. On the other hand, however, psychotic
patients benefit from supportive psychotherapy aimed at strengthening
the Ego while they receive medication, often in hospital. At a later stage,
when they have recovered from an acute episode, cautious exploration
of underlying conflicts may sometimes be appropriate.
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Is there a capacity to form and sustain
relationships?

It might seem paradoxical that this should be a criterion for dynamic
psychotherapy. After all, most of the difficulties with which people come
for help are ultimately relationship problems. However, as we have
said, psychotherapy operates within or through the relationship of
patient and therapist, without which there can be no working alliance, let
alone analysis of transference. Even one sustained or reliable
relationship in the patient’s past or current life suggests a firmer basis
from which to start therapy. This is particularly important in short-term
analytic psychotherapy. Whereas in long-term analytic psychotherapy
there is time to develop trust and become more fully engaged, in brief
therapy intense involvement is required from the start (p. 109).

Given that these criteria are satisfied, many people with neurotic and
character problems, if they genuinely want to change, can be helped by
analytic psychotherapy, either individually or in a group. Their
problems may have been brought to light by life events or
developmental crises, such as leaving home for the first time,
parenthood, or bereavement. Others may be more chronically
dissatisfied with themselves and their relationships, or may feel
inhibited or unduly anxious. They may be unable to realize their
potential or to cope with aggression or sexuality. If successful, benefit
usually extends beyond any presenting symptoms. For example, a man
who initially complained only of impotence discovered that he was
afraid of the consequences of his aggressive feelings towards women, a
fear that originated through his relationship with his mother; as he
resolved this conflict, he discovered that he could also be more
appropriately assertive in other areas of his life. Some patients with
psychosomatic disorders which are not too deeply ingrained in their
physical or psychological constitution, can be helped by dynamic
psychotherapy, if they are able to consider psychological causes and
solutions. Likewise some perversions and addictions can be modified, if
they are not symptoms of a seriously damaged personality or a defence
against breakdown and disintegration.

Selection for psychotherapy may appear to some to involve an
objectionable introduction of elitist values. Psychotherapists have been
chided for tending to take on young, intelligent, and personable
patients; but equally they are asked to take on difficult patients for
whom psychiatrists have little to offer, such as those with severe
personality disorders. While surgeons perform relatively brief
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operations on inert anaesthetized patients, psychotherapists spend a lot
of time in a unique personal relationship with their patients. Personal
feelings are therefore bound to influence who is accepted for treatment
by therapists, just as referrals to them are influenced by the feelings of
the family doctor or general psychiatrist. Indeed, referrals may be
motivated either by a wish to do everything possible for someone, or
conversely by a wish to get rid of a difficult or even untreatable patient.
The therapist has to decide the level and type of psychotherapeutic help
the patient is able to use, as well as who can best provide it. Part of the
task is to engage the patient in this decision-making, and to respect his
right to reject a therapist he does not feel he can work with. For this
reason a network of therapists, as well as a range of therapies, is
desirable in a full psychotherapy service.

What type of psychotherapy?

We have already outlined different levels of psychotherapy. The outer
levels (p. 87)—involving unburdening, ventilation of feelings
(catharsis), and discussion of problems—include counselling and
supportive psychotherapy, and are indicated for those who do not want,
or could not tolerate, deeper exploration and uncovering. Those who
want help with particular problems—for example, relating to
adolescence, unwanted pregnancy, or marital difficulties —can get
valuable help from special counselling agencies. Patients with long-term
disability and impairment, or personality severely affected by early
deprivation, may need long-term supportive psychotherapy to help them
cope with the inevitable stresses of life (see p. 87). Some patients with
chronic psychosis may benefit from cognitively-based therapy targeting
some of their hallucinations and delusions (Kuipers et al. 1997). People
who are reacting to an acute crisis in their lives, such as bereavement,
divorce, or loss of a job, and whose personality is basically strong and
capable of adjusting to difficulties, might need only relatively short-term
supportive psychotherapy or counselling to restore their defences and
stability to the status quo ante. If, after a while, their emotional distress
has not begun to resolve, it is possible that the crisis has thrown up
underlying conflicts and problems which may be helped by more
exploratory, dynamic psychotherapy. Therapists who work with a crisis
model (p. 142) may attempt to intervene at an early stage in a family
crisis, hoping thereby to increase the chances of constructive change
and learning.
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At intermediate levels, the question arises of whether the patient should
be referred for general psychiatric treatment, cognitive-behavioural
therapy, or dynamic psychotherapy. There are few indications to help us
decide which patient should receive which therapy. Many people tend to
think that diagnosis is the best guide, but the evidence for such an
approach to clinical decision-making is tenuous. How a patient views
himself and his world may be a better guide. If a person has symptoms
of anxiety and depression it is often appropriate to put it to him that
there are different ways of viewing the problem. His symptoms could be
seen as part of an illness of unknown cause, which will be relieved by
medication; or he might want to try and discover why he has developed
into the kind of person who reacted in this sort of way at this time, in
which case dynamic psychotherapy may be more appropriate. The two
views are not mutually exclusive—symptomatic relief from drugs might
be helpful first, and then further exploration via psychotherapy if
desired. When given this choice people are very often able to decide
what is best for themselves. As Balint and Balint said:

one of the chief aims of every diagnostic interview is, if at all
possible, to enable the patient to decide for himself what his next
step should be—a decision which, as a rule, he has been unable to
take before the interview.

(1961:47)

People differ according to age, education, and background. One patient
may say, ‘Give me the pills, doctor, there’s no point in talking about it’;
another more reflective person may say, ‘What’s the good of
suppressing symptoms with medication if they only recur? I want to get
to the bottom of it and understand why I’m like this.’ Psychotherapy is
more akin to an educational process, which engages the client as an
active participant, than to a conventional medical treatment, where the
patient remains a passive recipient.

Where there are marital difficulties, one couple might prefer to tackle
a sexual problem, such as impotence or frigidity, by the sexual training
techniques pioneered by Masters and Johnson (1970); while to another
couple it may make more sense to view it as a reflection of something
amiss in their relationship and of what each brings to it, and therefore to
seek more dynamic couple therapy.

It is becoming increasingly apparent that attempts to link diagnosis to
choice of therapy are too narrow to deal with the complexity of problems
that patients bring. As a result there is more interest in staging
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approaches according to the patient’s difficulties. For example, a patient
with an extensive history of impulsive and self-destructive behaviour
may need the structure of a behavioural programme to begin to get the
impulses under control. Following this, an exploration of the underlying
causes may be appropriate to add depth to the gains and to integrate new
ways of thinking about and experiencing himself and his relationships.
Similarly, some socially inhibited and unassertive patients, who would
at first be too overwhelmed by the idea of joining a group, are able to
make use of analytic group psychotherapy following social skills
training. Conversely, there are patients who improve in many ways
through dynamic psychotherapy, without fully overcoming their
symptoms, and who subsequently obtain relief through techniques of
behaviour modification, for example, desensitization for residual phobic
symptoms.

At the deeper levels of exploratory psychotherapy, we need to
consider the developmental origin of the underlying conflicts and
problems. Classically this has been seen in terms of the three
developmental phases described in Part I (pp. 34–43). The more mature
a patient’s personality, and the later the developmental phase in which his
principal conflicts and problems originated, the more likely he is to
respond to shorter-term analytic psychotherapy or group therapy.
Conditions with roots in earlier phases are likely to need longer-term
treatment. Patients severely damaged by early environmental failure, if
suitable for analytic therapy, might need over a long period to
experience the analyst more concretely as mother, and his words as
feeds, in a recapitulation of the earliest developmental phase. At such a
time the provision of a relationship may be more important than the
intellectual content of interpretations. Such patients can be treated in
groups, but often their need to regress and re-experience the earliest phase
of total dependence, although in a new and more favourable
environment, makes them extremely intolerant of other group members;
or they may comply and make no deep therapeutic progress. Some
therapists have used combined individual and group therapy for such
very deprived patients, with good results (Cohn 1986).

Group psychotherapy is the treatment of choice for many patients
with problems in relating to others, since the group setting provides
particular opportunities for interpersonal learning. Even members who
are initially reluctant to talk much about themselves learn from others.
In the course of a few months, isolated or schizoid people may allow
previously cut-off feelings to emerge. Those with character problems
perpetuated by restricting their relationships may, in a group, discover
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for the first time how unsatisfactory their solutions to underlying
problems have been; they can then begin to seek new solutions with the
help of the group. However, patients who are extremely demanding,
paranoid, or severely depressed have difficulty in tolerating or being
tolerated by a group. Ultimately, whether they become part of the group
depends on its composition, atmosphere, and stage of development.

In considering whether individual, group, or family therapy is
appropriate, Skynner’s (1976:168) notion of minimum sufficient
network can help in deciding whom to include in treatment, when one
member of a family presents or is presented as a problem. Skynner
applies the idea that a well-functioning individual needs to have Ego,
Super-ego, and Id working in harmony. All three are needed in
individual therapy to allow a reasonable degree of reality-testing, control
of impulses, and emotional spontaneity, respectively.

Working with families, often from deprived and chaotic back-
grounds, Skynner found that these families needed to integrate and
harmonize their functions, which previously they had split off into
different members of the family (for example, sensible mother, critical
father, and delinquent child), or lodged in the family’s relationship with
the community (for example, concerned school, punishing police, and
demanding, violent family). What is needed is to reintegrate the parts so
that they can begin to modify each other. As discussed in the section on
family and couple therapy (see pp. 138– 50), when a disturbance is
located in the family or marriage, the presenting patient may not be the
sickest member nor the one most open to change. Bringing the family
together for treatment can often mobilize understanding and
constructive change in the system, producing sufficient relief of stress
for a more satisfactory adjustment to be achieved without deep
exploration of individual members.

Skynner and Brown (1981) have pointed out that, although it is
individuals who are usually referred, and individual therapy that is most
often thought of, a family approach (to diagnosis if not therapy) has
wide applicability in terms of type and level of pathology and capacity
for insight. If it can be arranged, a family consultation provides
information about the interaction of many key people in addition to the
presenting patient, who may not be the sickest nor the most amenable to
direct therapeutic influence. And even without motivation for insight a
few sessions can have a big effect by changing the whole system of
interaction (Howells and Brown 1986).

Group therapy of different types also has a wide spectrum of
applicability, and in analytical group therapy even patients who initially
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have poor motivation for insight and little capacity for emotional
expression can be helped; they can learn from others and change
gradually over time. Individual therapy has the advantage of flexibility
in that the needs of each person, including the frequency of sessions,
can be catered for.

Why is help sought now?

This is often a pertinent question when a patient asks for help, from
either family doctor or psychiatrist. The answer may throw light on
factors which disturb the individual’s adjustment, and give an idea of
his Ego strength and coping capacities. It could throw into relief the
interaction between chronic and acute stresses: for example, between
long-term frustration of needs or wishes and the final blow of
disappointment or loss. It might reveal a sequence of successful
attempts to cope with challenges, before tension and other non-specific
signs of crisis arise prior to the final ‘breakdown’ into an organized
psychological or physical disorder. The crisis may have been
precipitated by some sudden or mounting stress in the family, or at
work, or even in the patient’s relationship with his family doctor; in
which case help may be most appropriately directed at a family or
marital problem, or at supporting the doctor in coping with a burdensome
long-term patient. 

It may take more than one meeting, but eventually, having defined
and located the problem, patient and doctor/therapist are usually in a
better position to decide whether ongoing psychotherapy is needed, and,
if so, which level and form of therapy make most sense to both of them.
The level will range from support and counselling, augmented if
necessary by symptomatic relief with medication, to various levels of
analytic exploration. In addition, the form of therapy may depend on the
degree of directiveness likely to be required in order to influence the
problem, and also on whether the patient is more likely to respond to
behavioural and action methods rather than those based on insight and
understanding.

Figure 11 places the psychotherapeutic methods described in Part II
in a range from interpretation to action, between individual and group. 

Whatever the problem and however full the range of possible
psychotherapeutic methods, assessment and selection for psychotherapy
do not involve examination by an active doctor of a passive and inert
patient, as in some areas of medicine. We need the patient’s active
cooperation. Moreover:
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The other cardinal difference is that in organic medicine it is
sufficient if the therapy makes sense to the doctor; what is
required from the patient is merely that he should reliably carry
out the doctor’s prescriptions. Contrariwise in psychological
medicine it is essential that the therapy should make sense both to
the patient and to the doctor.

(Balint and Balint 1961:206)

OUTCOME AND RESEARCH

There has been a rapid increase in the amount of research in
psychotherapy since the first edition of this book. In this section we
attempt to summarize some of the main findings and to answer some
fundamental questions. The interested reader is recommended to Bergin
and Garfield (1994) for an extensive account of all research findings, to

Figure 11 This figure is oversimple; support and counselling can be practised in
groups. We have not found it easy to place the newer forms of therapy.
Cognitive-analytic therapy (CAT) combines elements of both cognitive and
analytic therapy; whilst interpersonal therapy (IPT) focuses on social context
and uses some supportive elements. Conversational or psychodynamic-
interpersonal therapy (PI) is close to analytic psychotherapy in using
transference, but uses elements of humanistic approaches. And in all of these
newer therapies the therapist actively structures and directs the therapy.
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Aveline and Shapiro (1995) for some excellent summary articles, and to
Roth and Fonagy (1996) for a review of psychological treatments of the
major mental disorders.

What evidence do we have that psychotherapy
does any good?

This is as hard to answer simply as the question ‘For whom should
psychotherapy be considered?’—and for similar reasons. Few studies
have taken into account all the relevant variables, such as the level and
type of psychotherapy, the sort of patient and problem, the personality
and skill of the therapist, and how patient and therapist get on together.
It is difficult to measure the relevant changes in human adjustment and
to standardize treatments which by their nature involve unique
experiences at many levels. Controlled double-blind trials of drug
treatments are simple in comparison, because every pill is the same, and
control groups of patients can be given dummy pills without their
realizing it, so giving a measure of the ‘placebo effect’: 

The more an illness resembles an accident, the better are the
results of hospital medicine, and it is here in this field that the
proper application and value of the double-blind experiment lie.
On the other hand, the more an illness is due to a lack of
integration the less effective will be the so-called scientific
treatments and the less applicable will be the double-blind
experiment.

(Balint and Balint 1961:126)

In psychotherapy each therapeutic relationship is unique and every
session is different. Within one session the key experience might be one
mutative interpretation, the withholding of an interpretation, or, in a
group, the impact of someone else’s experience. Controlled trials of
psychotherapy are difficult to construct because of the problems of
matching relevant variables and allowing sufficient time for therapy and
follow-up. Many people get better spontaneously, without formal
treatment, through time, maturation, and ‘therapeutic’ experiences in
relationships outside. If a patient improves, can one say with certainty
that he did so because of treatment, or because of something else in his
life? In considering both selection and research, it is helpful to bear in
mind that dynamic psychotherapy is more comparable to an educational
process than to a medical treatment.
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Psychoanalytic psychotherapy is a labour-intensive clinical
intervention and, as such, requires considerable resources.
Consequently, like all medical procedures, it has come under increasing
scrutiny over the past decade, and practitioners in the NHS have to
justify provision of treatment and show cost-effectiveness relative to
other interventions. Clinical judgement and professional
recommendation are no longer sufficient justification for offering
treatment. This is entirely proper, and a challenge to both detractors of
psychotherapy (Shepherd 1979) and proponents (Aveline 1984, Kolvin
et al. 1988).

Ideology can blind, or at least lead to tunnel vision. This is
particularly dangerous when narrow criteria are used to justify axing the
still-too-rare psychotherapy provisions in the NHS, when their wider
cost-benefits are not taken into account. In England and Wales, cost-
savings have been demonstrated at follow-up for patients with
personality disorder treated in therapeutic communities (Dolan et al.
1996, Rosser et al. 1987). In the USA, Gabbard et al. (1997) reviewed
data on the impact of psychotherapy on costs of care for psychiatric
disorders: 80 per cent of the ten clinical trials with random assignment
and 100 per cent of studies without random assignment suggested that
psychotherapy reduces total costs. Cost-benefit was found in many
psychiatric disorders including schizophrenia, bipolar affective
disorder, and borderline personality disorder. Much of this accrued from
less hospital admission and better work performance. In Germany this
has been so well established that private in-patient and out-patient
psychotherapy, including some psychoanalysis, is covered by
government medical insurance. In Finland psychotherapy is regarded as
a form of rehabilitation by the National Social Insurance Institution,
which subsidizes analytically orientated and supportive psychotherapy
for two to three years, to improve people’s capacity to work and study.
Careful assessment of the results indicates that more than 80 per cent
benefited and about one-third were symptom-free; those suffering from
neurotic disorders particularly benefited (Seppala and Jamsen 1990).

The complex issues involved in assessing the efficiency of
psychotherapy services have recently been analysed with great
thoroughness by Fonagy and Higgitt (1989). They conclude that it is
possible to find indicators that reflect the value of a psychotherapy
service to the local community, and that we urgently need to agree on
the appropriate parameters to evaluate this. Holmes and Lindley (1989:
ch. 2) provide a powerful rebuttal of ‘the case against psychotherapy’ in
their own review of research findings. They make an eloquent plea for
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more widespread availability of publicly-funded psychotherapy
services, comparing the current view that this is a luxury rather than a
basic right with attitudes to education a century ago. However,
psychotherapy will only remain a right within the present climate if
there is an ‘evidence-base’.

Psychoanalytic therapy, with its reliance on the single case study,
does not yet fully match up to requirements of an evidence-base.
Nevertheless there is a much larger evidence-base for dynamic
psychotherapy than many people recognize. But, as we shall see, there
is a tension in psychotherapy research between quantification and
meaning. Quantification is meaningful to a scientist but less meaningful
to a therapist and patient. Conversely, clinical reality is meaningful to
therapists but considered by researchers to be of limited value. To
bridge the gap we need a third way that combines quantification and
meaning.

Are there problems with the concept of an
evidence-base?

Fundamentally an evidence-base implies that the value of an
intervention can be judged by its consequences. Therapy is only good
if a patient gets better. This has a number of problems for
psychotherapy research.

First, there is difficulty in agreeing meaningful measures of outcome
which accurately reflect improvement. Psychotherapy is an elaborate
intervention targeting complex human problems. Faced with this, the
tendency can be merely to measure symptoms, forgetting that they are
part of a human experience affecting the internal world of the individual
and his family and friends. For example, depression may be measured
with the Beck Depression Inventory (BDI) or the Hamilton Rating
Scale. But the measures are not the illness, and cannot represent the
complexity and heterogeneity of depression and the individual’s total
situation,

Second, symptomatic improvement may be a poor measure of the
benefit of treatment. A patient may not improve symptomatically but be
helped not to commit suicide. If this is the case, it is an important effect
of therapy that is essential but difficult to measure.

Third, it needs to be decided who is the arbiter of outcome. Is it the
therapist, the patient, or an independent observer? Patient satisfaction
has become increasingly important and yet most research relies on the
clinician-researcher as the judge of outcome. On the other hand,
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reliance on client satisfaction alone is not acceptable, even though it
may be superficially attractive. Patients may select all sorts of
inappropriate treatments simply because they are pleasurable.

Fourth, over-reliance on scientific empiricism using randomized
controlled trials as the gold standard may perpetuate unethical or
unacceptable treatments. Clearly, choice of treatment depends on many
factors of which only one is the results of a trial.

What are the general methodological problems
found in psychotherapy research?

A major problem for evaluating evidence for the usefulness of
psychotherapy is the gap between ‘efficacy’ and ‘effectiveness’.
Efficacy of treatment refers to the results that are achieved in carefully
designed trials. Efficacy trials are designed to show internal validity so
that causal inferences can be made. As many factors as possible are
controlled so that the major variable is the intervention itself. In this
way any measured change is likely to be a consequence of the treatment
rather than a result of another factor, such as passage of time. But
treatment found to be efficacious in carefully defined conditions does
not necessarily generalize to other settings and might work poorly
within a hard-pressed psychotherapy department with few fully trained
staff. Here the effectiveness of a treatment— how it performs in
everyday clinical practice—is more relevant. More research is needed
into effectiveness to ensure that research findings can be generalized to
everyday clinical practice (external validity).

Psychotherapy research is not alone in trying to address the strain
between internal and external validity. Pharmacological research has
exactly the same problem but in many ways takes it less seriously.
Supervised patients participating in carefully conducted trials may take
medication, with unpleasant but harmless side-effects because serum
levels are monitored, whereas patients who are left to their own devices
may often ‘forget’ to take their pills. No one is surprised that the
effectiveness of anti-depressants in clinical practice is lower than that
found in trials. It is probably true to say that the schism between
efficacy and effectiveness studies or internal and external validity,
respectively, is overstated. All research is a compromise.

INTRODUCTION TO PSYCHOTHERAPY 201



What are the specific problems?

Particular problems in psychotherapy research are dependent on the
strategy used. Until recently psychodynamic psychotherapy has been
reliant on single case studies which have been rich in clinical detail.
Malan (1963, 1973) has demonstrated the value of designing outcome
criteria appropriate to each patient. After careful psychodynamic
assessment, but before therapy began, a decision was made by Malan’s
research team as to which changes would be accepted as evidence. In
each case, focal conflicts underlying the patient’s symptoms were
identified. For therapy to be considered a success, resolution or
modification of the conflicts needs to have taken place. For example, in
the case of a socially anxious woman whose underlying conflict is
related to fear of entering a relationship with a man, the evidence
sought might be that, by the end of treatment or follow-up, she should
have a long-term heterosexual relationship. Reduction in social anxiety
alone would not be accepted as evidence of dynamic change.

Psychodynamic therapists have been severely criticized on the basis
that knowledge gleaned from single case studies is less valid and less
generalizable than that obtained from groups of individuals. Whilst
there is some merit in this criticism, the situation is nothing like as
straightforward as some critics would like people to believe. Single case
studies may be descriptive or quantitative. Whilst descriptive cases help
an understanding of complex unconscious processes, any interpretation
and generalization of the findings are limited since interventions have a
range of specific and non-specific effects and there is no contrasting
intervention. Quantitative single case studies do not suffer from these
problems. Appropriate baseline measures may be taken and
interventions given or withdrawn in an organized manner and the
effects monitored. The patient acts as his own control. This has been
used extensively in cognitive-behavioural therapy (CBT) and to a lesser
extent in psychoanalytic therapy (Fonagy and Moran 1993). Single case
designs are important and cannot be dismissed. When replicated across
randomly-sampled cases they have excellent generalizability,
particularly about the effectiveness of interventions on specific
symptoms. Despite the useful information that may be derived from
such studies and their ease of implementation, greater emphasis has
been given to the randomized controlled trial (RCT).

The application of the RCT to psychotherapy research may seem at
first sight to be deceptively simple. A homogeneous group of patients
are allocated randomly to different treatments targeting specific
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problems. Interventions are delivered by skilled therapists in a pure and
measurable form in a specific ‘dose’—for example, sixteen sessions—
and outcome is reliably measured. But this is more easily said than done
and there are many limitations to the approach despite its present
popularity.

Randomization of patients to different therapies does not represent
normal patient entry into and continuation with treatment. Strict
randomization may lead to patients being allocated to treatments they
would otherwise not normally accept. There is increasing evidence that
patient expectation of therapy is important for outcome (Horowitz et al.
1993). Sample size is inevitably small, and attrition of patients may be
significant, leading to a situation in which those patients remaining in a
trial are far from random. Different patients respond differently to the
same treatment, leading to variation in outcome within the same group
which may distort the outcome (see SPP-1 p. 210). Further, the same
‘named’ treatment is often delivered by different therapists, so, even if a
manual is followed, patients may well be getting treatment that differs
in significant respects. Fidelity of application is measured by recording
random sessions. Few studies record all sessions and randomly
transcribe them to ensure therapists keep to the model of therapy.
Therapists themselves are rarely matched to patients, even though
patient-therapist fit is a potent influence on outcome. Finally, non-
specific factors and investigator allegiance powerfully influence outcome
(Gaffan et al. 1995, Robinson et al. 1990). Professionals who are
heavily identified with a therapy are more likely to show a better
outcome for that therapy than an alternative control. Again blind
evaluations are hard to achieve.

Perfect implementation of an RCT may not be necessary to determine
adequately the outcome of treatment. It is possible to randomize
patients recruited from within a ‘clinical setting’, thereby gaining the
advantage of treatment being given within a context in which it will be
applied in normal practice. But such studies are rare within any
modality of therapy. RCTs favour short-term treatments since the trials
are difficult to maintain over a prolonged period of time. Patients tend
to drop out or begin to resent the intrusion on treatment and decline to
take part. This is especially so in patients treated in longer-term
psychodynamic therapy who nowadays often have personality
disorders. Nevertheless RCTs of longer-term psychoanalytically-
orientated therapy have been done and a number are in progress. Clarkin
(1994) has reported preliminary data in a small sample of ten patients
with borderline personality disorder treated for one year. A number
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showed significant improvements though patients with anti-social
features were likely to do badly. Recently Bateman and Fonagy (1999),
in a controlled trial of thirty-eight borderline patients randomly
allocated either to a psychoanalytically-informed day hospital, or to
treatment as usual, reported a substantial reduction in parasuicidal
behaviour, self-harm, and hospitalization over an eighteen-month period
of treatment. Self-reported mood and psychiatric symptom severity also
improved substantially relative to the control group. Drop-out was low
at 12 per cent. Improvement occurred later in treatment, underscoring
the need for relatively long-term day-hospital admission. Follow-up
data showed that the improvements were maintained over time.

These problems have meant that another method has been used more
frequently to assess outcome in dynamic therapy. This is the ‘open trial’
or cohort study. This reflects a naturalistic approach to a group of patients
undergoing treatment. Patients may have to fit strict criteria to enter the
trial but there is no control group. As a result any change may be a
result of other factors such as passage of time. However, if the cohort of
patients is large enough, it is possible to draw conclusions about the
relative value of a treatment. This method has been used particularly in
the study of effectiveness of services such as the Cassel Hospital (Rosser
et al. 1987) and Henderson Hospital (Dolan et al. 1996) in the UK, and
Austen Riggs Center in the USA (Blatt and Ford 1994).

Having spelt out some of the problems of psychotherapy research, we
will now mention some of the important studies that have been done
over the years. Recently there has been a sea-change in the field of
dynamic therapy. More and more research is being done in relation to
both outcome of treatment and process of change.

Eysenck (1952, 1965), in his often-quoted reviews of evidence then
available, asserted that two-thirds of neurotic patients improve whether
they are treated or not, but his view has been sharply criticized. Indeed,
it is amazing how much mileage these articles have had when one
considers that they compared out-patients who improved in analysis
with in-patients considered well enough to be discharged from state
mental hospitals within a year; the groups were scarcely comparable in
terms of type and severity of illness, social background, or criteria of
change. The figures, if offered by anyone else, would hardly have
escaped Eysenck’s own criticism. Re-analysis of Eysenck’s data
(McNeilly and Howard 1991) showed that the impact of a few months’
psychotherapy was equal to the impact of two years of all other forms
of help available to an individual, confirming the potency of
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psychotherapy. Nevertheless, Eysenck’s remarks challenged the
complacency of psychotherapy and stimulated more detailed research.

Our contention that psychotherapy has more significant effects than
simply removing symptoms is lent indirect support by findings that
emerge from examination of an early study by Sloane et al. (1975) in
Philadelphia. They studied patients suffering from a variety of
moderately severe neuroses and personality disorders, who, after a
lengthy initial assessment (which could itself be therapeutic), were
randomly allotted to one of three groups for four months. One group
was treated by behaviour therapists, one by analytically-orientated
psychotherapists, and the third remained on a waiting list with the
promise of eventual treatment (and were kept in telephone contact).
Within four months the severity of target symptoms had declined
significantly in all three groups, but more so in both treated groups than
in the waiting-list group; and in both treatment groups outcome was
very much related to the quality of the relationship between patient and
therapist. However, while only the behaviour therapy group had
improved in four months on both work and social adjustment ratings,
during the subsequent eight-month follow-up, after treatment had
stopped, the analytical psychotherapy group continued to improve with
regard to social adjustment. It seems that, despite the short duration of
psychotherapy, they had internalized the learning process. These
findings support those of an earlier study in Baltimore, comparing the
outcome in patients who had six months of individual, group, or
supportive therapy, and were followed-up for five years:

The results add some confirmation to the supposition that
psychoanalytic psychotherapy, which is of course insight-
orientated, produces two distinguishable but related types of effect
—relief of distress and improvement in personal functioning.
Symptom relief results primarily from the patient’s expectation of
help, so that it occurs rapidly, is independent of the particular type
of therapy, and can be duplicated in some patients by
administration of a placebo. Improvement in personal functioning
occurs more gradually and seems to be related to the kind of
therapeutic experience, suggesting that it may be the result of a
learning process.

(Frank 1961:214)

Another more carefully crafted study looking at differential
effectiveness of therapies was conducted by Snyder and Willis (1989).
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They compared behavioural marital therapy (BMT) to insight-orientated
marital therapy (IOMT), and found both treatments more effective than
no treatment but generally equivalent to each other at the end of the trial
and at six-month follow-up. The couples were then followed-up four
years later (Snyder et al. 1991). There was a marked difference in
divorce rates between the two groups: 38 per cent of the BMT group were
divorced and only 3 per cent of the IOMT group. It seems that there was
something particular about the IOMT that had a continuing effect over
time which was absent in the BMT. There are of course other possible
explanations but therapist adherence to treatment was carefully
monitored and it was established that both treatments, designed to have
clear difference, had been given appropriately.

It would seem that successful psychotherapy initiates a process of
learning which develops its own momentum. This starts in the
relationship between patient and therapist, the crux of all dynamic
psychotherapy, whether at the outer levels of support and counselling,
or the deeper levels of exploration and analysis. Effects occurring after
the cessation of therapy are known as sleeper effects and they seem to
be more apparent after longer-term analytic therapy than after other
therapies. This underscores the need to build in long-term follow-up
when looking at outcome of different therapies. Not only may some
patients who improve at the end of therapy deteriorate, but also some
may improve gradually over time.

There has been a recent surge in psychotherapy research
incorporating long-term follow-up. A notable example in the USA is
that conducted by the National Institute of Mental Health (NIMH),
called the Treatment of Depression Collaborative Research Programme
(TDCRP) (Elkin et al. 1989). We will describe this in some detail.

The study had two major aims. The first was to see if collaborative
clinical trials of psychotherapy on a large scale were feasible. The
second was to test the effectiveness of two brief psychotherapies for the
treatment of out-patient depression.

Two hundred and fifty depressed patients were randomly assigned to
four treatment conditions: cognitive-behavioural therapy (CBT, see p.
168); interpersonal psychotherapy (IPT, see p. 164); imipramine as a
standard anti-depressant, plus clinical management (IMI-CM); and
placebo plus clinical management (PLA-CM). Therapists were trained
in their model, were supervised regularly, sessions were taperecorded to
ensure that therapy was given according to the model, and adherence
was carefully checked. Patients were assessed for levels of depression
and social function before treatment and at 4, 8, 12, and 16 weeks, and
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followed-up at 6, 12, and 18 months. Inevitably the results are
complicated but in essence there was little difference in outcome
between all the groups. Patients receiving IMI-CM were least
symptomatic and those receiving PLA-CM the most symptomatic at the
end of treatment. Patients receiving IMICM or IPT were most likely to
recover. This was upsetting to those vociferously supporting CBT, who
have argued that the CBT was inadequately given on one site, although
there is little data to support this (Hollon and Beck 1994), and so the
results have been criticized and the data reanalysed. No doubt the
criticism would have been more muted if CBT had been shown to be
superior to other treatments. But re-analysis (Elkin et al. 1995) confirms
the equivalence of treatment options for less depressed patients.

However there was greater differentiation among therapies for the
more depressed sample. On measures of depression IMI-CM and IPT
were equally effective. IMI-CM was more effective than CBT or PLA-
CM. Follow-up of patients suggested that relapse rates were similar
across groups, although there was a trend towards fewer relapses in
those patients receiving psychotherapy, suggesting some ‘sleeper
effects’ for those given a psychological treatment. Overall the results
were disappointing to those adherents of brand-named therapies who
had hoped to prove once and for all that their therapy was the best.

Similar results were found in three studies conducted in the UK
which looked at the outcome of depression treated with either CBT or
psychodynamic-interpersonal therapy (PI). The latter is a manualized
therapy theoretically derived from psychodynamic principles with some
humanistic and interpersonal elements. The studies are the Sheffield
Psychotherapy Project (SPP-1, Shapiro and Firth 1987), the Second
Sheffield Psychotherapy Project (SPP-2, Shapiro et al. 1994, 1995), and
the Collaborative Psychotherapy Project (CPP, Barkham et al. 1996).
Again we will describe them in some detail to illustrate some of the
inevitable complexities in psychotherapy research.

All three studies were rigorously designed, conducted with
independent assessors, used operationalized therapy which was
monitored for adherence, and included careful follow-up. Subjects for
all three studies had to have symptoms of depression and, in the SPP-2
and the CPP, patients were stratified into mild, moderate, or severe,
according to level of depression. In essence, SPP-1 and SPP-2 were
efficacy studies in that they involved the recruitment of white-collar
workers who were then treated within a research clinic. The CPP was
different and was designed to assess the effectiveness (generalizability)
of the treatments, and so took place within a clinical setting.
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The SPP-1 was a cross-over study. Patients were treated by the same
therapists with CBT plus PI (eight sessions of each) or PI plus CBT
(eight sessions of each) in order to mimic eclectic but professionally
delivered therapy. There was no difference in outcome between the two
groups and the order of therapy had no impact on outcome. Small
differences on some measures were attributable to the effects of one
therapist who was skilful in delivering CBT but less effective than other
therapists in delivering PI. Perhaps this was because all the therapists
had background training in CBT.

SPP-2 was a randomized controlled trial designed not only to assess
overall outcome of CBT and PI in the treatment of depression, but also
to explore the impact of investigator allegiance, the importance of
symptom severity, and the speed of recovery or ‘dose response’.
Therapists were considered as being in ‘equipoise’ for CBT and PI,
having no specific allegiance, and all delivered both treatments.
Treatments were given for either eight weeks or sixteen weeks and
patients were stratified according to level of depression. All the subjects
who received CBT or PI showed substantial, and broadly equivalent,
improvement. The effects of both psychotherapies were exerted with
equal rapidity and were the same at all three levels of symptom
severity. An interaction was found between initial symptom severity and
duration of therapy, with the more severely depressed patients showing
significantly better outcomes with sixteen sessions compared to those
receiving only eight sessions. Although there were improvements
following eight sessions of PI, it was not as effective as the other three
treatments (8-session CBT, 16-session CBT, 16-session PI). Follow-up
at one year found no differences in outcome or in maintenance of gains
between CBT and PI, although those receiving only eight sessions of PI
continued to do less well.

It has already been mentioned that it is all very well for treatments to
work within a research setting when they are applied by well-trained
workers, but this is not the same as their working within a clinical
setting. The CPP was designed to test this. Subjects were recruited from
NHS clinics and once again stratified according to severity of symptoms
and given either eight or sixteen sessions of either CBT or PI. Not
surprisingly the results were less good than those found in the SPP-2,
although all subjects did show substantial gains. There were two main
effects. First, patients did better with sixteen sessions of treatment, and,
second, the immediate post-therapy gains were not maintained at three
months and at one year.
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The consistent finding of equivalence of different therapies in a
number of disorders is known as the ‘dodo verdict’—‘everybody has
won and all must have prizes.’ This judgement has become so frequent
that finding difference rather than similarity in outcome needs careful
explanation. It may be that we just do not yet have the research
capability to detect difference, but it remains possible that all therapies
have many factors in common and that these factors in themselves are
potent agents of change. They are often subsumed under the rubric of
the therapeutic alliance or working alliance.

Therapeutic alliance

We have already highlighted the importance of the relationship between
therapist and patient as a contributor to the success of therapy. In a
meta-analytic study (analysis of trends in large numbers of variously
conducted trials), Horvath and Symonds (1991) concluded that there was
a 26 per cent difference in level of therapeutic success dependent on the
therapeutic alliance. Thus, although most studies show little if any
difference in outcome between therapies, when there is a difference this
may simply be a reflection of the alliance between patient and therapist
and not a differential effect of a therapy. In general the early alliance
between patient and therapist is a better predictor of success than the
strength of the alliance later in therapy, although this pattern is less
evident in more recent studies. It may be thought that the alliance is likely
to be of most importance in dynamic therapies since psychoanalytic
therapy uses the relationship between patient and therapist as a mediator
of change. In fact the alliance seems equally important in other
therapies. Castonguay et al. (1996) reported significant associations
between the alliance and outcome measures at mid- and post-treatment
for patients receiving CBT and CBT plus an antidepressant. However, a
study by DeRubeis and Feeley (1990) implies that the alliance is less
predictive in more highly-structured interventions.

The impact of the alliance on outcome has been reported both for the
US National Institute of Mental Health (NIMH) and the Sheffield
project discussed earlier (see p. 210). Krupnick et al. (1996) reported
that the alliance level averaged over all the treatment sessions accounted
for 21 per cent of the variance in the NIMH trial. Interestingly this factor
showed equal impact across all the treatments, including
pharmacotherapy. But this group were also given clinical management
which may itself be another name for therapeutic alliance. In the
Sheffield study the results are more complex, but Stiles et al. (1998)
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also found a statistically significant association between a number of
outcome measures and the alliance.

There seems little doubt that the alliance, when positive, makes a
substantial contribution to the outcome of all forms of therapy. Of
course this could be the result of patients reporting a positive alliance if
their treatment is going well. But those studies that have looked at this
possibility suggest this is not the case. There is no evidence that those
patients with a good outcome view their therapy as more positive or as
having more favourable interventions than those individuals whose
treatment goes less well.

A positive alliance does not of itself ensure a good outcome. A lot of
energy has been spent in trying to identify the potent factors of therapies
in the hope that more of what is effective will improve outcome. This is
rather simplistic and follows the ‘drug metaphor’ of therapy. If a little
aspirin is good for a headache then increasing the dose may be more
effective. Whilst this is true to an extent, there may of course be a
therapeutic range in which the drug is effective. The same applies to
psychotherapy. One can overdose or underdose! Furthermore, it is no
good simply increasing the number of transference interpretations or
cognitive interventions during a session. Such activity may represent
desperation on the part of the therapist and so be negatively correlated
with improvement. Piper et al. (1991, 1993) explored the relationship
between number (concentration) and accuracy of transference
interpretations and outcome of therapy. The results are complex and
tentative. Those patients with the most psychological-mindedness, as
measured on the Quality of Object Relations (QOR) scale, had the best
outcomes if interpretation was both accurate and of low concentration.
Those patients with low quality of object relations did not do well,
particularly if interpretations were inaccurate and of high concentration.
Similar effects may occur in cognitive therapy since all interventions
need to be given at the right time, in the right way, and within the right
patient-therapist context if they are to be effective. For example, in a
study by Horowitz et al. (1984) improvement for bereaved patients
given short-term psychotherapy based on the principles of Malan (1976)
was related to psychological maturity at the beginning of treatment.
Those patients with good motivation and a stable, coherent sense of
themselves did best with psychodynamic exploration of their
difficulties. Those with a poor sense of self responded better to
supportive therapy. In a later study Horowitz et al. (1993) suggested
that patients who view their difficulties in interpersonal terms do best
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with psychodynamic therapy. These findings can be seen as supporting
the impression of most clinicians.

The quantification of meaning

These studies looking at the detail of psychotherapeutic process
represent an attempt to understand the complexity of the endeavour and
to that extent move research away from quantification towards
meaning. The most widely-known attempt to put psychotherapeutic
insights on a reliable, replicable, and scientifically reputable basis, is the
development of the Core Conflictual Relationship Theme (CCRT)
(Luborsky and Crits-Christoph 1990). The method is laborious, but it
yields psychodynamically meaningful data about the ‘inner world’. It
starts from the idea that every therapy session contains a number of
unconscious personal themes which can be identified through studying
transcripts of the sessions. Identifying CCRTs is a two-stage process.
First, pairs of trained judges extract from the transcript a number of
‘relationship episodes’ (REs) which have been described or enacted by
the patient in the session—a story about work, home, or his or her
reactions to the therapist. Most patients generate about four such REs
per session. The list of REs is then passed on to a second set of judges
who analyse them into three components:

1 the patient’s wishes, needs, or intentions;
2 the response elicited from others, either positive or negative;
3 the reactions of the self to these others’ reactions, again positive or

negative.

Common examples of wishes are for closeness, dominance, or
autonomy; examples of responses are those of being rejected, controlled,
or dominated; and examples of self-responses are anger, withdrawal,
and disappointment. These categories are initially made freehand by the
judges so as to produce ‘tailor-made’ categories, which are then
translated into a predetermined list of standard categories that allow for
more reliable comparisons. From these there emerges a CCRT or set of
CCRTs which characterize the patient’s core state—a typical example
would be: the wish for closeness, feeling rejected, and responding with
withdrawal.

CCRT formulations are experience-near and do not use sophisticated
psychoanalytic concepts or terminology, but they are highly reliable
(Crits-Christoph et al. 1988), and thus have considerable flexibility as a
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research tool. They can be modified into a set of statements which the
patient can then use to think about himself. CCRTs correspond with the
‘core beliefs’ found to be important in cognitive therapy.

Luborsky has used CCRTs to research a number of important
psychoanalytic issues. CCRT ‘pervasiveness’ decreases in the course of
successful therapy, so that by the end of therapy patients are less
dominated by their core themes. Wishes change less than responses,
therapeutic change being associated particularly with the capacity to
cope with negative responses and to elicit more positive ones from
others, rather than some idealized ‘resolution of underlying conflict’.
Another study used CCRTs to look at the relationship between the
‘accuracy’ of interpretations, as measured by their closeness to CCRTs.
In general, the more skilful the therapist, the better the outcome,
especially in so far as they were able accurately to identify wishes,
responses elicited, and reactions. In this study, while accuracy of
interpretation was related to good outcome, the type of interpretation
was not—that is, non-transference interpretations were just as effective
as transference ones (Fretter et al. 1994).

Luborsky (Luborsky and Crits-Christoph 1990) believes that the
CCRT approach provides the first scientific confirmation and objective
measure of the concept of transference (see p. 52). By comparing the
features of CCRT with Freud’s statements about transference Luborsky
and Crits-Christoph confirm that:

1 Individuals have only a few basic transference patterns.
2 These are manifest both in their relationships generally and with the

therapist.
3 They seem to derive from early parental relationship patterns.
4 Transference patterns are as evident outside therapy as in it.
5 These patterns are suceptible to gradual change in the course of

treatment.

An important feature of any research method is its capacity to be used
by all workers in the field, not just by those who devised it. This has not
perhaps been the case with CCRT, but it is certainly true of a new
instrument, the Adult Attachment Interview (AAI)— devised by Mary
Main and her colleagues (Main 1991) and based on the principles of
Attachment theory (Bowlby 1988, Holmes 1993) —which is being
widely used in psychodynamic psychotherapy research. The AAI also
starts with interview transcripts, but, unlike most instruments, it is
concerned not so much with the content as the form and style of the
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patient’s narrative. Like therapy itself, the AAI tries to ‘listen with the
third ear’ (Reik 1922), but in a way that can be researched. A
psychodynamic type of assessment interview is carried out,
concentrating on the subject’s past and present attachments and losses.
It is assumed that a person’s underlying relational dispositions (which
may well be unconscious) will be evident in the structure of his
narrative: its consistence, coherence, elaboration, or restrictedness.

Interviews are assigned to one of four major categories: autonomous-
free, in which the subject can talk openly and coherently about his
childhood and parents, including painful experiences from the past;
dismissive-detached, in which narratives are not elaborated, and
subjects have few childhood memories and tend to deny difficulty or
devalue relationships in a grandiose way; preoccupied-enmeshed, in
which the narrative style is muddled and confusing, and the individual
appears to be dominated by affects from the past such as anger or
overwhelming sadness; and unresolved, in which the subject shows
lapses of reasoning and gives inconsistent information, particularly
when discussing traumatic events such as physical or sexual abuse. The
AAI also identifies significant ‘breaks’ or incoherence in any type of
interview, which may reflect past trauma such as sexual abuse which
has been repressed but momentarily surfaces during the interview.
Many of these interviews may be classified as unresolved, although it
has become apparent that it is impossible to classify some individuals.

The AAI has been used to track change in psychoanalytic therapy,
showing how individuals can move from dismissive or enmeshed to
secure narrative styles as therapy progresses (Fonagy et al. 1995). It has
also been used to trace the intergenerational transmission of attachment
patterns, showing how the classification of prospective parents on the
AAI before their babies are born correlates well with the subsequent
child’s attachment status at 1 year. An unexpected but important finding
of this study was that infants appear to develop quite independent
attachment patterns with each parent, so that they may be secure with
father and insecure with mother and vice versa—in line with the
parent’s AAI. This is consistent with the psychoanalytic view of an
inner or representational world containing models or prototypes of
relationships which may act independently of one another. Presumably,
similar internal models of attachment are built up in the course of
therapy, which then super-sede previous insecure relationship patterns.

Despite these attempts to move away from ‘head-to-head’ clashes of
different psychotherapies, and to gain a better understanding of the
subtlety and meaning of psychotherapy, we still have limited knowledge
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of those patient, therapist, and therapy characteristics that are important
for a favourable outcome to treatment. Certainly social class, age,
ethnicity, and sex are no indicator either of outcome or of choice of
therapy. Equally certain is that a friendly sympathetic attitude showing
warmth and understanding is necessary on the part of the therapist,
along with the development of a collaborative relationship, if therapy is
to have any chance at all. A focus on the patient’s negative feelings
towards the therapist (Reandeau and Wampold 1991), and attention to
the patient-therapist relationship, both facilitate the therapeutic alliance.
This factor, along with a well-motivated patient who views his
problems both in interpersonal and intrapsychic terms, probably form the
most potent mix for effective therapy.

What sort of outcome can we look forward to, for
an individual patient, at the end of psychotherapy?

We began with Mrs A. (see Prologue) as an example of someone helped
by an initial psychotherapeutic approach. Where do we hope to have got
to after more extensive psychotherapy? Freud defined mental health as
the capacity to find satisfaction in work and love. Perhaps we should
add a capacity for play or, in other words, define health as the ability to
find satisfaction in work, play, and loving relationships. If this sounds
rather ideal, it is less so than the definition adopted by the World Health
Organization in its Charter that ‘health is a state of complete physical,
mental and social well-being’! Such magical solutions psychotherapy
cannot provide, but at best it can help launch people in the direction of
greater freedom and growth. We will give the last words to another
patient.

Miss Z. was referred by her family doctor for psychotherapy in a
depressive crisis, which followed a second abortion. In the past
she had lurched from one relationship and crisis to the next. Part
of her was again inclined to ‘pull herself together’ as in the past,
and forget about her difficulties till the next crisis arose. She had
spent her life trying to be ‘pleasant’ to people and fulfil their
expectations. Another part of her knew that this time she really
needed help to break the cycle of failed relationships.

During psychotherapy it became clear that the abortion, which
precipitated her depression, had revived her earlier childhood
feelings of loss when her parents’ marriage broke up, since when
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she had learnt to hide all her feelings behind a controlled and
courteous front.

Slowly she began getting in touch with the lost child part of
herself and was able to develop a more appropriate and satisfying
relationship with a man, whom she later married. After a
comparatively brief period of psychotherapy, once or twice a
week for eighteen months, she felt, in her own words, ‘the door
had been pushed open a bit, the stiffness of the hinges overcome’
and she both wanted and felt able to go on opening it herself. 

Some time after leaving she wrote: ‘I would like to let you
know that on leaving I felt none of the sadness of parting I had
expected but, to my astonishment, quite the reverse: an immense
cheerfulness at having found someone to talk with, past, present,
and future. And so, for the first time I can remember a feeling of
solid confidence in myself to face life itself still confusing but not
so frightening any longer. The feeling of being able to be and exist
and give of myself without feeling the threat of an infinite void,
of falling off a very high roof, but rather of having myself, and
contact with the world all around, continues.’
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APPENDIX
Brief description of training and roles of some

professionals in the field of the psyche

Psychiatrists are medically qualified doctors who have gained post-
graduate experience and training in the treatment of emotional and
mental disturbances. Like general physicians in the medical field, they
have overall responsibility for the assessment and management of all
types of psychiatric in-patients and out-patients, including those with
organic and functional psychoses, neuroses, and personality problems.
Their treatment may be more often physically based, especially for the
psychoses, using drugs and ECT, but also offers the vital support of
hospital admission or day-care—essential in many conditions.
Supportive psychotherapy (p. 87) is provided by the general psychiatrist
and other members of his team, such as social worker, nurse, or
occupational therapist. Some training in psychotherapy is now required
for every psychiatrist (Royal College of Psychiatrists 1993), but he may
also draw on the services of any of the following.

Psychologists are usually not medically qualified, but have a degree
in psychology—the study of mental processes and behaviour, normal
and abnormal. After graduation they may specialize in academic,
educational, industrial, or clinical psychology. Clinical psychologists in
the past were chiefly employed to administer intelligence and
personality tests, but have now become more autonomous and
developed an important therapeutic role. They have played a leading
part in furthering behavioural and cognitive therapy (p. 168), but many
are active in dynamic psychotherapy, and some go on to train in the
special fields of psychoanalysis, group analysis, and family and couple
therapy.

Psychoanalysts may be medically qualified, and, if so, have usually
trained as psychiatrists before seeking further training at a
recognized institute of psychoanalysis, which includes having a
personal psychoanalysis. Those who are not medically qualified come
from backgrounds such as psychology and social work, but usually



arrange for a doctor to take medical responsibility for the patients they
treat. Psychoanalysis can be viewed as one type of psychotherapy,
albeit the most radical and intense in its aims.

In the UK, psychotherapist as a designation implies no specific
professional training as yet. This has disadvantages and advantages. The
fact that anyone can call himself a psychotherapist means that untrained
people can exploit those in emotional distress. Following concern about
Scientology, the Foster Report (1971) recommended that, in order to
ensure professional and ethical standards, a register of specialist
psychotherapists should be set up, indicating those with a recognized
training such as qualified psychoanalysts, group-analysts, and
psychotherapists trained by certain established institutes.

To this end a Professions Joint Working Party was formed which led
to the publication of the Sieghart Report (1978), then a series of annual
‘Rugby’ Psychotherapy conferences, evolving into the UK Standing
Conference for Psychotherapy (UKSCP) in 1989 (Pedder 1989b), and
then the inauguration of the UK Council for Psychotherapy in 1993.
However, not all parties were entirely happy with these arrangements
and some of the analytic wing broke away to found the British
Confederation of Psychotherapists (BCP). Both the UKCP and the BCP
are pursuing issues of standards of training, ethics, and registration, and
whether or not specialist psychotherapists should largely be drawn from
the core professions of medicine, psychology, social work, and nursing.
These developments were given impetus by the establishment of a
single market within the European Community in 1992. Reciprocal
arrangements will have to be arrived at whereby qualifications to
practise psychotherapy are recognized between countries. In some,
legislation exists to restrict practice and health insurance cover to
registered psychotherapists and their clients. At present there remains a
pressing need to regulate the practice of psychotherapy in the UK.

In its general sense, the practice of psychotherapy should not be
restricted to full-time psychotherapists. Everyone in the helping
professions should have a psychotherapeutic attitude, be familiar with
the simpler psychotherapeutic methods, and be aware of the scope and
availability of more specialized forms of psychotherapy. 
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-centred medicine 91
displacement activities 7, 9, 24–6,
27

distress 2, 8;
acute 195;
chronic 195;
primary 183;
secondary 183;
see also trauma

doctor see therapist
dominance needs 99, 156–61
double binding 136
drama therapy see psychodrama
dreams 73, 98;

analysis 95;
censorship 12, 16;
and creativity 13–14;
group 133;
interpretation 12, 43, 95, 97;
latent content 12;
manifest content 12;
and problem solving 12;
remembering 189;
and unconscious 11, 12;
and wish- fulfillment 12

drives, motivational 3, 4, 27–33, 35,
99–2, 104, 119, 165, 176, 189;

aggression 3, 10, 28, 29, 99, 100;
attachment 3, 28, 30, 31, 36;
bodily 27;

childhood 100;
conflicting 3, 9, 10, 28, 32, 33, 46,
47, 169;
definition 27;
and development 40;
for dominance 28, 29;
eating 3, 28;
frustration of 29, 99;
interpretation 90;
knowledge (K) 31;
parental 28;
of psyche 27;
sexual 3, 7, 9, 10, 12, 28, 29, 30,
31, 34, 95, 99–2;
social 28, 31, 32;
sublimation of 7, 27
(see also displacement);
unconscious 11, 27, 33, 92, 107

drug therapy xiii;
metaphor 209, 210;
trials of 206

dynamic psychotherapy v, ix, 1, 2, 63,
72, 82, 83, 92, 94, 170, 187, 192,
193, 215;

brief 107–12;
contra-indications 108;
cultural perspective vi, xi;
effectiveness of 190, 191, 199;
historical perspective v, 3–8;
indications for 108, 188, 189;
individual ix;
insight-orientated 72, 73;
long- term 110–19;
patient’s role 112–15;
process of 114–19;
therapeutic setting 110–14, 113;
therapist’s role 113–16;
see also psychodynamic therapy
and psychotherapy

eating disorders 96
Ego 3, 43, 45, 46, 47, 49, 73, 100,

124;
boundaries 36, 100, 189, 190;
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defences see defence mechanisms;
functions 100;
ideal 19;
psychology 100;
and self 100, 116, 194;
social context 184;
strength 56, 74, 108, 135, 189–3;
training 134;
see also self

electroconvulsive treatment xiii
emotions see feelings
empathy 60, 184;

accurate 88;
see also conversational therapy

encounter:
basic 174;
casualties 172, 174, 175;
non-verbal 172, 174;
physical 172, 174;

school 2, 64, 70, 76, 88, 121, 169–8,
185, 196

environment:
deficiency 36, 40;
effects of 47, 194;
facilitative 102;
failure 135

EST movement 174
ethology 102
evenly suspended attention see

attention
existential movement 169, 170, 182
experiential constructivist therapies

182
extroversion see introversion/

extroversion

family:
boundaries 146;
evaluation 139;
healthy 138;
myths 145;
past influences 118, 134;
power struggles 146;
scapegoating 139;

sculpting 138
family therapy viii, ix, 2, 10, 63, 83,

136–50, 176, 185, 194–9, 215;
and children 147;
and individuation 145, 147;
Milan school 138, 143;
patient’s role 140–4;
setting 139–3;
strategic 143–7;
systemic 144;
therapeutic process 144–50;
therapist’s role 141–7;
transference 142

fantasy 96, 103;
childhood 100, 101;
internal 101;
relationships 124

feedback 121;
group 131

feelings:
of abnormality 155;
of anger 25, 101;
and development 158;
expression 65, 70, 134, 178–3;
focus on 164;
integration 65, 71–80, 180;
release of 95;
role of xiii, 8

fight-flight response 122
free association 7, 12, 55, 95, 96, 111,

113, 179, 181
free-floating attention see attention
frustration, of needs 195
fugue state 21, 96

gender:
and psychotherapy 66;
roles viii, 38, 39

General Systems theory 47
geneograms 138
gestalt school 70, 121, 123, 170, 172,

176–81, 185, 196;
dialogue 177;
exaggeration 178;
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games 177;
making the rounds 177;
reversal 178;
rules 177;
unfinished business 177–1

giving up complex 19
good enough mother 103
grief:

focus on 161;
unresolved 109;
see also loss and mourning

group psychotherapy ix, 2, 56, 63, 83,
99, 117–38, 185, 193–9;

action techniques 172, 196;
analytic 121, 124, 142, 193, 195;
and children 147;
and connectedness 125;
confidentiality 126;
effectiveness 125, 127, 135;
history of 118, 119, 120;
patient’s role 127–30;
resonance 131;
role of 119;
setting 125–9;
therapeutic process 130–8;
therapist’s role 128–2, 134;
transference 121, 123, 130

groups:
analysis 64, 122–6, 184, 215, 216;
characteristics 119–3, 126, 133–7;
corrective recapitulation 134;
development 134;
dynamics 120–4, 129, 153;
encounter 121;
existential factors 134;
focal conflict 129;
functioning 124, 125;
gestalt 121;
imitative behaviour 134, 142;
interpersonal learning 134, 194;
leadership 121, 128–2, 174;
matrix 133;
norming 134;
participation 127;

psychodrama 121;
slow-open 126;
solutions 129;
storming 134;
T- 121–6, 128–2, 172, 173;
universality 133

growth, personal see development
guilt 7, 69, 101

hallucinations, and self 106
Hamilton Rating Scale 200
healing:

and confession 6;
exorcism 4, 6;
and insight 73;
and psychotherapy 64, 72, 73

health, mental, definition 214
holding see containment
hostility 25, 96, 100–3, 131;

expressing 134;
family 136

‘human nature’ 123
human potential movement 169, 170
humanistic psychology 169, 170, 172,

182
hypertension 10, 177–2, 195
hypnosis 4, 6, 7, 96, 97;

and NLP 182;
and regression 181;
and suggestion 14, 15, 97, 111,
181;
and transference 181

hypnotherapy 181
hypochondria 87
hysteria 7, 7, 14, 18, 54, 95;

conversion 23;
symbolism 23;
see also neurosis

I Am 174
id 3, 43, 45, 46, 47, 73, 100, 116, 124,

194
identity see self
independence see dependence
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individual psychology, school of 2,
99, 185

individuation 36, 38, 40, 42, 98, 99,
145, 147;

phase 122
infant development see child

development
inferiority:

feelings 99;
organ 99

inhibitions 176
insight:

developing 130, 152, 164;
and healing 73;
readiness for 188–2;
resistance to 78, 189

insight-orientated: behavioural
marital therapy (BMT) 205;

dynamic psychotherapy 72, 73;
marital therapy (IOMT) 205;
therapy 74, 127, 135, 196

instincts see drives
institutionalization 54, 149
integration, personality 65, 71–80, 92,

93, 106, 170, 176, 189, 194, 198
intelligence, patient 108, 188
interaction see communication and

relationship
interpersonal processes 47, 123, 124,

178, 205;
see also object relations and
relationship

interpersonal psychotherapy (IPT) ix,
63, 81, 83, 161–8, 196;

for depression 161, 163, 164;
trials of 206

interpretation xii, 8, 65, 71–80, 89–2,
92, 113, 114, 127, 131, 158, 170;

accuracy 212;
active 71, 77;
of neurosis 183;
reaching 77;
resistance 72, 74, 75, 77, 113,
116, 121;

shared 163;
of symptoms see symptoms;
test 188;
transference 109, 110, 212;
see also meaning

intersubjective relational matrix 61
intervention:

crisis 107, 139, 159;
directive 88, 171;
neurosis 199;
non-directive 88, 173;
schizophrenia 199;
sequencing 164;
therapeutic 113

introjection 20, 101
introspection 74, 188;

see also self-knowledge
introversion/extroversion 72, 99

language see communication and
conversational therapy

learning:
cognitive 173;
difficulties 147, 151;
experiential 173;
theory 1

levels, of consciousness 3, 10, 11, 15,
43, 46, 47

levels, of psychotherapy 1, 63, 80–7,
187, 191, 192;

appropriate 95;
deeper 85, 92–6, 118;
intermediate 85, 90–4, 93;
outer 85–89, 93, 118

listening, therapeutic see
conversational therapy;

see also empathy
living-learning 150
loss 10, 18, 19, 40, 100, 109, 190,

195;
see also mourning

magnetic sleep 4, 6
marital therapy see couple therapy

SUBJECT INDEX 261



massage 74, 179
maturity xi, 20, 35, 36, 41, 42, 88, 93,

173, 193, 210;
and treatment outcome 210

meaning:
latent 113;
manifest 113;
quantification of 210–16;
see also interpretation

medicine:
disease-centred 91;
patient centred 91

meditation 170
memory:

body 97;
as metaphor 106;
recovered xi, 96, 97, 106, 117;
repressed 95–9, 105, 117, 181;
see also amnesia

mid-life crisis 41
milieu therapy see social therapy
mind 210;

models of 3, 42–50;
structural theory of 3, 42–8, 101;
see also psyche

mirror reaction 131
mirroring 89, 104, 106, 114;

and self 149
models:

attachment 212–16;
mind 3, 42–50;
world 182

mother:
-infant bond 42;
good enough 103

motivational drives see drives
mourning 10, 17, 18, 99
music therapy 74, 154, 155, 172, 176
‘mutual feeling language’ 163
‘mystification’ 136
myth 98

narcissistic personality 21, 105
narrative therapy 138

needs:
for affection 134;
conflicting 177;
for control 134;
for dominance 99, 156–61;
frustration of 195;
for inclusion 134;
patient 211

networks:
minimum sufficient 194;
personal 162

neuro-linguistic programming (NLP)
181–5

neurosis 179–4;
‘actual’ 178, 179;
compensation 76;
and conflicting needs 177;
institutional 149;
interpretation 183;
intervention 199;
origin of 7, 39;
prognosis 204, 205;
social 120;
therapy for 1, 7, 114, 179, 183,
190;
traumatic theory 96;
see also anxiety and depression

Northfield Experiments 120, 123,
124, 149, 55

now, principal of 177

object relations 30, 31, 35, 44, 45, 47,
100, 101, 102, 178–2;

and development 42;
maternal 100–7;
QOR 210;
theory 118;
see also relationship

objects, transitional 104, 169
obsessions 18, 22;

see also neurosis
occupational therapy 154
Oedipal:

complex 95, 101;

262 SUBJECT INDEX



conflicts 87, 98, 101;
phase 29, 39, 40, 119, 122

omnipotence:
behaviour 152;
infantile 104

pain, psychic 2, 16–20, 74, 100
pairing 122
paranoia 22
paranoid-schizoid position 101, 152
parapraxes 15
‘pathogenic secret’ 6, 7
patient:

borderline 57, 95, 105, 135, 169;
-centred medicine 91;
goals 108;
intelligence 108, 188;
motivation 108, 189–3;
needs 211;
persistence 113;
psychological-mindedness 210

patient role 127;
changing attitudes 112;
changing behaviour 112;
couple therapy 140–4;
dynamic psychotherapy 112–15;
family therapy 140–4;
group therapy 127–30;
social therapy 155–9

perception:
and defence 15–16;
distorted 114, 115;
selective 15, 16;
subliminal 15–16

persona 46, 47
personal construct therapy (PCT) 182
personality:

adult 124
(see also ego);
child 124
(see also id);
creativity 99;
development 102;

disorder 86, 109, 135, 153, 161,
191, 199;
dissociation 6;
fragmentation 105, 183;
fulfillment of 93
(see also individuation);
imaginativeness 99;
integration 65, 71–80, 92, 93, 106,
170, 176, 189, 194, 198;
multiple 6;

parent 124
(see also super-ego);
past influences 112;
reorganizing 78, 79, 105;
structure 100;
see also self

phobias 18, 24, 39
placebo effect 73, 196, 206
play:

capacity for 31;
and child analysis 100, 104, 147;
and psychotherapy 155

pleasure principal 46, 47
post-traumatic stress disorder 161
preconscious see consciousness,

levels of
primal therapy 70, 179–3, 183, 185
primary gain 76
procedural sequence model (PSM)

167;
dilemmas 168;
snags 168;
traps 168

procedural sequence object relations
model (PSORM) 168

prognosis:
research 204–13, 212–18;
and therapeutic alliance 209, 213;
and treatment 109, 204, 205, 210

projection 20, 22, 65, 73, 101, 106,
130;

family 142;
groups 135;
mutual 145
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projective identification 20, 22, 130,
140, 145

pseudo-mutuality 136
psyche 43, 45, 46, 117, 177, 179, 214;

levels of 3, 10, 11, 43, 46, 47;
structure of 3, 42–8;
see also mind

psychiatric nurses, community 160
psychiatrist, role of 2, 215
psychic energy 47
psychoanalysis 2, 46, 63, 84, 143,

165, 215, 216;
basic rule of 111;
definitions 94;
Freudian 107, 113–18, 184, 185;
process of 114–19;
science of 102;
theory 94, 95, 102, 105;
see also analytic psychotherapy

psychoanalyst, role of 2, 215, 216
psychodrama 70, 74, 119, 121,
174, 175–9, 177, 180, 185;
leadership 175

psychodynamic formulation 187
psychodynamic interpersonal therapy

(PI) ix, xiii, 3, 7, 61–5, 69, 70, 81,
96, 163–8, 178, 196;

exploratory rationale 163;
trials 207, 208

psychodynamic psychotherapy v, vii,
ix, xiii, 1, 46, 61–6, 69, 70, 81, 84,
96;

couple 2, 10, 63, 83;
family 2, 10, 63, 83;
principles of xiii–3;
social 2, 63

psychoeducational therapy 81
psychological-mindedness, of patients

see Quality of Object Relations
Scale

psychologist, role of 2, 215;
clinical 215

psychology:

analytical see analytical
psychology;
humanistic 169, 170, 172, 182;
individual 2, 99, 185;
one-body 179

psychosynthesis 182–6
psychosis 72, 73, 105, 135, 143;

acute 189;
chronic 192;
and cognitive therapy 192;
and defence 87;
and environmental deficiency 36,
40;
genetic predisposition 10;
organic 10;
and transference 56, 106, 108;
see also paranoia and
schizophrenia

psychosomatic symptoms see
somatisation

psychotherapist see therapist
psychotherapy:

active 172, 196;
for acute conditions 189, 190;
appropriate 191–8, 196, 213;
brief 107–12;
classification of 81, 82, 83, 84, 85;
client-centred 88;
definition xi, xiii, 94;
eclectic 84;
effectiveness 198–4, 205, 209,
210;
efficacy 196–4;
and ethnic background 66;
evidence-base 199–3;
exploratory see analytic
psychotherapy;
follow-up 206;
formal 81, 86, 187;
GP 91, 185;
informal 80, 81, 187;
long-term 110–19;
motivation for 188;
outcome see prognosis;
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quantification 199;
regulation of 216;
research 196–18;
Rogerian 170;
selection for 186–94;
sleeper effects 205, 206;
timing 93, 195–196;
touching 70;
type A 84;
type B 84;
type C 84;
validity 201;
verbal 179;
see also analytic psychotherapy
and dynamic psychotherapy and
group psychotherapy and
psychodynamic therapy and
supportive therapy

Quality of Object Relations Scale
(QOR) 210

randomized controlled trials (RCTs)
see clinical trials

rationalization 15, 22, 23, 70, 171
reality:

confronting 151;
external 46, 47, 100, 101, 103,
104, 189;
integration 73;
psychic 28, 46, 47, 101;
principal 46, 47

rebirthing 180
reciprocal role procedures (RRP) 168
recovered memory controversy 96
redirection see displacement
reflection see mirroring
reflective self-function (RSF) 106
regression 20, 25, 34, 51–4, 92, 108,

111, 116, 180, 183, 194;
and hypnosis 181;
and illness 51, 53, 53;
therapeutic 111, 113, 116, 180,
183, 194;

see also development
relational therapy 81
relationship, interpersonal 47, 99,

123, 168, 178, 205;
ambivalence 101, 102, 115;
capacity for 190–4;
core conflictual 210, 211, 212;
deficit 161, 162;
and depression 161, 162;
difficulties 86, 127;
distortion 68, 114–18, 118;
disturbed 136;
doctor- patient see therapeutic
alliance;
enabling 88;
episodes (REs) 211;
group 119;
‘I and Thou’ 170, 171, 177;
importance of 118;
improved 173, 205;
and individual 123, 124;
peer group 105;
re-evaluating 116, 117, 130;
roles 167, 168;
‘set’ 51;
systems 49, 50, 195;
trust 96;
understanding 127;
see also attachment and object
relations and transactional
analysis

relaxation 107
re-parenting 115
repertory grid 182
repression 2, 6, 10, 20, 21, 43, 65, 73,

188;
childhood sexuality 96, 97;
weakening of 11
research, psychotherapy 196–18;
Adult Attachment Interview(AAI)
212, 213;
core conflictual relationship theme
210, 211, 212;
efficacy and effectiveness 196–2;
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evidence base 199–3;
methodological problems 200–4;
outcomes 204–13, 212–18;
Quality of Object Relations Scale
(QOR) 210;
quantification, of meaning 210–
16;
randomized controlled trials 200,
202, 203, 206–11;
relationship episodes (REs) 211;
transference 212

responsibility:
accepting 140;
parental 143;
promoting 109, 113, 127, 136

Rogerian therapy 81, 85, 89
role:

-play 174, 176, 183;
-reciprocation 162;
-responsiveness 106;
-reversal 175;
-transition 161, 162

schizophrenia:
defining 137;
family role in 136, 137, 146;
intervention 199

scientology 216
secondary gain 76
self:
acceptance 65, 89;

actualization 169;
analysis 67, 98, 184;
appraisal 113;
awareness 12, 47, 89, 95, 106,
108, 116, 167, 170, 178;
concepts 106, 107;
disclosure 121;
disownment 2, 10, 64, 70, 73;
false 46, 47;
-harm 96;
-identity 182;
-knowledge 71, 73, 80;
-realization 88;

-reflection see mirroring;
-responses 211;
and social interaction 149;
sub- 183;
true 46, 47;
turning against 20;
see also ego and personality

self-esteem 10, 19, 21, 96, 105, 156,
170, 174;

restoring 184;
trap 168

self-object theory see self- psychology
self-psychology 30–3, 40, 41, 45, 104,

105, 170, 178
separation:

anxiety 10, 18, 31, 36, 102, 112;
-individuation phase 122

sexual:
abuse, childhood 96;
development 158;
drives 178;
problems 145, 193

sexuality 28, 45, 99, 178
shadow 46, 47, 98
shamanism 180
Sheffield Psychotherapy Projects

(SPP-1, 2) 207, 209
sibling rivalry 38, 39, 99, 135
‘sleeper effects’ 206
social skills training 193
social therapy ix, 2, 61, 63, 147, 148–

6, 185, 196;
patient’s role 155–9;
process of 157–3;
setting 153–8;
staff role 151, 156;
training for 153;
see also community care and
therapeutic milieu

society, influences of see culture
somatisation 10, 14, 19, 23–5, 60,

181, 189;
treating 163

spiritual awareness 172, 183
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splitting 20, 22, 73, 74, 79, 101, 105,
106;

groups 135
stress see distress and trauma
structural theory, of mind 3, 42–8,

101
sublimation 20, 27–8, 73, 183;

definition 27
suggestion 73, 95, 107, 174, 180;

auto 14;
hypnotic 14, 15, 97, 111, 181

super-ego 3, 43–7, 100, 101, 124,
189, 194;

modifying 115, 116;
and social standards 119, 149

supportive psychotherapy 85–9, 89–3,
93, 94, 119, 187, 190, 191, 192,
199, 159, 210, 215;

types of 160
symbolism:

and communication 68, 78;
of hysteria 23;
in Schizophrenia 153;
of self 183;
universal 98;
see also archetypes

symptoms:
causes of 47, 49, 50, 187, 188;
hysterical 14, 95;
metaphor of 106, 163;
physical 19;
psychosomatic see somatisation;
quantifying 200;
relieving 192, 193, 205;
and stress 11, 17;
understanding xii, 8, 65, 71, 72,
76, 87, 92, 100, 111, 112, 116,
141, 164, 166, 183, 187, 193

systemic therapy 81

talking cure see conversational
therapy

Tavistock model 128
tension, nervous see hypertension

therapist:
characteristics of 88, 186, 187;
conductors 142, 144;
as father figure 158;
hierarchy 156, 157;
qualities 88;
reactors 142, 143, 144;
responses of 67, 113–16, 216;
responsiveness 106, 113;
system-purists 142, 143, 144

therapist roles:
couple therapy 141–7;
dynamic psychotherapy 113–16;
family therapy 141–7;
group psychotherapy 128–2, 134;
psychoanalyst 2, 215, 216;
psychologist 2, 215;
psychotherapist 2, 216;
social therapy 151, 156

therapeutic alliance xiii, 2, 3, 50–61,
62, 63, 66, 82, 88, 91, 99, 105–8,
108, 110, 112, 114, 127, 134, 166,
171, 181, 188, 190, 198, 208–13;

avoided 122, 123, 129;
calamitous 122, 123, 129;
fear of 74;
importance of 209;
as prognostic indicator 209, 213;
quantification of 208–13;
required 123, 129;
and research 208–13;
sado-masochistic 146;
and security 67, 68, 73, 77;
and trust 61, 62, 65–68, 69, 76,
77, 89, 110, 170, 190, 208

therapeutic community 150, 151, 153,
154, 155, 156, 158, 159

therapeutic milieu 150, 153, 156–
61;
alternative 160;
see also social therapy

therapy, types of:
couple therapy 141–7;
dynamic psychotherapy 113–16;
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expressive 172, 176;
family therapy 141–7;
group psychotherapy 128–2, 134;
‘here and now’ 171, 173, 174,
177;
physical xiii, 1, 70, 172, 179;
psychoanalysis 2, 215, 216;
psychotherapy 2, 215, 216;
social therapy 151, 156;
terminating 109

thinking:
automatic 165, 166, 167;
distortions 82;
primary process 46, 47, 69;
reflective 67, 68;
secondary process 46, 47, 69

topographical theory 43
training:

autogenic 179;
social skills 193;
social therapist 153;
therapist 67, 171, 176, 216
transactional analysis (TA) 45, 46,
53–6, 99, 121, 172, 182, 184;
‘as-ifness’ 56, 190;
games 184;
injunctions 184;
strokes 184

transference 3, 45, 50, 51–8, 59, 60,
68, 82, 86, 90, 92, 164, 171;

‘as- ifness’ 56, 190;
capacity for 190;
in CBT 167;
cures 105;
definition 51;
distortion 114–18, 131;
exploration 92, 114, 115, 116;
family 142;
group work 121, 123, 130;
and hypnosis 181;
institutional 57;
interpretation 109, 110, 212;
multiple 130;
negative 55;

neurosis 114;
and outcome 210, 212;
patterns 212;
positive 55, 78, 82;
psychotic 56, 106, 108;
re-enactment 70, 92, 114, 115,
162, 171;
research 212

transitional:
objects 104;
phenomena 104

transpersonal psychotherapy 170;
see also interpersonal processes

trauma 161;
bereavement 10, 190;
of birth 179, 180;
child abuse 10;
loss 10;
of parenthood 190;
separation 10, 102, 112;
and symptoms 11, 17;
theory 96, 97, 101;
working through 116, 181;
see also distress

Treatment of Depression
Collaborative Research Programme
(TDCRP) 206

treatment see therapy
trials see clinical trials

uncertainty, tolerating 77
unconscious 2, 7, 10–12, 46, 47;

awareness of 116;
in CBT 165;
collective 98;
conflict 4, 9, 11, 61, 174;
and creativity 13–14;
drives 27, 33, 92, 107;
dynamic 11;
fears 112;
higher 183;
historical perspective 11, 12;
lower 182;
middle 183;
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in psychotherapy 59, 71, 107, 165;
repression 2, 6, 10, 11, 43;
social 16;
wishes 112;
see also consciousness, levels of

understanding, psychotherapeutic see
interpretation and meaning

unfreezing 121

verbal treatments see conversational
therapy

‘we-I balance’ 32
working alliance see therapeutic

alliance
working-through 92, 92, 101, 116,

171;
see also conflict resolution and
transference re-enactment

writing, free 183

yoga 74, 170, 179;
see also body work

Zen 173
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