11
Difficult Patients

The secret of success for a psychotherapist is to treat patients who are not too
serionasly troubled, This i not & cymical remark for, in terms of homan hapiness,
Dief therapy with a basically healthy person with a clifindibile problem i catiemely
wirthwehile. Howpver, attention needs to be given to more troubled patients for a
number of reasons, including the fact that, in the ordinary professional wor.k ol
eyl irisie. ;._.!la.|:| {eriic RRTN P ] ||11_'|_']|,|:|||_||_l|!.l_'._ o social workers, such [l nE
ire unavoudably prisint and sften demandig, and in the gxperience ol the rnes

E (] M
puychistrist wll teticl b fomr @ Leppe proportion of has monpevehon. popilki.
Mareover, pivchothierapy with some sicker patienty can be extramely sbfectve and
poi mecessarthy lengthy; bt # can ko da karm

The difficult matient & nor necessarily thy very sick one. Sometimes e shifficnlry
may relloct on fnapprogriace selection for psychitherapy -somethng wiich carihil
um:-_-.urh_-m and an explicie discussion b the pateent, o the wmiy and methods, can
sk lese likely, At other times ot cun repeesent a difficolry i the thefupié in the
|t od luu|r,-|,-.r“ hirmpuse e am awhkwird counter-trnsderienee. Mowever, patients
whi thresten sticide, who overdoae, or cit themselyves, and putents who bose sight
of the "‘as if"" quality of the transference relationship are usuaﬂ).' sicker than
average. They also provoke, and may be responding e, more difficult counter-
transference reactions. Because some covert and unacknowledged aspects of the
therapial's respomse riay be conoributing - the difficulty, the therapist ki nites
such putients will always be helped by mupervsion, Iy mcst cases, of the therapimt o
calinly hald the Tne und moke sense of the iransborence by relating it o the focal
l-._qufr.- af the therapy, the swaton will be pomtuined, and b ORISRt I
hebplul experienie and pives the mtlent more contfol over his own feekings. The

everie sitnation, in which the patiomt percsives or {5 given @ oolludove response,
is experienced as alarming. Patients in whom such difficult transference—
counter-translerence reactions emerge are likely to be labelled as **schizoid™.
“bardertine’’ or as having *‘narcissistic personality disorders’. These lubels are
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used in the psychoanalytic literature, but unfortunately there is no agreement as to
the precise diggnostic criteria. In the medical psychiatric dizgnostic scheme,
patients in this category may appear variously, and not always helpfully, labelled
according to their predominant symptoms; for example, as *‘personality disorder™,
"*psychopathy'’, or “‘addiction'’ The basis of the psychoanalytic classification is a
developmental cne, and the terms used draw attention to developmentally early
failures Such patients are different from less ill ones in that their problems in life
and in their relationships are expressions of a poorly and incompletely developed
self-structure. For the psychotherapist, it is crucial to recognize these cases because
of the much preater risk of evoking damaging regression in them. The impaired
alnlity of these patients to maintain a sense of self and a satisfactory relationship
with others is mantfest in many different ways, often in more than one way in a
given patient. These ways include hysterical behaviours, such as uncontrollable
bursts of disordered fecling, histrionics, clinging dependency on others, sexually
perverse behaviours, frightening experiences of personal disintegration, feelings of
unreality, paralysing obsessive states, massive use of the defence of projection with
areas or episodes ol paranoid thinking, and attacks on, or serious deprivation
of, the sell, While the ““ordinary neurotic’’ may be gravely restricted by the various
devices he relies upon to feel safe, such as denying feeling, bodily symptoms,
symbolic or magical thinking and acting, and the placing of restrictions on his
personality and forms of relationship, these sicker patients have lost control; they
acl out what the less sick patient contains or structures into some kind of a life,
In terms of the PSM they have 2 more precarious and contradictory self theory, a
more arbitrary and inconsistent basis for self-judgement, greater confusion of
contradictory intentional scripts. a more distorted, poorly integrated and simpler
schematic representation of the world, and a confusion of sell—self and self—other
scripts, mantifest in projection and projective identification. As is evident from this
summary we are dealng with questions of degree rather than category, and
hence the selection ol patients for therapy remains problematic. While multiple
sympromatology may draw attention to severe problems, recognition of the degree
of disorder held in check by obsessional devices or by schizoid (i.e. cold, uninvelved,
intellectualized) medes of relating to others may be more difficult I there is
vvidence of areas of sustained competence in the history of a patient being
considered for psychotherapy, or if thece has been, or is, 2 good positive relationship
with some human being, the therapist may derive some reassurance and be less
alarmed by other areas of extreme disturbance. Most people would agree that frank
schizophrenia or severe endogenous depression make a patient inaccessible to
msychotherapy and indicate the need for pharmacological treatments, but there are
many patients who have had psychotic episodes, or who experience some psychotic
symptoms, who may be accessible to therapy The judgement that this is the case
would be based upon the *‘mitigating circumstances’” named above. and also on the
evolution of the patent—therapist relationship over the assessment sessions. If there
is varly evidence of contempt or destructive envy, or il there is idealization probably




132 COGMNITIVE NTEGRATHRY OF THEORY AMND FRACTICE

covering over such feelings, the therapeutic path is likely (0 be a stormy one,
whereas the expression of some realistic understanding of the therapeutic process,
and the contacting of some depression or concern at this stage are positive signs

The decision about what [orm of treatment to offer and how extensively to aim to
change the patient is a difficult one, about which little agreement exists. Orthodox
psychoanalytic trecarment is probably unsuitable, even for those few lor whom it is
available, for these patients can easily become locked in battling and erosive
treatment relacionships. Varfations in analytical technique are a current topic of hot
but unresolved debate, Winnicott (1965) has argued that the need of these patients
is for the provision of a symbolic ‘‘holding’” and ‘‘unclever ego-support’ which
““like the task of the mother in infant care, acknowledges tacitly the tendency of the
patient to disintegrate, to cease to exist, to fall forever™” Treatment of intensity and
long duration may be the only way to provide a good enough basis for re-
integration, This type of work is outside the scope of this bock, but some of the
literature referring to it will be mentioned in the discussion section of this chapter.
The approach may involve accepting a degree of regression in the patient which is
only justified il circumstances can permit a long-term contract, Other approaches,
however, seemn to be saristactory for many patients. Group therapy, which carries
fewer risks of severe dependency and regression, can often be very helpful to these
patients and less sick group members may be helped by their presence in the group
{Pines 1981). Working in the group does require, however, some capacity to share,
and that is not always available,

Two other approaches will be discussed in this chapter. The first is the deliberate
provision of a very limited amount of therapy time, designed to minimize the
chance of regression and to maximize the patient’s awareness of ambivalence while,
at the same time, cnergetically and supportively offering explanatory concepts and
using direct methods that can enlarge the patient’s control. This approach is based
upon the belief that in these, as in less sick patients, the addition of active methods
enlarges the patient’s sense of his own capacity, while the limited care olfered
implicitly conveys the expectation that the patient can find new resources, and in
this way serves to alter his assumptions and predictions about his value and
perlormance. The experience of an intensely ambivalent translerence is less
frightening when it is not linked with the heightened sense of helplessness that
can accompany the regressed transference in treatment carried out in purely
interpretive ways The second approach involves the brief provision of carefully
planped instirutional care,

STRICTLY LIMITED THERAPY: TW(O CASE HISTORIES

Kate

Kate was under psychiatric care between the ages of 16 and 20, during which time
she spenr a year as an inpatient with a diagnosis of schizophrenia She was rreated at
that lime with electroconvulsive therapy and with prolonged drug (reatment. She
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was referred for a psychiatric opinion once more at the age of 30, at which time she
was complaining of depression and of phases of extreme lack of confidence . At her
first interview she talked about hearing voices instructing her or debating her
behaviour, but she said she always felt able to act independently of them Her main
complaint was that “‘I don’t know who I am”’. Kate had Jeft school (illegally} at the
age of 12, and, although she had cbtained some further education and training later,
she had been unable ro find work for the past 2 years. Despite this unpromising
history, Kate, once given the chance to talk about herself and her life, used therapy
very constructively. She was seen for 25 half-hour sessions over a 15-month period
During this time her previous pattern of relating, which was marked by idealizing
attachments to (lesbian) partners which had always been followed by disappointment
and rejection, was given up. She became much more accepting of herself and more
able o be at ease with other people, and she reported no further hallucinatory
experiences. At the end of treatment she found suitable and interesting work. Quite
early on in her therapy she broughr the following poem, which had been written
some 2 years previously, the last line of the poem seems to indicate unextinguished
hope which, in some sense, was realized metaphorically in her brief therapy.

MOTHER MOTHER

Mother I fear you reard me wrong cause [ pick up my head, can’t tell where I
belomy, Mother sompthing’s Dicsting e bad, Something™s hormng e real bad, Lile
e begunning for sonsahmg thet | never ksl, Spemesemes 1 (el my lile hes come
and pone, | uve 0 this warkd, Bul [mi only leaking ony ¥ o't ||;:||j_-r-.|L=.|u!, s

toed dar dhver iy hvd, P lsing i the [de, Hae inoreally deling iostead, Yes
marhéy, ["m ='I.'£||]' IJ:'.'Iﬂl.l"liI:n'ITl.'lu: —thvirur, e voo 'l newer anderstand Sou fckans:
stuprid-nechl, You reard me webnog canse | 1 op my besd and 1 een't tell where an

this earth I belong, Mother something’s terribly wrong
Mother here T am

This case is an example of the value of ‘‘unclever ego-support”. From distur-
bances of her childhood and adolescence, and [rom an experience of hospitalization,
recalled as Incomprehensible and unhelplul, Kate had derived a view of the world as
hard to predict and of herself as unacceptable. Her atrempts to find total acceptance
had led to [urther rejections, and her unemployment was a further contribution to
depression, Therapy was an opportunity for her to tell, and make better sense of,
the story of her life, and o understand her needs, while giving up the hope of ideal
solutions to them

Ronald

Ronald, a young man of 23, consulted after having been hospitalized briefly for a
“*heart attack” which, in fact, had been the worst of a series of panic atlacks
accompanied by palpitation. This last attack had occurred when travelling by train
hack from a visit lo his girlfriend, Mary. The symptom seemed associated with
anxiety and the need [or the reassurance of the presence and admiration of others
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He deseribed guite wnrealiste smbitions professeenally and revealed 2 °'superman ™
view ol himsell which divided the world oo superpeople ke his girkriend and
himself, and the second-class majority. He was initially given a general mterpreta-
tion of his other-dependence, accompanied by some behavioural advice (rehearsal in
imagination and graded exposure) which gave him control over the symptoms.
Over the next two scssions, which were at monthly intervals, a picture was pained
af his background, His mether wes both adortag and erinically demanding of the
patient, She deniprated hin father, who wis wen as amiahle boe eilzeed ond
ineliective -1 view epitomized by mother's acoount of Ronald's birth: it was o home
confiniemnent, the s, of corpre, was shining. but it was 2lso very coisl, and father
had become g0 distracted by resding the poper with which he wis sopposed to ki
the fire, thut the foom wus o oold for Ronskd's arrival. Anather memory ol
importance wis ot the age of 11, 4t which time he remembered e very
deprusied, which be related b his final exclusion at that age from the paremntal bed

Bamukd triced the evolation of has superman sell 16 e sense of feeling anwantod
at the age of 113 he saw himself then 2 brweely Incing the pain of that sitaztion and
w pddophng @ nibilistic v of hioman. acoeity, in histh respects weing himssll as
superiar i his fellows. At the same nme, he s hia prersstent need tor approyil e
leading 1o conflies wirh his moge selfacoepting peers, which sel him spart 2
different - more serious s misyndersmod — bt one moce s wperior. A third
strain was linked with his identification with Nietschze. who was seen as both
s perman and an going off the niils 1o reassre homselt thit be reed aoe go oft the
pants. he had 1o dismins ax mberior anyheody whi seermed hostile o, or who i preed
with, him while the ppproval of those who wirs symparhetic and preferably olider.
i crueial if hig dopbe and fear were (o be contained. Tlese threats faid ginrmibimesd
iy prrzsent him with two dilemmas “abiue superior oF ol ", and - Hi not admared
by admirsble peopls, ey contemmble”

After the third sessiom, b girliciend gave him op and shoetly after- that e
became much more anxious and depressed. From this time on, he began to
dismantle his self-idealization and became able 10 tell his friends something of his
troubles and to mix with the common herd to the extent, for example, of watching
fonthall marches whach previcosty: he besd aléuys avosled doing, A it owas fooed
inr the roid of therapy, and the sssions s ihereused m herome fortmightly rather
this momthly. Thesaps aimed st supporiing him dinng the prooess ol bosimz fum
filea il ..;..-h'n-_-n.l s loinyg bies self-idealiostion, while mmultigeonsly tealing with
th npolvement und snticipated ks of his therapis Hi developed ssatie hormao
sexun] anxidty fn the company of friends diring this tme, which was relieved
following the intemredalion of soome sinbcknowkedpsl possive. homosexoal feelmgs
in his trunderence relationshas,

In Ronald's case, his narcisistic problems represented a continuation of mother's
critical slealization. While her care included affection, it hasl been at the cost of
denying any strength to the father. and had left him with either idealization or
denigration as being the only modes of relating (o himsel{ or 1o others. ln losing his
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idealized pirlfriend, and in having to accept that he was not my only, or most
favoured, patient, he went through a lot of emotional pain, being partly sustatned in
this process by some residual idealization of himself as a good patient, which I
probably colluded with to some extent. It was also true that he showed courage and
worked hard at this task. At a follow-up interview about 8 months after
termination, we looked back on the therapy: the following are excerpts from a tape-
recording of this interview:

To some degree, since [ slarted the therapy and broke up with my girlfriend, I have had
no close Inends. The way | treated my close friends, [ didn't want to do that any more,
so basically [ decided to po it alone. The need is still there Lo have people tell you how
primit you are; I jusl avoid il Lo some degree As I see it, one by one I've withdrawn
from those special people, [ started off having my mother, in childhood, with me: then [
had Mary, so [ had two; then possibly with you I had three. But [ think you were. from
the beginning, saying "‘I'm going to go'’, which was very constructive, it sort of hooks
you exactly where you want to be hooked and makes you very powerful. 1t also means
you've gol lo manage without ... It didn’l impinge on me rationally. but looking back
on it, the deprivation was a far more important aspect of it than I had recognized 1f
1 had seen you once & wegk o more than that I"d have been in real trouble | was always
in danger of having my own personality submerged by yours or in giving out
everything to you . T would have loved 1o have been you twice a week and if [ had
there are all sorts of problems that | wouldn’t have faced. Between those [ortnighely
meetings there was always a drawing up of charts and thinking about it and that was all
parl ol doing it on vour own. Since T last saw you. it has been the same thing. It has
been 1o some extent recognizing that [ have seen things, and il 1 had seen you during
that week it might have gone further and faster. But the fact that | have done them on
my own, that I haven’r got you, was usehul When the final deprivation comes, you
have been through it ten, fiftcen times before and ic is just a bigger ¢ne of thase and you
can just start to mesh reality in with vour picture of it From quile an early stage, I
was starting to say, you know, 3 or 4 months, how many more weeks have we got, and
at the end it came like a sort of [ear of death; the end became very significant, but
towards the end it seemed to me in a sense | was wanting just to get iree of you I
was expecting it to be a relief, I was expecting to get part of myself which I had given
away back but 1 didn’( feel like that, 1 was very depressed and confused but I think but it
was a sort of confusing out of which something comes The most important change
is to be in touch with feclings I mean, you said, *“You're not very much in touch with
vour feelings'” sometimes, and that basically is what it comes down to — to be in fouch
with your feelings. What [ learnt from therapy was that your expectation immediately is
that you're poing to be put in 1ouch with nice feelings, vou know, things will become
rosy and marveltous, and that was the first disappointmenr and disillusion B if
vou have completely lost relationship with your feelings, nothing good has any
satisfaction lor you, If something geod happened to me I couldn’t value it hecause it was
never good enough It doesn’t make you the superman you want to be, it just means, it
makes you [eel, well, I'm O feet rall. I'm not 100 feet, you know it’s no good,
everything good is more or less lost to you and when things thai are bad hapen to you
you can’t face them head on, or come to terms with them, or even cry about them. I
mean, griel 15 a sort of therapeutic process, but instead of feeling sad it's all converred
into hostility 1owards yourself, mocking yoursell, anger lowards yoursell, Initially
what happened (o me was that heing in touch with my feelings meant being in touch
with a certain amount of griel and guilt and anxiely; now, il someone says, "Are yon
anxious?’ ", 1 say, "'Yes ' because | recopgnize T am, although far less anxious than 1 was
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The thing {s thar beng sfightly aneows and recsgnizing yom'te snditaly, of evm hemg
wETy Ermiows und FecogniTing i, i much ewner b bedr than being I.n.-nl||1_.- anise and
m recepninng i at all. Adso, it only very recenidy dhat I've grasped that by nait by
a superman T'm not being a fleee Belore, i someone sad. ““Ledk, yom oot

wiperman'® | would think I'm s fdure. [0 onfy very recenchy thae | starredd to

recognire §'or oot 8 sigerman. thet | amechman, thereloie 1o aed 2 (e
In a lollow ap leder two years later, Ronald reported that his teslistic career plans
were proceeding well. He was sull busy thinking about himseli, hie fel1 he could do
that quite successfully, concluding with the words:

My relstenship with my new gelitiend m frmgghn with probilems bt sewern 0o work
samohowe | ke 2l the same maskes ] mabe wich: Mary Bbut [ ey eo resales them

diflersnitly m the light of expefiinoe .
It can scurcely be said —and here | om clos o feas — that [ hove mibibe & swift

TRCHATY while mcurning the lom of Maey, T huve tricen fmme 0 do o thocough' job

and mourn my childhood toa ..

The letter ended with a discussion about whether o seek psychoanalysis.

Nearly 4 years alter the end of treatment, 18 months later, he reported progress
in his profession, a continuing and closer relationship with his girlfriend, and better
terms with his parents. He wrote:

Fow do | fesl? Metarrholy, despaleing, prwious, sl qarsed By o pervasve oM,

i | *

ABFVHE, 1Tt Friphtened, pehamed, diprossed, oo nckeng @ socure e i A

exteein, | il fioch vy olivi (hat mestng poeple & 6 perborramce 0 '-I-'hln:l_' I wroei

giiempt in mmpdess then, What b different s the dhgree. ATl ol these fewlings an

wedkened, My siFkaowlalgs has grown, And 16 fecets moistlia — far the fieat s

ihese unplisany {erlings have egnme nilerakly mDs ErEOYIONg 180 I1|'\-II|'1_-I|.'I|J-

irrrewse o the clarity of my thoughts, which he alwai boen dogiiged by confusioe,
jorhidden areus, permloass, panmselizatiens { b hoppier and sometime plam

Iﬁhappyll

The syrmptoms which brought Ronsld into cestment were the physical elfects
fand secendiry jinxiety about these) of a mismatch between sell as perceived and the
ideatized 363 he required himsell to e and requirad ldealized pthees 1o see him an
Therapy had first had w0 conrol and translate the symiptoms, ari thereadier fad

initiated a slow process of self-acceptance on more ordinary terms
SYMBOLIC REGRESSION DURING BRIEF INPATIENT CARE

[Bpspite the pereral emphosis in this book on prevesticg Pegression, there afe
cocasions when permitting s limited, controlled regresion 1s profoundly helmg
Dhis coflegre frowns on halplessness and offers few npportunities for it. yet, {or somie
people, being allowed to go back into permitted helplessness enables them to rev,'s.e
the terms of their relationships and their independence towards 2 much healthier
state. | have seen two patients in whom severe injunes from soad dic gelenis
aecesstuied prolonged hospitabraton. In oge, the accldent wmp the esull ol @
sutcldpl amempt, mode dlter 3 years of dinigs iherapy for sphophoema Tl sarr ey
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stopped all medication and she used her "'licenced™ dependency in the surgical
ward 10 begin a process of recovery that $ years later was still progressing, The
other patient was an unhappy, withdrawn young woman, whom 1 had treated
psychotherapeutically without much success. In this case, she was not responsible
for her accident. She too was deeply moved by the care she received and. despite
chronic pain, was relieved of much of her inner bleakness by the extensive care she
received following the accident. These stories serve to reinforce my belief that
therapists should not turn their faces inexorably against the possibility thar
regression can be a benign experience.

I believe there are some adult patients similar to the unintegrated children in
residential care described by Dockar-Drysdale (1968) who, before they can grow,
need the experience of a permitted, controlled, time-limited period ol symbolic
regression, as inpatients or, sometimes, as daypatients,

My experience in this form of management is based upon work in the University
Health Service at Sussex, which has a small inpatient unit (In describing this work ]
would like to acknowledge the collective contribution of my colleagues there, and
especially the work. in developing the approach, of three senior nursing sisters,
Nancy MacKenzie — who, partly as a result of this work, is now a psychotherapist.
Cecily Manser, and Ginette Dight) Because of the high level of staffl com-
munication involved, and the inevitability of stall tensions evoked by these
patients, the approach I am going to describe would not be manageable in a large
unit caring lor patients with a wide range of problems. However. the provision of a
small “‘intensive care unit’’ within the context of a general admission ward would
not be impossible, and would. | believe, make Lhe containment of such patients less
disruptive and more therapentic.

Selection of patients for this kind of care is 2 difficolt matter, demanding that one
distinguishes in advance benign from malignant regression, and my own experience
has included wrong choices in which the experience was not helpful and was, in
some cases. probably harmful. These patients, in some sense ““nepotiate’’ the right
to regress, and the nature of this negotiation is predictive of the likely outcome. In
the cases which went badly it was marked early on by threats, blackmail, and
destructiveness and by the failure of myself and the swaff ro satisfactorily block
acting-out and establish adequately strict limits. This led to recurrent biter
struggles and the generation of extreme staff dissension. With more experience in
handling the therapy, the management. and the stafl reactions, however, such faulry
decisions became avoidable.

Where this intervention was successful, the therapist and patient had already
established a good working relationship, in the course of which the patient had
hecome centrally preoccupied with certain historically early issues. The patient
cvoked in the staff the kind of concern similar to the maternal preoccupation
described by Winnicott. They saw themselves as revisiting aspecrs of the past, or as
poing through some kind of necessary journey. One such patient, for example, drew
the curtains of her cubicle on admission, saying that for the time being she only
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wanted to coneern herself with the weather inside and, during the 6 weeks of her
admission, she slowly parted these curtains as she prepared herself to return to the
world )

Many of these pauents were proocoumed with ihe storles of, or enicied desply
smlstvalart [anzasies yhout, their births, which they saw &= having heen |:Iu:1 Eroas
for both themselves and their mothers, One, for example, whose admission was
proengted Iy i fpposmans dpisode; s Lits up by sovinig, '_'Wh'n‘_-n § wis herm,
my mnther nearly died and Dwig slow o breathe” . Doning their acdmisions, mose
of the patienes Htered 1o mesic pogreat dead, painted, and wiote, oiten asing thise
products s commuonicatins with the therapir In all cases, they asked for the
sugurn of this-roatesial ot s loter ssage i therugry, av If they now jeli srong encugh
1o tahe charpe again of ther chios or did 5o want 1o leave it o the f.mrrvo-l oif
somchody else. The drawings and paintings were vrually itially ustformiad, violent
i rm.r;r_l, miwt often in Black, rod; or boown. Later, they often r'J'.—dul:IF-:I Tmiges f'f
birth or of body parts, breasts, penises and body cavides predo.mlr{atl.ng, even in
patients quite tnnoce ol iny knowledge of Freud or of Malanie h.l-z.m. .

The process was wsually dearly nelated o some kind of metmphorc n:hlrr.h it
which the transbspence wis initially positive of idenlieing, 5 cepresenting the missed
af largotten expesiencs of pood mothering, followed by the emergence it
destrisctive anger ind sadness s sbimrstion was eed; but the pewer of these
destructive feelimgs was now made wlerable b the fict tha they had F}:pmeuued
the ahility of the therapest and of the nurses to be strmng 4 WF" AR aring, T.!lu.nm_.-,
thete admmissons, which were ustally abodt 3 w'ecks m duration, therapy S0
were continued and briefer contact might be offered three or four times a week,
with the therapist and nurses 1n constant communication, %n order ‘that I:h_e
transference meamings of all that went on could be shared, Patients, during therr
adimission, wiire fequired to dress, ke their beds, and ke micgls i the comman
room with other patients, but in other respects coukd choose: berween staying an
thewr roome, istening o masde, of painting in the commeon roomm. Mlllﬂ}' expressed a
need for solitude. and restricted or refused visits from friends. The timing of the.lr
discharge had to be determined by the therapist, always over some rem?tance Asin
therapy 10 general, emphasizing the tme-limited nature of the adn.ussmn e as
aft ever-presenl rermtler of the lace that it represents 2 I'rll:.r.I-I.FlH.'-'I'H. Tevisting, nol
an attemgd i make poed post hurs and deprivation. Ader dw:harp,t iy of 1h.|:s-r
patients sustained some connection, with the stult, usually by wisiting as df ypatiedil,
and in tine our experience al this led ns o deagn @ speciil room .I'urnr.'.i'.-:\i with
cushions, a record-player, and paints, called “the time-out room.", representing
esaentinlly o privileged spdee where the rght 1o be l.||1|:lnr.||'l'_|r.. or silent, oF Anxinet
was grantid. Omce that roor was established many patients in thesupy made some
— it, #nd it served a5 an cven more safely resracted ot oF ome, Adenjunre
experience of care, and reduced the need for admission .

Close and detailed communication berween all staff members involved with the
patient is essential. Without it, the patient will continne (o use his usual self-
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difepfing striogies o crtrot from’ seaff those remponses which. Fave bedn s paLin
producmg and persstent in the world ourside, secking cire by means ol incagaciiy,
provoking rejection by provecation, and mamtalibng bis fragmentatios by focatine
different qnd often warring sspeets of himself in relatinnships witl differeni plogde
Stafl” terwons in unis caring o sih disnorted putients con sometimes be the
source of a patient's deterioration: somertimes they are the indirect reverberations to
2 patient’s state Fither way, staff must share their experiences of the patienl to
prevent harmful eflects on both themselves and the patients

In term af the FSM, the effect of contealled repression 4 upan thie =i sfontiry
critegi, Inahility o carg for the self, punitive ardudes wwards e sl ool
definitions of the boundaries of the sell, and the conlusions of relationships with
others due to projective identification have characterized such patients, What is
oberee is u combinstion of o safe, holding environment, with interpretation and
explunation, The safery i both in the cire and in the undetsanding, and in the
explicit delinition of boundaries that is achieved through careful defining of staff and
patient roles. In this respect the geographical line between patient accommodation
amid the kitzhen o stall guarters served froquently & important physicul represnia
tity of separatenes and differentinnion.

The intense enactment of these issues seems to achieve a critical shift in the
witrapsychic *halance of power', 5o thar destructiveness, previousty aceid ot wpon
the sell or propceed on do others, or guacded ygainst by massive el resriciions.
becomes less [rightening, and trust and hope become stronger. To complete this
chapter, T will give a patient’s retrospective account of her admission,

Beth

Beth sought therapy at the age of 28, for dipression. Ske hasd febr unhuppy at the ligs
of 1% und hud ecervnd some therapy ot thie dimie. Her prosent. aoee - severe,
depressaon dated from the birth of ber child 2 vears Before; aned from the breaking
up ol her marriuge ssn after thal tme. She bad failed 10 engage: hessell
satisfactorily in a career and she was currently in an emotionally confused tangle
with two mien, Beth was the ouly adoped child of relatively ehderly parenis. Her
udipptive father,; whiem she remembered as wareh bor neffoctive fad disd winie
years before, and she and her adoptive mother had a difficult, rather distant,
relationship. Beth’s admission to sickbay was precipitated by the end of her
refationship with one of the two men The following is Beth’s recollection of her
“breakdown’ and admussion to sickbay, which occurred some months after
starting therapy; the account was written 2 years later

This-is irily. like remwsmnberng lobogr miins. Alenot péw | ermember my e e
ol the rime, m they were mhd o others, @ mouch as T remember e cxpedence I
sk anls the meneal ogshion.of the scibays that indisall wie el 200 grea death; oug ol
sectadly mpdiaree] Bl ard living o dependiney: ketting.on, odang far help, sovoenfrng
riie T baepriis weithi, for s comgile od vy, fisi achie nml oomacaois st lisliewal, merting
thiwesijiby'tht ekiv with poliy meerections with orhiors, igeiine die sk Tlien o o
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profonind withdromal fram the ool oworkl, 8 ooed eoey -_l}mrﬂn w_l- wi
prctmpunring posge throogh tome, back. This s heing in "y Foom. ooce oo
agniny, prepke exbailing jo - meeci) wilh bpcouse they hai e he engaged with
eompletly @ the defences went down. But at the same time o, they were relate] o
. presetit, they were alia slotted into the imernal world, they became

immpeely inthe _
l.|'||'|'1_—.|1.|'l'

at'tors iy st events el deelings sintubtanenosdy. Thes mast ml.ﬁJ' sucl e ¢
rrily Becoming o chill, The workl exits o am patensaon: o 1 el ondy o thed way
ot 1 risake aoise, It feit like Song comagomshy a6 unconsciously samultnensly; the
labiey & world whiere Ume debe"t pass gt of seght bt snsow i orporded 1 the
prosent sersation. | s o go hack afd ek, ar Tather wither and wslnc o my
ot fnak map 8o that all diegs had greus signdloeeoo It B ke '|||.1r~:||l.|l'-J.' the =g nl
priiziingg aril peeceprion froam hoor e secognizes that o KRICONE RIS 8 PESIE) o
ot etsl code. Things juembled out, all elesents of synthesszed presentations i the
wric frw exareoie. Endirg thee laor gtk unceson &l blae LS | bl wanien [ wan
Frvim o reconsnes, diiched ey theragnss. beld ey therapuse, whe ud guardssn af
s g sl e 10 redraw s shipe. T remember waves of menial paifas thes process
wenitcm, cimng omd going, My thietapst veetiel in slasdite commpplcstion with me. |
peenpriher o moment af. pamee when 1kl s incand scroeeghing to ges ot & 1 | Haild
et b ey it st With bt senation cirtie @ hnowledge: inide me that 1 helisyed
I hisit deierervdl iy irenis By enseng | acrdpgled theough o mental batrekr cungl ustng
i 1|1nr,||-:-:i'_-. preseirer - avel hape snd wall posic: Tt began s ki, iy e e in
ehe workl T B mde & claln on existence. Tt seerned if T locked o kept Inaking ok ehe
Feedinj, (1w ghirenagh ther, dhen bowoti] gt ot ihe ar'1|-r_'r-.|-r' | '-'-'l'l.l_|l|ﬂ i 'J.‘T:.'I
hecsiise the mam who lad fecenehy lelt me coull) oo oy mird s sindow. 2 wenlkdn'r
it iy Focen bevines prople, Eke ermctiveml pranes, would snotly my emergies; el

evedl (x my room, toises et my o skinless mmd. | swyod . phavsicolky wuill amal Irle
something ran the tape o iy history throaygh mp, But once | belioved | exlaed | bogan
i1 il it sk st cnhdined staee ol e lamne, T oomemrtiod okl 1o s,

and to being different, and headed for that ™

DISCUSSION

The Frat two cises discussed i this chapter wre sxnmples of paients with quote
minjor problems, treated sty with bried theropy. Paychothesaps fimitied in
intensity and duration may fot b adequate for all such pauenis, but provaded no
wnreuistic hooes aro rased, which menns thie the poine ol the **primciple of
dessrtvatinn ™ in such erentment is fully explrined to the pusient, it is nos Hkety o do
harm. and may be sscprimngly Bebphil for some. For uny patient. well emoigh 1
pursue som: kind of libe in the world, H seems legcad 1oy sach dn ajgpirnach '.-u-_1|.|rr
papiming the [sibemt o the risks either of oeosree theeapy Ol !l.:...-.p.-'::LI
admissdon. Therapists in training, working in this say nmder mpprnsion, will
learn . fauch o the expetience of the weatmene of thise difficalt Iust wery
pehijcarional patieriiy

Sicker patients may be s cut aff that any kond of therapeatic contuce i harg o
make: or 5o distuebed that Ie s hard to sosing This grojpp of bordosiine patients is
very diffieult to define, and the extensive literature reviewed by Perry e K lerman
(1978) revealed o degree of vaguenes and diversty 0 Hne dinileste criberia
srurtling even for paychistry. Hotemon (1978) argues that the ceiiteil lesture of the
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heterogeneous group gathered under the tide of ‘*borderline’” is that of unstable
psychological organization, meanifest in what Menninger had called dysfunction. In
the psychoanalytic view, these poorly integrated slaies are rooted in early
developmental failure, Pine (1979), discussing psychopathology in relation to the
developmental studies of infants (Mahler e¢ 2/, 1973%), suggests that a key factor
determining this kind of pathology may be how [ar issues in the relationship with
the mother were unresolved prior to the development of a sense of separateness, or
are rooted in problems around the separating experience. Steiner (1979), writing
most elequently from a Kleinian view point, suggests that ‘‘a full account of the
borderline patient requires a description both of the depressive anxieties he is
not able to tolerate and of the schizoid mechanisms which he is obliged to make use
of*". This view is part of a three-way understanding of the term borderline, He sees
these patients o be diagnostically between neurosis and psychosis; he sees their
experience as being represented metaphorically by their feeling always on the edge
of, or between, conflicting identivzes and social realities, and he sees their thecrerical
positicn in Kleinian terms as being between the paranoid—schizoid and depressive
positions. In Steiner’s view, the difficulties of therapy are based upon the
pervasiveness of the primitive defences of splitting and projection, and upon the
angry and dispiritingly negative transference, which must be endured if depression
and reparation are to be contacted. However, he suggests that therapy should not be
put off and notes that very significant change can be achieved *‘even if once-a-week
treatment is all that can be offered™".

Other analytical accounts are to be found in the writings of Winnicort (1958;
1965y and Gunltrip (1968) and in the remarkable account of a very prolonged
therapy by Milner (1969). Blake (19G8) provides a straightforward account of the
very taxing therapy of borderline patients, whom she defined as:

people who have not developed 2 capacity for concern or for whom concern is such a
limited or painful experience that, in their cfforts to cope with their environment. they still
feel so persecuted and ancdous that they need to operate as if concern is either a luxury
or a handicap

L

She describes how such patients often have “'special’’ needs to modify, usually in
minor, possible ways, aspects of the conventional therapeutic arrangements, and
suggests that premature interpretation of these may be experienced as punitive and
may deprive the patient of the experience of being symbolically held, in Winnicott’s
sense. Other analytical accounts are to be found in Kernberg (1967, 1974) and in the
voluminous writings of Keohut and his followers, summarized in Kohut and Wolf
(1978). These professional accounts may be supplemented by the autobiographical
novel by Green (1964) which remains one of the most moving accounts of severe
mental illness in the literature, Finally, anyone attempting to combine
psvchotherapy with inpatient care will need to read Main (1937) with his
clarification of how patients can exploit or engender staff conflict in tune with, and
to the exacerbation of, their psychopathology; and also the more systematic study
by Stanton and Schwartz {1954}




