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Example: a secret pact
A borderline patient, working as a dental nurse, had always
harboured thoughts of suicide as a solution to her problems. Prior
to her marriage she had tried to kill herself by injecting a cocktail
of drugs and jumping from a building. She had never told her
husband about this and he was unaware of the seriousness of her
plight and of her persistent suicidal thoughts. When her suicidal
thoughts became compulsive, jus t before a break in her treatment,
the analyst decided that he must talk to her husband. After asking
the patient's permission, her husband was invited to a meeting. As
a result of the relief that her secret past was now revealed, the
patient 's suicidal thoughts receded, but returned some months
later just before the next holiday. Once again the analyst con-
sidered talking to her husband but was now more circumspect,
realising that this was not really getting to grips with the problem.
He broached the subject with the patient who, this time, refused
permission. The analyst became aware that he only wanted to tell
her husband of the return of the suicide risk to protect himself from
criticism if she killed herself, and because he needed someone
else's support in the treatment. The patient's refusal was an
implicit statement that patient and analyst needed to deal with the
problem within their relationship. However, the analyst requested
supervision from a senior colleague to help him tolerate his
worries about the patient's possible suicide. This enabled him to
address the thoughts and feelings of suicide with the patient, who
found them equally intolerable. The previous solution of talking
to the husband had, in fact, been an unconscious attempt by the
patient, in collusion with the analyst, to undermine or even 'kill
off the analysis itself, which had engendered feelings of de-
pendency and rage in the patient. Further analysis enabled this to
be linked to the tendency of the patient's parents to bring in outside
help during her childhood when she had a problem. The patient
had experienced this as a sign that they did not love her enough
to help her themselves, and that when she felt she needed them
most they were likely to abandon her.

ENACTMENT: ACTING OUT

Acting out has become an over-inclusive term, often encompassing
all behaviours of which the analyst disapproves as well as actions,
such as recurrent destructive acts, which form part of an individual's

character or personality. In its more restricted sense it refers to those
acts or series of acts that are a subst i tute for remembering and
repeating - 'the patient. . . acts it out before us, as it were, instead of
reporting it to us' (Freud 1940a). Acts wi th in the session, such as
walking round the room, hit t ing the wall, pushing books off the shelf,
or actualisation in the transference, have been known as 'acting in'
(Eidelberg 1968). Both acting out and acting in are examples of
enactment. Acting out implies a regression to a prereflectivc, pic-
verbal level, a belief in the magical effects of action, and a desperate
need to get a response from the external world.

The psychoanalytic setting itself therefore encourages act ing out
by inducing regressive behaviour. Maturity implies integration of
action, sublimation, symbolisation and other 'higher' functions. The
dis-integration associated with regression is par t icular ly marked in
borderline and narcissistic patients (q.v. p. 222). For these patients
actions speak louder than words, create a more immediate release of
tension and frustration, have greater potential for i n f l u e n c i n g the
analyst than continual dialogue and often give a spurious sense of
control. However, acting out will occur in every analysis. It is
impossible for all aspects of experience, especially certain affects
and sensations, to be expressed in words - as all who have been in
love can testify. The task of the analyst is to ensure that enactments
are a stimulus to the analysis rather than an interference.

Acting out has both positive and negative aspects, the latter often
resulting from the consequences of the action rather than from the
act itself. On the positive side, the act may be a communication that
becomes a useful source of analytic material (Limentani 1966).
Balint (1968) describes a patient who enacted a somersault in her
session, ushering in a breakthrough in her analysis. On the negative
side it is destructive, personally dangerous or even life-threatening
and may jeopardise the analysis; the unconscious internal drama or
phantasy passes directly to the outside, circumventing thought and
psychological defence, and so gains expression. Often close analysis
of an episode of acting out will reveal important details of an
unconscious conflict.

Example: a problem of expression
A 29-year-old man began psychoanalytic treatment wi th a male
analyst because of sexual anxieties, concerns about his appear-
ance, and difficulty in getting close to people. He had experienced
his mother as a dominating, overly organising woman who was so
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obsessed with cleanliness that she gave him regular enemas as a
small boy. As treatment progressed he became more confident and
found himself a girlfriend. At the time at which they were planning
to buy a flat together, he began to demand that the analyst reassure
him about the move. The analyst tried to interpret his fears of
intimacy but failed to appreciate the concreteness of his patient's
fears. Immediately after a session the patient took an overdose and
cut his abdomen, blaming the analyst for not helping. This act was
later understood as a communication that he was terrified that his
girlfriend would dominate and control him and his 'insides' just
as his mother had done, and that his father (analyst) would
abandon him to his fate. His body represented the part of him that
he felt his mother had abused and he now had to resort to overdose
and self-laceration to show the analyst the terrifying nature of his
phantasies and demonstrate his need. Following this event, the
analyst and patient focused on the patient's serious fears that the
analyst would stop seeing him. Such an event did not occur again
and the patient gradually settled with his girlfriend.

Destructive acts such as this often have an electrifying effect on the
analyst, especially when unexpected, and they may induce com-
plementary countertransferential responses. He may apply rules and
regulations, sometimes in panic, which may lead to an escalation
rather than a diminution of the self-destructive acts, especially if
unaccompanied by understanding. Interpretation is the vehicle
through which acting out is best challenged. If the assessment
interview suggests that serious acting out is likely to be a feature of
analysis, the analyst needs to draw up a contract with the patient at
the beginning of treatment (Kernberg et al. 1990; Selzer et al. 1987)
and not wait until something untoward occurs. Appropriate support,
set up before treatment, can be activated while the analysis con-
tinues. If unexpected, it presents serious challenges to the analyst,
not least of which are his feelings of anger, fear and helplessness.
Countertransference responses become crucial.

Bilger (1986) has suggested that the pressure placed on the analyst
by the behaviour is the primary factor in its designation as acting
out, and believes the central quality is one of transgression of an
unspoken boundary.

Example: an intrusive greeting
A 48-year-old depressed man became friendly to the point of
obsequiousness soon after starting treatment. After entering the

waiting room he would open the consulting room door to say
'hello' to the analyst even if there was another patient there. The
analyst felt intruded upon and angry. The patient 's act of popping
his head round the consulting room door was later understood as
a reversal of transference roles in which the patient acted l ike his
mother who continually entered his bedroom when he was a boy
to 'see how he was and just to say hello' while the analyst became
the angry boy who felt invaded.

Analysts may themselves act out or even enjoy vicariously their
patient's misbehaviour, much as a restrained parent may taci t ly
condone rebellious behaviour in his children. Such countertransfer-
ential influence should be considered if acting out escalates despite
careful interpretation. Supervision is essential to help the analyst
extricate himself from anti-therapeutic involvement.

Suicide

The threat of suicide poses the most immediate challenge to the
analyst. He must assess the intensity of the threat and formulate
a clear plan within a short space of time. This means gauging
accurately the depth of despair, the level of hopelessness, the
seriousness of plans, the degree of external support, as well as the
contribution of exacerbating factors such as increasing use of alcohol
or drugs. If there is no doubt about the seriousness of the threat, the
analyst must act decisively, tell the relatives and other carers, and -
against the patient's will if necessary - arrange hospital admission
by himself or through a third party such as a GP or social worker.
The effect this has on the viability of the analytic relationship can be
dealt with later. In many cases the decisive action of the analyst may
be beneficial to the analytic process which may have laboured for too
long, and even been immobilised, under a constant threat of death.

Thoughts and threats of suicide can also become part of a patient's
way of life. In these cases the analyst may tell the family that the
patient is chronically suicidal and has a definite risk of death,
expressing his willingness to enter into treatment bul give no
guarantee of success. Kernberg et al. (1990) suggest that realistic
appraisal with relatives early in treatment, or even before treatment
starts, helps to prevent the destructive involvement of relatives, and
protects the analysis from the patient's attempts to control the
therapy by inducing fear of third parties, and guilt about failure.



198 Practice Clinical dilemmas 199

In order not to overreact to the threat of suicide the analyst needs
to hold in mind the affective constellations: hopelessness, rage, and
guilt that are commonly found in suicidal patients. These represent
the wish to die, the self-directed wish to kill and the wish to be killed
respectively. Hopelessness may infuse the analysis to such an extent
that the analyst himself becomes hopeless. It is at these times that
suicide becomes more likely. The analytic relationship should
always contain some hope, even if it has to be carried by the analyst
alone for a time. Rage, and the self-directed wish to kill, may be
easier to deal with. The suicidal threats are ways of attacking,
coercing, dominating, manipulating and controlling the analyst as
well as the outside world. The underlying phantasy may be that of
killing oneself to make someone else suffer for ever, and at last
recognise one's importance or need. It is particularly important to
understand who the analyst unconsciously represents in the patient's
mind, and who therefore is the unconscious subject of the attack.
Freud (1917) suggested that suicide only becomes possible if an
individual becomes fully identified with a lost object. Self and object
become fused. In phantasy, the attack is upon the abandoning object
rather than the self, and killing oneself is equivalent to murdering
the abandoning object who is causing so much pain.

Example: hopelessness, rage and guilt
A borderline patient felt that her life's task was to look after her
mother. Her analysis had been dominated by her attempts to
control her analyst by demanding session changes, phoning out of
hours, and seeking sessions at weekends. When her mother died
she became angry and bitter, denigrating herself and saying that
she had achieved nothing. Without her mother she had no clear
reason to live. She described herself as someone 'who nobody
could see' and if she were dead there would only be a 'slight ripple
in the world which would be covered over in an instant'. Her
analyst suggested that she felt he would not notice that she had
gone and would simply replace her with someone else. She then
reported that she had begun to plan her suicide because of
increasingly horrible thoughts about her dead mother. Her analyst
tried to persuade her to go into hospital, but initially she refused.
She reported a dream in which she was sitting at a window looking
in from the outside. At first she saw her mother through the glass,
and then suddenly they were both together on the inside. At that
point she and her mother became one person. The patient then

banged her head on the window to try to get out but this only
resulted in her smashing up her face, her bruins oozing out, and
blood gushing everywhere. Someone watched this scene without
intervening and then walked up and led her away. She felt relief.

Her analyst interpreted the rage she felt towards her mother who
had left her with no role and how she found herself wanting to join
her mother, but at the same time escape from her. Escape led to
her destruction (the smashing of her head against the window), an
inability to think (her brains oozing out), as well as a feeling of
guilt. The analyst-figure meanwhile merely sat near and watched.
During the session her analyst insisted, and it was agreed, that she
should go into hospital. He would not watch her trying to ki l l
herself.

In this vignette, hopelessness is suggested by the patient's sense that
her own death would only make a ripple. She tried to dominate the
analyst and dictate how he should behave in the same way as she fell
her mother did to her. At the point of her mother's death she attacked
herself in a way that she wished, unconsciously, to attack her mother.
The patient was identified with her mother, as il lustrated by the
dream. Suicide meant attacking the mother with whom she was
identified, but the dream also suggested that it was, in phantasy, a
way of differentiating herself from her mother. In the transference
the analyst was a passive father who allowed her to remain controlled
by her mother.

Analysis of the attack on the analyst by the patient may lead to
severe feelings of guilt as the patient recognises his own part in his
difficulties. This move to the depressive position (Klein 1952) is
heralded by a realisation that the analyst has, and always has had,
something useful to offer which has previously been denied or
treated with contempt. When this is linked to important figures in the
patient's past he may become overwhelmed with guilt, believing that
he has destroyed those whom he unknowingly loved. The need for
punishment becomes so severe as to become a wish to be killed by
those whom he has harmed. Suicide becomes the only way of
satisfying them. A sense of helplessness may also occur at these
times and the patient may feel at the mercy of internal and external
events over which he has no control. This further increases the risk
of suicide, which becomes an action to relieve the anxiety of
helplessness by being in control - to kill before being killed, turning
passive into active (Laufer 1987).
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It is tempting to translate these three constellations into technical
strategies - hopelessness to a counter-response in the analyst of
making affirming statements, rage to limit setting and active inter-
ventions, and guilt to facilitation of mourning and supportive work.
However, things are rarely this simple. What is important about the
analyst holding the three leitmotifs in mind is to allow him to
empathise with the patient's desire to die, to understand the excite-
ment of suicidal phantasies, to recognise the exhilarating sense of
power they release, and not to underestimate their destructiveness.

SPECIAL GROUPS

Analysis in adolescence

Many of the problems discussed above are more common in the
treatment of seriously disordered adolescents and young adults (cf.
Chapter 3), especially acting out and the need to involve relatives.
Adolescence is a time of developing independence. Sexual identity
begins to become established. There is intense preoccupation with
appearance and change in body image, an exploration of the balance
between intimacy and individuation, grappling with fears of merging
on the one hand, and isolation on the other. Adolescents are men and
women of action as they struggle to understand and renegotiate their
relationship with the world in the context of their developing social
and sexual powers and frailties. They are wary of adults although
desperate for new figures with whom to identify. Their internal world
is in a state of confusion. Internal conflicts tend to be externalised,
impulses difficult to control, and feelings dangerous to express.
Phantasies can only be partially sublimated. Impulsivity, bewilder-
ing sexual feelings, and outbursts of anger and emotion result.

Inevitably these developmental processes affect the analytic pro-
cess and necessitate technical changes on the part of the analyst,
particularly at the beginning of treatment. An adolescent who enters
treatment of his own accord usually feels that he has failed in his
attempt to rework his psychological world, which was hitherto based
on childhood relationships and identifications. He feels a sense of
self-loathing and despair. At first it is best to listen and not to
interpret. Transference interpretations evoke infantile relationships
just when the adolescent is trying to move away from his childhood
objects. If transference is addressed too early, the adolescent will be
unable to distinguish between past and present objects, and will react

as he would to the primary objects he is t ry ing to separate from. As
a result, he will have no choice but to terminate analysis.

The analyst needs to help the young person to separate past and
present, but first must engage him in an analytic process. Some
adolescents, especially those who self-refer, make excellent use of
treatment and engage easily, but for others the process of engage-
ment is stormy. Any relief from anxiety offered by analyt ic treatment
is attacked because it is experienced as shameful, evoking regressive
wishes of being cared for, held and looked after. The conflict
between the wish to be cared for and the desire to be independent is
externalised (Chused 1990). The analyst becomes a persecutor who
is responsible for the pain and needs to be controlled. This is a
serious impairment in an adolescent's ability to accept treatment. His
experience of painful feelings is turned around and inflicted on the
analyst, whom he may deride and taunt, sometimes with threats of
suicide or violence. Breaks, weekends and absences on the part of
the analyst are all felt as counterattacks and are often dealt with by
action, turning passive into active. The adolescent leaves before a
break, does not attend on Friday, comes for sessions at whim, and
may be silent for long periods if the analyst is himself silent. Of
course, not all adolescents who come for treatment are so difficult to
engage and some may even idealise the analyst, seeing him as
omniscient and the cure for all his problems. However, even this has
its difficulties. The initial relief at the offer of help leads to an
eagerness to talk, which later may turn to wariness of having
revealed too much.

Before beginning analysis with an adolescent, it may be necessary
to initiate contact with his parents. This is done for two very practical
reasons. First, in contrast to adults, whose parental figures are active
primarily in the internal world, adolescents continue to deal directly
with parents who exert influence externally as well as internally.
Arguments, fights, rejection, collusion, over-involvement and ex-
cessive protection are but a few examples of what may occur.
Second, analysis of patients in early adolescence can only occur with
parental support. Only the parents can back up the stability of the
setting, and ensure that treatment is neither interrupted by holidays
nor prematurely terminated. Often they will be paying for the
treatment. They may also be of help during the frequent demands to
stop the analysis. Therapeutic support for the family may also be
necessary.

Once analysis has begun, the analyst should not fall into the trap


