
Key dynamics of containment

By using internal supervision, and trial identification in
particular, I shall examine some failures to contain. We can
then see more clearly the dynamics that are involved in what I
am here calling 'containment'. I shall also illustrate how insight
and analytic holding are helped by an awareness of com-
munication by impact as described in Chapter Four.

Containing

There are times when people cannot cope with their own
feelings without some assistance. We could then think of these
feelings as spilling over towards others. The analytic view on
this phenomenon is to recognize this spilling over, or inability
to contain, as an unconscious communication to others that
there is something amiss, something that is unmanageable
without help.

Basically, the help being searched for is always for a person to
be available to help with these difficult feelings. Often,
however, the response from the people around is to treat those
feelings as if they were abnormal or dangerous. Medication
can subdue them. Referral elsewhere can alleviate the prob-
lem for those otherwise most directly exposed to such press-
ures; but this seldom changes anything for a patient who
inwardly still feels victim to powerful feelings.

If anything, these deflective or suppressive measures can
add to the sense that there is an intensity of feeling which
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nobody could manage. If this were really so then suppression,
even by addictive means, might appear to be preferable to
continuing with a struggle regarded as having no solution.

I am using the notion of containment here as a general term
for the management of another person's difficult feelings,
which are otherwise uncontained.' There is, of course, a
proper place for treatment by medication; and for treatment
in hospital, which can offer 'asylum' to those who need a safe
place in which to be ill. Nevertheless, it is important to remain
aware that it is usually a personal form of containment that is
being looked for.

In more human terms, what is needed is a form of holding,
such as a mother gives to her distressed child. There are
various ways in which one adult can offer to another this
holding (or containment). And it can be crucial for a patient to
be thus held in order to recover, or to discover maybe for the
first time, a capacity for managing life and life's difficulties
without continued avoidance or suppression.

When feelings are 'dealt with' through suppression a person
can be given a breathing space, during which life's problems
may be attended to differently; and for many this is enough to
help them through that particular time of stress. This form of
help should therefore not be under-valued.

However, there are some people who continue to be
gripped by the phantasy that their most difficult feelings can
only be dealt with by avoidance. The power to overwhelm,
attributed to these unmanageable feelings, is confirmed when
others treat them as if they share that assessment of them. It is
only when these feelings can be admitted within a relationship
that the underlying phantasy can begin to be modified. It is
then an altogether different experience (for both patient and
therapist) when a patient's attacks upon the therapist are
survived knowingly, rather than being deflected because of
impervious ignorance. Here it is important that therapists
should have insight into what is being re-enacted with them.
The survival of the therapist, and the understanding of what is
being encountered in this experience, are both central to the
patient's ultimate recovery.

I shall first give examples of attempts at reassurance that
fail, so that we can see why it is they fail.
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Failures to contain

A mis-use of supportive action by the therapist

Example 6.1

A male patient (Mr S.) was seeing me in twice-a-week
therapy, coming on Wednesdays and Fridays,

One Friday he had difficulty in speaking. He sounded
extremely depressed. After a while, I noticed that there
was a sense of foreboding in the way he spoke and in the
tone of his presence during the session. I therefore said to
him: 'You are not actually referring to suicide, but I am
picking up a suicidal feeling in how you are speaking to me
to-day.' Mr S. began to cry openly, and agreed that he was
finding it extremely difficult to see any future at the
moment. He hadn't realized it consciously, but he had been
brooding upon suicide. It had been at the back of his mind,
but it was definitely there; he had never felt so low.

At this point I misjudged the kind of containment this patient
was needing. I found myself thinking about the long break
between this Friday session and the next Wednesday. So, I
offered to see Mr S. on the Monday, if he would like to have
an extra session. He asked me if he could think about this
and let me know. I later had a telephone message saying he
would be coming for the extra session.

The Monday session began as follows:

Patient: 'I had a dream last night:
/ was in a boat, trying to negotiate rapids in a river that
was flowing too fast for me to be able to control the boa t.
There was a man at the back of the boat, helping to
steady it. He was actually in the river, steadying the boat
with his hands. We got through these rapids to a point
where the river became more manageable, and I was
able to start rowing again. But the man was still hanging
on at the back. Now, instead of helping, he was making it
more difficult for me to steer the boat for myself.' (Pause.)
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'I have come today because I said I would. In actual fact I
am feeling better and I now don't feel this extra session to
be necessary; but something happened on Friday that
was important. You were able to pick up my suicidal
feelings without my having to spell these out to you. That
helped me to feel not so completely alone, and it helped
me to feel that life was not quite impossible after all.'

Discussion: Mr S. had no hesitation in identifying who the man
was, at the back of the boat. He knew that what had helped him
most on the Friday had been my awareness of how he was
feeling. That had been enough. It was what his mother had
not been able to do for him. She had been trapped in her own
depression when he was small, still mourning the death of a
previous baby.

When I had offered the extra session Mr S. was at first
grateful. He later felt obligated - even resentful. It was not
what he was needing. This sequence therefore helps to
illustrate that trying to reassure, or offering extra support, is
often motivated by the helper's own need for reassurance
because of the anxiety stirred up by a patient's (or client's)
distress. Containment is seldom, if ever, achieved by reassur-
ing the patient.

I had initially been in touch with how Mr S. had been
feeling, but my own continuing anxiety led me into being
over-active. When I suggested he might come for an extra
session, this indicated my doubt that he could find the inner
strength he needed. In effect, therefore, I was undermining
the strength that he did have. This hindered more than it
helped, in his dealing with what lay ahead of him, as if I saw
myself as indispensible to his survival. His dream spelled this
out with unmistakable clarity.

A mis-use of reassurance

Example 6.2

A therapist was being severely tested by a patient
(Miss G.), who was chronically depressed and despairing.
(See also Chapter Four, example 4.6.)
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Miss G. 's mother had died when she was four. Relatives had
failed to provide any adequate replacement home. A
children's home had done no better. The patient had come
to feel there would never be anybody who could cope with
how she was feeling. Everyone had either turned away
from her when she cried, as if she were too old still to be
crying, or they had sent her away to other relatives and
(eventually) to the children's home. She remembered
herself as often crying, or trying to hide her crying.

Patient: 'I am afraid you must be beginning to despair of
me ever getting better.'
Therapist: 'If /felt that I would not be here.'

Discussion: When I heard this brief sequence, during a
supervision session, I felt a twinge of anxiety through my trial
identification with the patient. It brought to my mind what I
had already heard about this patient's experience of people
who had stopped being there, particularly when she could not
stop herself crying. Her despair had been based upon the
experience of no-one being prepared to remain in touch with
what she was feeling.

I saw the patient's communication as an unconscious
prompt, trying to indicate what her testing out of her therapist
was about. It seemed possible, indeed likely, that this patient
was still in search of someone who could tolerate being in
touch with her unbearable despair.

If Miss G. had been looking for this kind of containment,
what she heard could have a very different meaning from
what was intended. The therapist meant to reassure Miss G.
that she was not despairing of being able to help her. But the
patient could easily mis-hear this as a confirmation of her
dread, that not even her therapist would allow herself to be in
touch with her despair and be prepared to go on seeing her: 'If
I felt that I would not be here.'

The therapist failed to recognize the patient's need to be
able to communicate her despair. Had she been more familiar
with the unconscious processes operating at the time, she
could have tested out her comment before speaking by
trial-identifying with the patient. It would have been easier for
her to recognize the possibility that Miss G. may have been
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trying to find out whether her therapist could bear to be in
touch with the despair that she herself was feeling.

A principle of interpretation can be drawn from this.
Whenever possible, we should interpret what a patient is
actually feeling at the time, and not attempt to speak to what
we would like the patient to feel instead. Here, Miss G. was
feeling despair. A different response could therefore have
been along the lines of:

Therapist: 'I believe you are telling me you are afraid
that I might not be able to bear being in touch with your
despair. Instead you expect that I might in some way
stop seeing you, if you were to succeed in communicat-
ing your despair to me so that I could actually be feeling
it too.'

This form of interpretation would have allowed Miss G. to
experience her therapist as really in touch with what she was
feeling. Any reassurance to be gained, therefore, could come
from being really heard and adequately understood.

When this therapist later overslept (see Chapter Four, exam-
ple 4.6), that experience took on a terrifying meaning for Miss G.
Did it mean her therapist had begun to feel the patient's
despair, and was that why she wasn't there? This dramatic
enactment of her worst fear required much re-working in the
therapy before Miss G. could begin to realize that she had
really been able to communicate her despair to her therapist;
and (even though it may have contributed to the oversleeping)
this had not resulted in an unresolvable collapse, or retalia-
tion, such as the patient had always previously experienced.

Containment by a person

A suicidal patient seen in psychotherapy

Example 6.3

I wish now to give an example of a patient (Mrs F.) who had
been regularly dependent upon medication. She had
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originally turned to this, as a substitute for being 'held' by a
person, when she began to find that her life-long self-
sufficiency was beginning to crumble. She needed more
from a person than anyone seemed able to give her. She
therefore became increasingly dependent upon drug
substitutes for this. Eventually, she used an overdose of pills
in an attempt to kill herself- and (unconsciously) to punish
those who had failed to be there for her when she had most
needed them.

Mrs F. (aged 50) was referred to me from hospital after a
very determined suicide attempt. She had nearly died.
This had occurred at a time when she had been feeling
acutely anxious, and she had experienced those around
her as refusing to be in touch with what she was feeling.

When she started seeing me, there were said to be
practical reasons why she could only come once a week.
She was still on medication for her anxiety states and
insomnia; and she continued to have difficulty in sleeping.
Even when she did sleep she would regularly wake to
anxiety, which often reached the point of terror.

In one particular session Mrs F. pleaded with me to speak
to the referring psychiatrist, to have her medication
changed or increased, saying she had to have something to
dampen these feelings that were again becoming so
unbearable. She was convinced that neither Dr Y. (the
referring psychiatrist) nor I had any idea what terrors she
was having to go through every day. And nothing was
making this any better. She deeply regretted the hospital
having succeeded in saving her life.

I agreed to discuss the problem with Dr Y., but I did not
promise any change in her medication. I said that I was not
convinced it was more pills she was really needing.

Patient: 'You obviously don't understand. Can't you see it
is unbearable? You have got to do something. I just
cannot go on with these anxieties and terrors, and not
sleeping. I NEED MORE PILLS.'

Therapist: 'I can see there is something you need more
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of. I don't think it is more pills, but what the pills stand for.
I believe there have been times when you needed a
person to be more available to you; but you experienced
that person as unwilling, or unable, to cope with the
intensity of your feelings. So, instead, you have been
trying to shut off those feelings with pills.1

Patient: 'I cannot go on like this. You have got to ask
Dr Y, for more pills, or stronger pills.'
Therapist: I will speak to Dr Y.; but I would also like to
suggest that you consider allowing yourself more time
here this week. I could see you in three days' time if you
would be prepared to come then.'

Mrs F. said she would come for the extra session. In the
meantime I spoke to Dr Y., who agreed with me that it
would be a backward step to give into Mrs F. 's demand for
stronger medication. It was clear she was dependent upon
suppressing her feelings, rather than daring to experience
these and to share them with another person in order to
understand them.

Three days later Mrs F. came for her session. She was
calmer and was looking rather embarrassed. She ex-
plained what had happened.

After her last session a number of things had emerged. She
had put out her second sleeping pill, to take after midnight
when she still had not got to sleep (which had been her
regular habit). In the morning she had woken to find she
had slept without it.

She then told me about a period in her childhood, when she
had been about three and her mother was busy with her
baby sister. Mrs F. used to go to the local shop, round the
corner from where they lived, and the man behind the
counter used to let her have a dummy. Her mother
objected to her having this and would take it from her; but
the man in the shop used to give her another, whenever she
asked him.

I suggested to Mrs F. that the dummies, which the man used
to give her, stood for her mother whom she was needing but
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was having to do without. It seemed that her mother had not
responded to the distress signals, which Mrs F. had been
giving to her, when she went in search of dummies as her
way of telling her mother she needed more time with her,
So, when her mother used to remove the dummies without
giving her more attention, Mrs F. may have come to feel it
was more dummies that she needed. Wanting more pills
now was like wanting dummies for the anxious child within
herself.

Mrs F. then told me she had been surprised by a memory,
during the night when she had slept without the extra
sleeping pill: 'It was so vivid it had seemed like a real
experience in the present.' She had a sense of being in bed
with her mother (which used sometimes to happen when
she was small) and feeling her mother's 'big strong back'
there beside her. This used to be one of her happiest
experiences as a child, being able to be close to her
mother while her mother slept.

I said it may have been the only time she felt able to lean
upon her mother, to make hidden demands upon her
presence while she slept, as there was then no fear of her
mother disapproving or turning away from her. Mrs F.
agreed, and she began to cry. It then became evident that
she found relief from her earlier distress in being able to
express this in her crying, in the presence of someone who
was prepared to be in touch with what she was feeling.

Discussion: Why was this offer of an extra session different for
Mrs F. from that in the case of Mr S. in the previous example?

It had been a feature of Mrs F.'s whole life that she had
always been seen as the strong and self-reliant person, upon
whom everyone else could lean. She felt she must never let
anyone know of her frightened and dependent self. Instead,
she usually tried to hide this in order to preserve some contact
with others, whom she experienced as leaving her whenever
she showed signs of being needy. She had relied on medication
to help her in this hiding. When suppression still did not
obliterate her feelings, she increased the dose to the point of
nearly obliterating herself. Her suicide bid, therefore, was an

Key dynamics of con tainmen t 141

longer manage a\orve.
If 1 had followed Mrs F.'s own diagnosis, that people could

not cope with her when she felt most needy, and that she must
therefore have stronger medication, I would have been
colluding with her phantasy about the unmanageable quality
of her own most difficult feelings. Instead, it made more sense
to challenge her limiting of herself to only one session a week.
At a time when she most expected me to be unwilling to
remain in touch with what she was feeling, I offered to be
more available to her. She now had a chance, in her therapy, to
re-experience the time of her disowned neediness of child-
hood with me representing her mother who was still expected
to retreat from her. This aroused new memories, to do with
her search for substitutes for her mother's presence (the
dummies), and her finding a security in her mother's sleeping
presence — a secret dependence that felt safe because her
mother had been unaware of it.

Mrs F. gradually dared to draw upon my availability openly,
rather than secretly, and the effect of this 'relationship-
holding' was startling. She began to discover that her own most
difficult feelings of distress could be contained within a
relationship. Of course we had much further work to do,
around this hesitant new move towards allowing herself to rely
upon someone else again. Nevertheless, it became quite clear
that my firmness about her need for more time with a person
helped her to feel held by me, rather than seeking relief solely
through medication.

Over a period of several months, Mrs F. began to develop a
different kind of security, now based upon her use of an
outside dependability which she could internalize and consoli-
date within herself. Her new-found strength was different
from her life-long self-sufficiency. Her earlier precocious
maturity, arrived at defensively to protect her over-burdened
mother, could now give place to a more solid maturity that was
arrived at differently. This time it could be achieved at her
own pace, rather than at the pace of others; and it was more
resilient than brittle.

Some years later, when her husband died suddenly, this
progress was dramatically confirmed. The patient's GP once
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again offered Mrs F. tranquilizers, to alleviate her immediate
distress; but she told him quite firmly that she would prefer to
arrange a visit to see her therapist. This she did, and allowed
herself once again to be analytically held in a relationship in
which she felt understood - while she began to mourn this loss
she had previously so much dreaded.

Containment by insight and interpretation

A potential admission to mental hospital

Example 6.4

This example concerns the patient who had been sent
away from home by her mother when she had refused to
eat. (See also Chapter One, example 1.1.)

One day Mrs P. came to a session in a state of uncontrolled
alarm. She began talking to me before she had even left the
waiting room. She was talking very fast, with increasing
loudness until she was actually screaming. The gist of what
she was saying was that things were getting out of control at
home. She felt unable to cope. She couldn't go on. Her
husband didn't understand. 'He just sits there being so
bloody calm there doesn't seem to be any way I shall ever
get through to him.' She then screamed at me (as loud as
she was able): IT NEVER GETS ANY BETTER! WHAT
CAN I DO? YOU DON'T CARE EITHER.' At this, she picked
up a cushion and threw it at me; but she immediately came
across to my chair and took it back. She held the cushion
close to her and started to cradle and rock it in her arms.

During this episode I was literally sitting on the edge of my
chair, wondering what I could do; I felt the patient might
need to be hospitalized. However, although she had
initially been in a state of uncontrolled desperation and
panic, after she began to cradle the cushion in her arms she
became calmer.

Internal supervision: I was hearing about the patient not being
able to 'get through' to someone. I realized she was probably
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anxious she might be unable to get through to me too. I
therefore reviewed what was happening, in the light of what
else I knew about Mrs P., as I knew she had been in a similar
agitated state a number of times before.

I recalled that she had been sent to a psychiatric hospital, on
a previous occasion. This was after her mother had died: she
had then become suddenly overwhelmed by feelings of panic.
Her husband had been away. Even when he was called back,
her panic had not become any more manageable. The general
practitioner had been called in, and he in turn had asked the
local mental hospital to provide the containment that seemed
impossible at home.

This memory prompted another. As a child, this patient had
been sent away from home when she had become very
distressed, after her brother was born. She had begun to
refuse food, and her mother became unable to cope with this
on top of looking after the new baby. She had therefore
arranged for Mrs P. (then aged four) to be looked after in a
children's home.

When I remembered this I felt on familiar ground. Mrs P.
had been creating a specific impact on me, which she almost
certainly had on others at crucial times such as those I had
remembered during this session. Those others may not have
been able to cope with what her distress made them feel. Their
response in each case had been to send her away.

Mrs P. had been stirring up in me similar thoughts of
sending her away; in fact I was almost sure that she was
expecting this. But, after throwing the cushion at me (away
from herself), she had quickly retrieved it and was cradling it
in her arms (close to herself). As I wondered about that
sequence I began to sense an element of hope along with the
more immediate despair. Mrs P. was, in effect, giving me a
model of what she was needing from me. She was holding the
cushion as a baby would be held. Could I find some way of
holding the despairing hurt child in her, so that she did not
(this time) have to be sent away?

Once I had recognized these elements of communication in
her behaviour, I felt an inner conviction which I decided to
put into words. She was still rocking but was quieter, so I felt
she was ready to let me speak to her.
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Therapist: 'I believe you are showing me what you are
most needing just now. You need someone to be in touch
with the intensity of those feelings which are making you
so afraid.' (Pause.) 'I think you are expecting me to send
you away, just like other people have done in the past;
but I want to continue to help you with what you are
feeling - without sending you away.' (Pause.)

'You had to find a way of making me feel how frightening
these feelings are to you. Your shouting, and throwing
the cushion, were ways of making me feel the anxiety
and alarm that you can't bear feeling.' (Longer pause.)
'By holding the cushion close to you now, not leaving it
thrown away, I believe you are letting me know that this
is what you are needing me to be able to do for you.'

The patient, earlier so terrifyingly out of control, became
calmer and comparatively relaxed. I had been dreading
the end of this session, in case she experienced this as a
similar sending away. Instead, she collected herself
together during the remaining ten minutes, thanked me
and said she felt better. She would see me at her next
session.

Discussion: In order to find a way of containing this patient, it
had been essential that I could recognize the unconscious hope
expressed in the patient's behaviour. The dynamic operating
here was communication through projective identification as I
have come to understand it.

If I had not been familiar with this process (which is so often
at work in patients who are in search of relationship-holding) it
is highly likely that I too would have called in a doctor. But had
I done so, under these circumstances, I would have confirmed
this patient's phantasy that her distress might always end up
being too much for any person to cope with, reinforcing her
dread of rejection based on earlier failures to contain. With
each similar rejection this phantasy would have become more
deeply rooted and difficult to deal with.

The intensity of impact, from patients like this, is often a
measure of the frequency with which earlier attempts at
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finding containment by a person have failed. I believe that some
mental-hospital patients may be casualties from being too
often let down by people who could not contain them,
resulting in an assumption that they cannot safely express the
intensity of their feelings to any other person. And if someone
ever dares such a patient once again to hope, that person can
expect to be tested repeatedly for the anticipated failure and
rejection.

So, if we are realistically unable to see this kind of patient
through the testing times, it is probably better we should not
offer to try. It is only when the therapist can survive being
tested, to the 'bottom of the trough' and out again, that this
new experience can begin to expunge the deep impression of
past experience.

With some damaged patients we take on a terrible responsi-
bility. We could make things worse for them if we fail to
survive at the point when they most need to test our capacity
for survival. So we should only offer containment in a
relationship, as an alternative to medication or to hospital
containment, with a full awareness of the risks that may be
involved. We must know what we could be taking on.

A fear of violence

Example 6.5

This is an example of a patient using his own particular form
of communication by impact, whereby he loudly demon-
strated his search for containment and the effects on him of
his earlier failures to find this.

Mr E. came for a consultation after being turned away by a
number of other people to whom he had looked for help. He
was in his thirties and therefore younger than me, He was
also taller (well over six foot) and obviously stronger. So his
presence alone had an impact which was soon to be greatly
enhanced by his manner.

In the course of telling me about how he had been referred
for therapy, he began to shout and to bang the arm of his
chair with a barely contained violence. I could, however,
sense that what was being expressed was only a part of this



146 On learning from the pa tien t

man's violent feelings. The greater part was being held in
with a fierce control, which was a major feature of this man's
life. His thoughts, he had been telling me, were filled with
murderous phantasies. His life was being ruined by his
need to keep these feelings under constant check.

What follows was all shouted at me; some of it yelled at me:

Patient: 'You are just sitting there. I know... You are going
to do just the same as everyone else. You don't want to
help me. You think that I am incurable. They all say that.
They listen to me very politely, just like you, and then
they show me the door. They think I am violent. I AM
NOT A VIOLENT MAN. I have insight into my problems,
but nobody believes me. YOU DON'T BELIEVE ME DO
YOU? You think I need pills. They all want me to take
pills. I am not going to take pills. I AM NOT GOING TO
TAKE PILLS. That's what you want, isn't it? You would
like to send me away to someone who will just give me
pills. I may have violent phantasies, but that is different. I
AM NOT A VIOLENT MAN. No-one believes me when I
try to tell them that.'

Internal supervision: I could feel myself becoming increasingly
anxious. I realized that I was on the receiving end of a
powerful projective identification; yet I was not sure what
exactly was being put into me. It certainly had to do with
violent feelings; but my feelings were not violent -Ifelt afraid.

I knew this patient had made several bids to get treatment
without success. He had met with people who reacted to him,
as Bion would describe, as if they were 'containers afraid of the
contained' (Bion 1967b). These repeated rejections must
therefore have added to this man's fear of his own violence.
Could I cope with it?

After this spate of shouting I interrupted Mr E.

Therapist: You are thinking and speaking for me, based
on what you have experienced with other people. I
would like to say for myself what I am thinking. You
expect me to send you away; but I am not going to send
you away. I am going to offer to take you into therapy.
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However, I make one condition. I know you have a lot of
violent feelings, which you may need to bring into your
therapy. You can bring as much violence here as you
need to, as long as it is confined to words. If this becomes
physical violence, I cannot promise that I will then be
able to continue treating you.'

Patient: 'So you are afraid!' (Pause.)

Therapist: Yes, you are able to make me afraid of your
violence; but I believe it may be precisely that which you
need me to be in touch with - without having to send you
away. I think it is your own fear of your violent feelings
that you are needing me to help you with.'

Mr E. began to calm down. He understood what I had said. I
think he recognized, even then, that it was true. He allowed
me to treat him; and, even though he could only come to see
me once a week, it was possible to contain him in therapy
without medication.

Discussion: Right from the start the cues were all there for me,
if I could but see them. Fortunately I was able to recognize the
missing link, when Mr E. pointed to my being afraid. / was
afraid of his violence and so was he. I then knew I had to be
prepared to be in touch with this fear, if I was going to be able
to help him; and he had to find out whether the person he was
with could tolerate this. He had tried with other people who
may have missed this communication, or had not wished to
work with it, but he had not (quite) given up hope that his fear
of his own violence might somewhere begin to be contained by
another person and found to be manageable.

Psychotic episodes: an extended clinical sequence

Example 6.6

A patient aged twenty-five (Miss W.) was in once-a-week
therapy with me. She had been referred to me because her
previous therapist was leaving the country, and therefore
would be unable to continue seeing her.
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That previous therapy had been conducted under super-
vision. During it Miss W. had experienced a brief psychotic
breakdown. On that occasion, she had been hospitalized
for six weeks in a mental hospital where her therapist had
been allowed to continue to see her. (I shall refer to this as
Hospital A.) Although the hospital consultant had wanted to
put her on Stelazine he was persuaded by the supervising
consultant psychotherapist to maintain Miss W. on Valium
alone.

For the following year of that previous therapy, the
supervising consultant had recommended that Miss W.
might be better contained if her therapy were less intense.
This proved to be the case. Therefore, when she was
referred to me, I too saw her only once a week.

I had been seeing Miss W. for the whole of the summer
term before taking my first holiday break during her
therapy with me, I was away for four weeks. When I
returned I discovered that she had been admitted to
Hospital B., having gone into psychosis during the last week
of my absence. Her psychiatrist in this hospital had started
her on Stelazine and would not reconsider this, even though
I requested that he might consult with Hospital A. where it
had been shown that Miss W. could be contained on
Valium alone.

On this occasion Miss W. was in hospital for four months.
Even though I visited her there regularly, I was consistently
unable to get through to her at any feeling level. She
seemed wooden and lifeless. She said that it seemed as if
she were 'trying to speak to people through cotton wool'.

Towards the end of these four months, I began to feel that I
could renew meaningful contact with this patient. She was
beginning to have feelings again. When she was about to
be discharged, the consultant psychiatrist advised me that
this improvement was due to the Stelazine. He reminded
me that I am not a doctor, so I would not be able to
appreciate Miss W.'s need for this in the way that he could.
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When Miss W. saw me back in my consulting room she con-
fided in me that, for six weeks before leaving Hospital B,,
she had been throwing away her pills instead of taking
them. She had felt so removed from other people, while she
was still on Stelazme, it seemed to be the only thing she
could do. She told me she had not been able to make any
use of my visits to her, while she continued to be 'fuzzed up'
with pills.

After I had continued seeing Miss W. once a week for two
years, her mother died. At the time, she coped with this
largely by not letting herself feel anything about it, and she
continued to manage her everyday life without being
noticeably disturbed.

Then, several weeks prior to my next summer holiday
break, I received through the post an envelope containing
a piece of paper on which was drawn a very small triangle
and a single initial beside it. The writing was noticeably
shaky, and reminded me of the 'Stelazine writing' with
which I was familiar from the time when Miss W. had last
been in hospital. The post mark was close to Hospital A, and
the initial was that of Miss W.'s first name.

Upon telephoning Hospital A., I learned that this patient
had been admitted there two days before, in a state of
psychosis. I was able to speak to her new consultant, who
said she too had started Miss W. on Stelazine, but she
readily agreed to have this changed to Valium, and for me
to visit.

When I saw Miss W. she clearly knew me, even though she
was still in a nightmare world of her own. She talked in
bursts of words, not all of which were intelligible or
coherent. But from this staccato communication I was able
to pick up the following:

Patient: Yoga...' (Pause.) 'Falling...everything falling.,.no
stopping.' (Pause.) 'Being held...Yoga teacher holding
me...' (Pause.) 'In pieces... They wrote to me,..the Yoga
class...' (Pause.) 'Six months since...hadn't been since...
I'm falling again..,I can't stop the falling.'
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Putting together what I could from this, I began to realize
that she was telling me of a visit to her Yoga class, the first
since her mother died. The returning theme of falling also
reminded me of Winnicott's definition of 'falling for ever' as
one of the 'unthinkable anxieties', and 'going to pieces' as
another (Wmmcott 1965b:58).

With the help of these cues I sensed what may have
happened. By going back to the Yoga class, Miss W. had
been suddenly hit by an affective realization of her mother's
death. This seemed to have thrown her back into a
regressed state, in which she became the child who had
nobody to hold her. The Yoga teacher had held her
physically. She was needing another kind of holding from
me. I therefore began to interpret what I believed she was
experiencing.

Therapist: When you were last at the Yoga class your
mother was still alive. You may have been able to delay
taking in the fact of her death, until you returned to this
class...1 (Pause.) 'On going back, I think you suddenly
realized how your world had changed since your last
time there: the person who once held you as a child is no
longer there for you now.' (Pause). Your familiar world,
in which there always used to be a mother for you, now
feels broken into pieces... This has left you feeling that
you are falling, with no-one to stop the falling, and no-one
to hold you together.'

Patient: (A quiet pause...) 'The falling has stopped now...
You are there to hold me together... You have stopped
the falling.'

During the space of half an hour, Miss W. went from
hallucinating psychosis to being able to remain in touch
with her reality. My hunch, that it could have been the
realization of her mother's death, proved to be correct. My
being able to interpret what she was feeling helped to
provide her with the necessary holding. Through this I was
able to get in touch with what she was experiencing, and for
her not to be left feeling so alone in this. Her unmanageable
experience began to become manageable, and she did not
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need to return to psychosis to avoid the unbearable pain of
becoming suddenly aware of being motherless.

Miss W. was kept in hospital for a further ten days, during
which time I saw her once more. She was allowed home to
her father, for a week's trial period. She then returned to
hospital for discharge, and went back to her full-time job. In
all, she had been away from her job for only three weeks.

Two days after going back to work Miss W. came to see me.
Her father had just died, having had a heart attack. I
immediately felt very concerned about her still being able
to cope, with so much happening all at once. I recalled the
earlier summer break, when she had collapsed into a
prolonged psychotic state. We only had two weeks before I
would be going away for another summer holiday. All her
known supports were being taken from her at once.

I arranged for Miss W. to see me on her way back to her
job, after she had been to her father's funeral. When she
came I was relieved to see how much more in touch with
her feelings she was, compared with the time after her
mother's death. She was appropriately upset, and she was
able to tolerate being in touch with her feelings. This was
quite new.

Because I had earlier been so anxious about how Miss W.
might manage during my summer break, I drew her
attention to how much better she was coping with this
second experience of a death. I told her I had been worried
about her having to be alone during the summer, with so
much having just happened to her. I told her I now felt she
was going to be all right while I was away, I later added that
it was almost as if the past few weeks, during which she had
come to realize the fact of her mother's death, had in some
way prepared her to deal with the death of her father too.

Miss W. came for her last session before my holiday. I soon
realized that she was on the edge of psychosis again. I
began to wonder what may have triggered this new
episode, but she immediately gave me the cue that I
needed. She had been feeling quite steady until she had
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come into my consulting room. She had even been all right
at work and in her flat; but she 'began to feel wobbly' on the
way to see me. I felt prompted to re-examine the inter-
action between myself and this patient.

Internal supervision: Using trial identification, I re-called the
patient's last session. I listened to myself trying to reassure her.
She may have seen me as not remaining in touch with her
precarious state (I wasn't as anxious about her as she was). At
the same time I was unconsciously communicating to her my
denied anxiety about her capacity to cope on her own (else why
would I be trying to reassure her?). This helped me to offer an
interpretation.

Therapist: I believe I was unhelpful to you in your last
session. I may have put some of my own anxiety into you
about whether you would cope during the summer
break. When I was trying to be reassuring about this, I
think it probably had the opposite effect on you as if I had
been trying to brush aside what you were feeling. I know
I can only really help you when I am letting myself
remain in touch with what you are feeling, rather than
suggesting you could be feeling some other way.'

Patient: 'I am glad you have realized that. I felt you were
rather going on about how I would cope; and I wasn't at
all sure I could. Then you seemed to be far away from
me. It made me feel all alone again. Now I don't feel so
alone.'

Miss W. returned from the edge of further psychosis. I went
on my holiday, and she returned to work and stayed there.
She did not find the break in her therapy at this particular
point at all easy; and yet she coped with it herself- drawing
upon new resources that she had discovered in herself.

Discussion: The state of the analytic holding for this patient, at
each critical moment in the sequence, was dependent upon the
extent to which I was able to be in touch with her. There were
different kinds of obstacle getting in the way. When she was on
Stelazine she was contained medically; but she could not be
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reached emotionally, let alone feel held by insight or by a
relationship. The medication had created a barrier to her
being in touch with her own feelings, or to my attempts at
getting through to her. When she was not on Stelazine, the
obstacle that began to get in the way was more to do with my
uncertainty about her strengths or my ability to contain her.

While I was behaving in a way that unconsciously communi-
cated my own doubts to the patient, and my distance from
what she was feeling, then she naturally felt alone with her
anxiety. She only began to cope with this again when I
indicated that I had picked up her unconscious prompt to me,
communicated so clearly during this last session. Only then
could the therapeutic holding be resumed, and not before.

Review of examples

In this chapter I have been giving variations upon a theme. We
are taught that 'reassurance never reassures'. It is an easy
principle to remember, but not always so easy to apply. I have
therefore given examples to illustrate some of the dynamics
which are operating when we give in to this impulse to use
reassurance.

At such moments it is also difficult to put into practice
another maxim of technique, that 'the best containment is a
good interpretation'. That means being able to make sense of
what a patient is saying and feeling, and able to convey this to
the patient. It also implies good timing. If an interpretation is
accurate in content but poorly timed, it is a bad interpretation;
it can even be experienced by the patient as persecutory.

Analytic holding therefore is always based upon a capacity
to tolerate being genuinely in touch with what the other
person is feeling, even to the extent of feeling those feelings
oneself. There must also be some way of making interpretive
use of the feelings induced in the therapist by a patient.

However, any interpretation based upon impact should
include an awareness of why the patient has needed the
therapist to experience what he has been feeling. If it is not yet
possible to see this as purposeful communication, there is a
serious risk that the therapist will respond unhelpfully by
avoidance or by behaving in a way that is experienced by the
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patient as a retaliation. The patient is usually expecting one of
these responses, based on past failures in relationship.

Patients have taught me that when I allow myself to feel
(even to be invaded by) the patient's own unbearable feelings,
and if I can experience this (paradoxically) as both unbearable
and yet bearable, so that I am still able to find some way of
going on, I can begin to 'defuse' the dread in a patient's most
difficult feelings.

In summary, therapists have to be able to interpret as well as
contain. Passive containment is not enough, as it feeds a
phantasy of the therapist being made unable to continue
functioning as therapist. Interpretation alone is not enough,
particularly if it can be experienced as the therapist maintain-
ing a protective distance from what the patient is needing to
communicate. Psychotherapeutic technique has to be able to
bring together these two functions, in such a way that the
patient can experience a real feeling-contact with the therapist
and yet find that the therapist is able to continue functioning.

A therapist's capacity to provide a patient with this analytic
holding is discovered through the real (and recognized)
survival of that which the patient experiences as the worst in
himself or herself (Winnicott 1971:Chapter 6).

Note
1. I am not confining myself to Bion's view of containment, but it may be
useful to have a description of that. In his book Splitting and Protective
Identification, Grotstein says of this:

'Bion's conception is of an elaborated primary process activity
which acts like a prism to refract the intense hue of the infant's
screams into the components of the color spectrum, so to speak, so
as to sort them out and relegate them to a hierarchy of importance
and of mental action. Thus, containment for Bion is a very active
process which involves feeling, thinking, organizing, and acting.
Silence would be the least part of it.'

(Grotstein 1981:134)

Analytic holding under pressure

I now wish to give a clinical example where containment
became an issue of such central importance that the outcome
of the analysis depended upon it. As always, it is when an
analyst or therapist is under stress that analytic holding comes
to be most tested.

When pressure from a patient is extreme there are two
pitfalls in particular that need to be avoided. One is for the
therapist to look for security in a rigid adherence to the usual
rules of technique; but patients do not feel secure with a
therapist being defensive in this kind of way. The other is for
the therapist to feel justified in stepping outside the analytic
framework, in order to accommodate to the special circum-
stances; and yet patients usually sense a therapist's alarm when
extra-ordinary ways of working are resorted to.

Occasionally, however, we may have to introduce an excep-
tion. When we do, we should anticipate the implications of this
for the patient and follow closely the subsequent repercus-
sions (see Eissler 1953).

In order to illustrate this dilemma, I shall present a further
sequence from the analysis of Mrs B., several months after that
described in Chapter Five.

Background to the clinical sequence

After Mrs B. had re-experienced the accident (when she had
been burned by boiling water), I imagined there could be no


