
S6 On learning from the patient

monitoring can disturb the free-floating attention (see Chap-
ter Five). But, there are many times too when the analytic work
can be rescued from foundering by learning to sense how a
patient could be experiencing the therapist, in the kind of
ways that I have been describing.

Notes

1. In the paper referred to (originally presented to social workers) I
suggest that, when there are two people working together with a family
or marital couple, it is important to establish a 'supervisory viewpoint' to
which each worker can refer in thinking about what is happening in the
interview or session. From this viewpoint, the social workers concerned
can examine the interaction between them for ways in which this may be
reflecting unconscious aspects of the family or marital interaction. The
clinical value of this later prompted me to consider using a similar
reference point, within the single worker or therapist, which I now call
the 'internal supervisor'. (I outline this paper here as it is likely, by now, to
be out of print.)

2. It may help the reader to know that all the extended clinical
presentations in this book (Chapters Three, Five, Seven and Nine) were
written before my thinking in this present chapter had been formulated.
In fact it was that work, with those earlier patients, which prompted me
to examine more closely the processes upon which I have in particular
focused in this chapter.

3. I outline what I mean by an interactional viewpoint in the next
chapter.

Internal supervision: a lapse and
recovery

In this chapter I wish to show how patients respond to a
therapist's errors. The example I shall give is of a time when I
failed to remain in a professional role. We will see how the
patient gives unconscious prompts towards a recovery of the
therapy when this is in danger of collapse.

I shall also use this clinical sequence to demonstrate the
different clinical perspectives that are opened up when one
examines the therapeutic relationship from a viewpoint that
takes into account the unconscious interaction between patient
and therapist, in which each is responding to cues from the
other.

An interactional viewpoint outlined

Since the papers on countertransference by Heimann (1950)
and Little (1951), it has been increasingly recognized that the
analytic relationship is one in which there are two people
interacting. Each is seeking to get to know the other. Con-
sciously or unconsciously each is affecting the other. This
dimension to the analytic relationship is implicit (and some-
times explicit) throughout the writings of such authors as
Balint, Winnicott, Bion, Sandier and Searles, to name just a
few. Langs, on the other hand, has made an extensive study of
these phenomena.1

It is no longer adequate to think of the analyst as the one
who observes and interprets, and the patient as the only
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person in this relationship who presents evidence of uncon-
scious communications and pathology. Patients do not see the
analyst as a blank screen. They scrutinize the analyst, who aims
to remain inscrutable, and they find many clues to the nature
of this person they are dealing with. They sense the state of
mind of the analyst and respond accordingly.

Analysts and therapists often give away more about them-
selves than they realize. They might not speak openly about
themselves, and they can be careful about personal questions,
but they do not remain a closed book to the patient. Like a
child who watches the mother's face for signs of pleasure or
indications of mood, patients listen for similar signs from the
therapist and there are many available.

Patients monitor changes in the manner of the therapist's
presence, for instance his state of relaxation or his fidgeting in
sessions. They also note the unconscious implications indi-
cated by the nature of his comments. These interventions are
not always interpretive - making conscious what is emerging
from the patient's unconscious. They may be directive,
suggesting what the patient should do or feel; or intrusive, as
with questions; or they may be deflective, inviting a change of
focus, which can suggest that the therapist is avoiding some-
thing difficult in the session.

Patients notice the selection and timing of the therapist's
interventions. They ask themselves why this is commented on
and not that, and why the therapist intervenes when he does,
rather than sooner or later (or not at all). Patients also pick up
the therapist's anxiety when he is over-active or interruptive in
a session. Likewise they wonder about prolonged silences,
particularly when a flood of the patient's strong feelings has
been expressed. Has the therapist been overwhelmed by the
patient?

At least unconsciously, and sometimes consciously, patients
will be interpreting the therapist to themselves. They even
offer unconscious interpretations to the therapist (Little
1951:381). When the therapist is seen as defensive he is also
seen as feeling threatened. This raises anxiety about his
capacity to contain the patient. One response is for the patient
to behave protectively towards the therapist, by displacing
more difficult feelings onto others, or introjectively against
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themselves. A patient's more hopeful response challenges the
therapist's defensiveness, drawing his attention to whatever
appears to be amiss. Patients always note the degree to which a
therapist is ready to stay in touch with what is being communi-
cated. So, it is important that therapists recognize elements of
objective reality in the consulting room to which a patient
could be responding. It is here in particular that trial
identification offers valuable insight to the therapist.

Whenever I say something in therapy, or continue to say
nothing, I am having an effect upon the patient. I therefore
need to listen for the patient's responses to my input, some of
which initially may be beyond my immediate consciousness.
Listening to myself in the place of the patient can help to bring
the dynamics of this interaction more into the field of my
awareness.

Frequently, patients show a double response to a therapist's
contribution to a session. At one level they respond to the
external reality; at another they elaborate on it in terms of past
experience and their inner reality. So, even when a patient's
responses can be considered as transference, these are often
initiated by external triggers in the session from the therapist
(see Chapter Five).

It follows that I often cannot understand what a patient is
trying to communicate to me until I can identify the nature of
my own contributions in a session to which a patient may be
responding. When I can identify the trigger(s) to a patient's
responses I am able to understand the patient differently and
(I believe) more pertinently. Therefore, like a blind man, I try
to listen for the different kinds of echo that are reflected back
to me from each step that I take in a session. This is how I think
of an interactional viewpoint to listening. It helps me to be in
touch with my own effects upon a patient as distinct from what
arises more autonomously from within the patient. I also try to
monitor the patient's effects upon me.

The use of an interactional viewpoint is implicit throughout
this book. I outline it here because I give specific examples in
this chapter, and in Chapter Five, of my own early attempts at
using this way of listening to patients. I shall look more
extensively at the nature of patients' unconscious cues and
prompts in Chapter Eight.
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Introduction to the clinical presentation

The clinical work I use to illustrate the theme of this chapter
was undertaken at a time when I had not yet worked out my
thoughts as in Chapter Two; so I had not established internal
supervision as a regular process in my listening. Previously, I
had used this mainly when I knew that I was under stress, or
when the patient was in crisis; I still had to learn that there is an
additional need for self-monitoring at times when the therapy
seems to be going well. What follows, therefore, are two
occasions of countertransference folly.

Whenever a therapist acts upon his countertransference,
there is a need for self-analysis to understand what has been
happening and why. There is also a need to attend to the
disruptive effects of this upon the therapy, here an inter-
actional view to listening turns out to be particularly helpful,
the more so as I was not being supervised on this case at the time
reported. We will see how the patient indicates the various
levels at which she was responding to my stepping out of role.
She also demonstrates how perceptively she had been follow-
ing my part in her sessions.

Had I remained unaware of acting out my countertransfer-
ence, my intrusive behaviour could have brought this therapy
to an abrupt and destructive close. Fortunately, I was able to
recover from this lapse through recognizing the patient's
unconscious prompts. I could easily have missed the signi-
ficance of these cues, if I had not already become aware of the
ways in which patients can reflect their valid perceptions of the
therapist's unconscious (Langs 1978).

Background to session2

Mrs A. was in her sixties when she entered once-a-week
therapy. She was referred for severe anxiety attacks with a
history of manic-depressive mood swings. Initially, therapy
had failed to contain the patient, and she was hospitalized.
Lithium Carbonate therapy was begun by the psychiatrist,
who took over the treatment. Later, at the request of Mrs A., I
was asked to resume her psychotherapy while she was still in
hospital. This began to be more meaningful to her and she was
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discharged from the hospital. Not long afterwards, her wish
for the medication to be discontinued was also agreed to.

Mrs A. began to make significant progress in many areas of
her life. The anxiety attacks ceased over a period of two years,
and there was no re-occurrence of the earlier uncontrollable
mood swings. The patient was pleased with her progress and
so was I. This situation, however, led to a more relaxed
relationship, with me 'soft-pedalling' during a period that
seemed to be a prelude to ending therapy. At the time, I
rationalized this shift towards a more realistic and mutual
relationship in terms of my residual belief that it might enable
the transference relationship to be worked through and
relinquished more easily. I no longer believe that. It was a
left-over from my earlier work, as social worker and as
inexperienced therapist.

What I did not know at this time was that the patient was
approaching a crisis in her marriage. Stresses had been
developing at home because her husband had relied upon his
wife's readiness to avoid conflict by her dutiful compliance to
his wishes and demands. During therapy Mrs A. had dis-
covered that she could stand up for herself with her husband,
even if doing so led to conflict, but this growth in her was
creating pressures for change in the marriage. There had
been hints of this problem in the past, but a more direct
presentation of these marital difficulties was postponed until I
had attended to the period of professional laxity here de-
scribed.

Recent breaks in the therapeutic frame3

About two months prior to the session to be quoted, Mrs A.
had been praising her dentist (Dr X.). Even though it meant
travelling a long distance to see him, she had been treated by
this same man for years, as he had always been careful and
thorough in his work. Recently she had been able to combine
her weekly visits for therapy with going to this dentist, whose
surgery was just down the road from my consulting rooms.

Here I fell into a countertransference gratification as a
result of my own need for a good dentist. I felt tantalized by
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the patient's unsolicited testimonial of her dentist, and asked
her if she would mind giving me his name as I was looking for a
reliable dentist for myself. Mrs A. readily gave this and said
she was glad to be of help. She hoped that I would find Dr X. as
good as she always had.

Comment: We will see later a typical split between the patient's
conscious pleasure at being able to be of help and her
unconscious resentment at the implications of this request for
her attention to my needs. We will also see how one exception
often leads to another.

Two sessions before the one to be presented, I asked the
patient for another favour. Mrs A. had been speaking of her
occasional difficulty in getting to sleep, and of how useful she
had found a relaxation tape to be. This tape was so effective
for her that she had never yet heard it to the end it as she was
always asleep by then.

I said I would be interested in hearing this tape. Mrs A.
replied by saying that she could tell me where I could get it.
She then correctly assessed that I was hinting at borrowing her
tape. She said that perhaps I would prefer to hear it before
making the commitment of buying a copy for myself. She
offered to bring it with her the next week to lend to me. Her
husband could make her a copy in case she needed to use it
while I had the original.

Comment: My listening has veered completely away from the
patient. As with the earlier reference to her good dentist, I am
responding like an envious child. Each time Mrs A. indicates
that she has something good, I have wanted some of it for
myself and I have asked the patient to provide it for me. The
patient is unlikely to miss the unconscious implications here
concerning difficulties I might be having in managing some-
thing in myself. She may be wondering whether I am telling
her that I too am having sleeping problems, as I seem to be
asking her obliquely to help me with this. My countertransfer-
ence gratification is clearly evident.

I thanked Mrs A. and accepted her offer. She brought the tape
to her next session; and her last words in that session were: 'I
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don't know why, but to-day doesn't seem to have been as
helpful as I had hoped.'

Comment: I have not yet responded to the patient's uncon-
scious efforts to alert me to this role-reversal; and my
accepting the loan of the tape, even after having had a week to
reflect on the implications of this action, could confirm the
patient's fear that I have not yet recognized my need to attend
to something wrong in the therapy. It also demonstrates a
continuing lack of alertness in my self-supervision. Her
closing words express a sense of disappointment about the
session. This time, however, I notice her unconscious prompt
and I am able to make use of it in the following session.

The session

Mrs A. came in and sat down. I handed back the tape and
thanked her for letting me listen to it. I made no further
reference to this, not wanting to lead into a discussion about
it, and neither did she. She put the tape on the table
between us and left it there throughout the session.

Internal supervision: By leaving the tape on the table the
patient could be indicating that this remains an issue to be
attended to.

Mrs A. proceeded to show me a new Bible, which her
husband had just given to her for a wedding anniversary
present. Her husband knew that it was just what she
wanted. I looked at it briefly and handed it back to her,
saying that it was certainly a very beautiful Bible.

Internal supervision: I am still caught into the quasi-social
relationship, which I had initiated earlier. The patient demon-
strates a split response. She uses the same kind of break in the
frame, handing something else to me for my approval. We
may also speculate that Mrs A. has become concerned about
my seductiveness, in my neglect of the usual professional
boundaries, and this could be why she is symbolically bringing



64 On learning from the pa tien t

her husband in here. She may be reminding me that she is a
married woman.

Mrs A. said she had had a terrible week and could not think
why. Nevertheless, she had been able to sleep every night
except the last. She had been using her copy of the
relaxation tape, made for her by her husband, but the
previous night she had not used it because she was afraid
she might not wake up in time and could miss her session.

Internal supervision: The patient may be rebuking me for
having caused her to sleep badly. There could also be some
wish to miss the session expressed in her anxiety about
over-sleeping.

Mrs A. said she could not remember what had happened
during the last session. She went on to say that she had had
a fall during the week. She had thought for a moment that
there might have been something wrong with her, that she
could have had a blackout; but she came to realize that this
was not what had happened. She had tripped over a badly
laid paving-stone: It was very uneven and dangerous. It
really isn't safe leaving pavements in that condition. So
many people fall over them, and some get seriously hurt,
but the authorities always find ways to shelve the blame.
They still don't do anything to put it right.'

Internal supervision: The patient may be commenting on my
recent behaviour. Has she introjected my own tripping up?
And has this come to be enacted in her falling, she wondering
at first whether it might have been her fault? She later realized
that it was not something wrong with herself, but was due to
the unevenness of what she had been walking on. This feels
like an unconscious reference to the unevenness of my work
with her, and my failure to maintain a sufficiently secure basis
for the therapy. The patient points out that this unevenness
could be dangerous. The themes continue around blame
being shelved and nothing being done about it. If this does
refer unconsciously to the unevenness of my recent work, the
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patient may be expressing her fear that nothing will be done
about putting things right.

Mrs A. continued by saying that over the weekend she had
suddenly developed a terrible abscess under the root of a
front tooth, that resulted in the worst pain she had ever
experienced. She had 'phoned Dr X. (the dentist), and he
had told her to come right over. She went to see him that
Monday. He had examined her carefully and said that she
certainly had an abscess; but there was nothing wrong with
her tooth, so she must be run down or something. She could
not think why this should be so. True, she said, she had
gone away to St. Mary's Rest Home recently, hoping to
come away feeling much better, but she had left there
feeling just the same.

(Note: As I recognized that it was an important session in this
therapy, I made notes on the clinical sequence immediately
afterwards. At this point they continue verbatim - as far as I
could recall what was actually said. I quote direct from those
notes.)

Patient: Til say this for Dr X., he did something they don't
often seem to do nowadays. When there's poison there
underneath I think it is better to lance it, or in some other
way to help the poison to come out, and that is exactly what
he did. He removed a filling, which allowed the abscess to
drain out, and it feels much better now. He gave me
penicillin too, which probably helps, but it always makes
me feel terribly exhausted. Doctors often just give you a
pill, or whatever, and expect that to deal with the problem
without doing anything more about it.'

Internal supervision: The patient now speaks of work done
thoroughly, where the root-cause of something wrong is
radically and carefully dealt with. She compares this with
other more casual ways of dealing with patients. Mrs A.
reports having fallen, and then developing this abscess, but
she continues to look for proper treatment. It is also worth
noting that an earlier break in the frame, concerning the
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dentist, had been left unattended to and may be alluded to
here.

Comment; If this contrast is thought of as referring to the
therapy, it is not surprising that therapists are not always
willing to recognize their work reflected by patients in ways
like this.

Therapist: 'I believe you are pointing out to me some of
what has been wrong with your recent sessions. Last week
you had come expecting that something troubling you
would be properly attended to. You left feeling that the
session had not been helpful.1

Patient: 'I didn't think I was criticizing you in what I was
saying, but I suppose it is possible that I was. I don't claim to
be much good at understanding these things.'

Internal supervision: The patient is prepared to consider that
she could be expressing criticism of me. She speaks of herself
as not claiming to be much good at understanding these
things. This may be a further introjective reference to me as a
therapist who does claim to understand these things, but lately
has been failing to do so.

Patient: 'I've got some good news to tell you. Although John
[her husband] and Anne [her daughter] are both being
rattier difficult still, James [her son] has been a great help.
An old lady's electric kettle had not been working. She had
taken it to the Electricity Board repair-desk, where she was
told it needed a new heating element and this would cost £4
if someone else could fit it for her, or £10 if she left it at the
desk.'

(Note: II so happened that the patient's fee was also £10 per
session.)

The patient continued:

'The old lady could not afford to pay that, so she had offered
it to Anne for her annual charity bring-and-buy sale. James
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offered to look at the kettle, and shortly afterwards came
back with it mended. He'd seen that the flex was all rotten,
and needed renewing, and the plug was also cracked in
two places. He'd replaced the flex and the plug, and the
kettle was working perfectly. James now plans to see what
other electrical things this old lady has that might have
dangerous flexes or plugs, and he will be checking
everything over for her. It could have been lethal. Fancy
someone at the Electricity Board not seeing that this was
wrong, and handing it back in that condition! They of all
people should have known better. I suppose nowadays
there are lots of people who don't do a proper job. They just
sit back and take the money, and don't bother about the
consequences.'

Internal supervision: The themes remain the same -jobs not
done properly; faults are left that could be lethal - and there
are references to more than a single fault being revealed upon
proper inspection; and we hear of people (who should know
better) failing to recognize what is wrong. It happens that there
is more than one break in the usual boundaries to therapy,
which were still needing to be dealt with. I also note this
reference to money being taken for poor work. As this session
is the last of the month, and the patient would be expecting to
receive the monthly account, it is difficult not to feel that she is
making some reference to me here — seeing me as recently
having been sitting back in the therapy.

Therapist: 'You are giving me more examples of jobs not
being done properly, because people do not bother to see
what is wrong, compared with James taking the trouble to
look into what was wrong and putting right those faults that
could have been seriously dangerous or even lethal. I think
you are still wondering whether I am bothering to do a
proper job here, or am I just sitting back and taking the
money without adequately dealing with what is wrong.'

Patient: 'Well, now that you come to point this out, I have
been wondering about the way in which you work. For
instance, it is like a machine; let's say a tape recorder (and
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she looks at the tape on the side-table), where something is
wrong so that only some of what is being said is recorded.
When you play it back, there are bits that are so faint you
cannot hear it properly. Now, take something like my visits
to St. Mary's. I know you know, at least I assume you know,
that that is something important to me and yet you don't ask
me about it. I might go on for a whole session to see if you
will, but you don't. So when you don't, I'm not sure if you
really care. On the other hand, I have assumed it must be
because you want to leave me room to say what else may
be on my mind. But you do sometimes ask. For instance, you
always asked about my leg after my accident, and would
offer me the footstool when I was having to keep my leg up
as much as possible.1

Internal supervision: The patient has been following my way of
working very closely, and has been trying to understand why I
work in this way. In particular, she is trying to understand why
I have been inconsistent. She indicates the tape as a part of
what is wrong. She goes on from there to give an example of a
listening machine that is not functioning properly. There is a
strong impression that these may be derivative references to
my lapses in attention, my recent failures to listen adequately.
The patient goes on to wonder whether I care. In her
example, she refers to a time when I had been functioning
more appropriately, leaving her space to say what was on her
mind; but she concludes with a further reference to my
inconsistency. The offering of the footstool is also a move away
from the formal therapeutic relationship, and is referred to
along with the other exceptions.

Therapist: 'I think that the key to this is that you have
experienced a confusing degree of unevenness in the way
I have been working with you. Part of you would like me to
offer a more social kind of relationship; and when I do you
may be consciously glad of that, as with the footstool. But
you actually need me to remain a therapist in this relation-
ship,' (Pause.)

'When I have been more clearly a therapist you have been
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able to make sense of what I do, so long as I have been
consistent. What has been confusing to you has been when
I have shifted between being therapist at one moment and
being more social with you at another, thereby entering
into superficial exchanges with you that result in my not
listening or attending adequately to the underlying prob-
lems, My borrowing of the tape is an example of this, and it
has become a further source of confusion to you.1

Patient: 'I must admit I was very surprised when you said
you would be interested in hearing that tape, but I thought it
was nice to see you being human and to be of use to you.
After all, you have been a great help to me in the past.'

Internal supervision: The patient feels free to acknowledge her
surprise at my behaviour, now that I indicate I am prepared to
look at this myself. She softens this, nevertheless, perhaps in
order not to hurt me as she may not now be sure how much
cricitism I can take.

Therapist: 'I was not helpful to you on this occasion, as you
pointed out to me at the end of the last session. You had,
after all, told me where I could obtain a copy of this tape
without involving you; but instead I took the short-cut of
borrowing it from you. That was a break in the usual
relationship here, and it has been threatening to be harmful
to your therapy unless this is recognized and properly dealt
with. Otherwise, as with the tooth abscess, it could fester.'

Patient: 'That was another occasion when you surprised
me: you said Dr X. must be a very good dentist for me to
travel all this way to see him, and you then asked me for his
name. It was so unlike you to ask, but again I felt it was good
to be able to be helpful to you.1

Internal supervision: The patient points to each time she has
felt that I have stepped out of role. She expresses a rational-
ized pleasure along with her surprise. The way in which she
explains her pleasure includes an unconscious recognition of
my having turned her into my helper, my unacknowledged
therapist.
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Therapist: 'So we have more than just one occasion when I
can be seen as reversing roles with you, where you found
yourself put into the position of having your own needs
overlooked while you were being asked to attend to
requests of mine. It may seem reassuring to find that I am
human, and that you can be of help to me, but as far as your
therapy is concerned this has led to a diversion from your
reasons for coming to see me. I believe this is why you have
been pointing out to me the contrast between people who
do their jobs thoroughly and those who do not. When you
pay me it is for me to do my job as therapist, and to do that
carefully and attentively; not to have me sitting back and
being social with you.'

I handed her the account, which she accepted with a
knowing smile showing that she understood what I had just
been saying to her. This was the end of the session.

The patient returned the following week feeling reassured
by the work done in the session just quoted. She began to talk
about the state of her marriage, and stresses in the family, that
had been alluded to briefly before but she had felt unsure
about discussing these in depth. Mrs A. confessed that she had
begun to wonder whether there was any point in continuing
with her therapy, but she was now relieved to find that it felt all
right to go on. She was beginning to feel positive about her
therapy again.

Discussion: Mrs A. demonstrates a degree of awareness of her
therapist's state of mind that can be most disconcerting. Some
people might wish to regard this as unusual, but it is probably
typical. A patient will monitor the therapist either quite
consciously (as some patients will point out) or unconsciously.
Mrs A. has an intuitive grasp of what constitutes a secure
framework for therapy. She notes every occasion when I
crossed the boundaries necessary for insight-promoting
psychotherapy. She unconsciously recognizes the counter-
transference implications of these trangressions, and in the
interests of her own therapy she contributes persistent uncon-
scious supervisory efforts (Langs 1978) towards having these
dealt with.

Internal supervision: a lapse and recovery 71

At the point in this clinical sequence when I was sliding into a
state of 'countertransference neurosis' (Racker 1968) the
patient shifted into the role of unconscious therapist to me
(Searles 1975). Only when I began to recognize the outstand-
ing breaks in the therapeutic boundaries did I start to listen
around these as a primary issue to be attended to. It is this
awareness that prompts me to focus my listening on the
derivative rather than the manifest levels of the patient's
communications, and that leads me eventually towards the
necessary work of putting things right. As I begin to recover
my role as therapist, the patient feels safe enough to point out
other departures from the more usual therapeutic frame-
work. When these are attended to, she is able to resume
meaningful therapy.

Notes

1. I am indebted to Langs for prompting me to look more closely into
this dimension of the therapeutic relationship. He speaks of 'the
interactional-adaptational viewpoint', and sets out a detailed and sys-
tematic schema for listening (Langs 1978). I do not wish to describe that
here. I wish only to outline an attitude to listening that includes an
awareness of the patient's perception of the therapist's reality, and some
responses to that reality.

2. The clinical account presented in this chapter is an extract from my
paper The Reflective Potential of the Patient as Mirror to the Therapist'.
In James O. Raney (ed.) (1984) Listening and Interpreting: the Challenge of
the Work of Robert Langs, New York: Jason Aronson.

3. Marion Milner compares the function of the analytic frame to the part
that is played by the frame of a picture in art:

'The frame marks off the different kind of reality that is within it
from that which is outside it; but a temporal spatial frame also
marks off the special kind of reality of a psycho-analytic session.
And in psycho-analysis it is the existence of this frame that makes
possible the full development of that creative illusion that analysts
call transference.'

(Milner 1952:183)


