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‘There is a great deal of unmapped country within us
which would have to be taken into account in an
explanation of our gusts and storms.’

(George Eliot, Daniel Deronda, p. 2o6.)

‘It may be reserved for psycho-analysis to lead
psychiatry out of thc impasse of therapeutic nihilism.’

(Karl Abraham, Selected Papers on Psycho-Anabfsis,
p. 156.)
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INTRODUCTION

THIS book is a sequel to and a development from my earlier
historical study of trends in psychoanalytic theory, Personality
Structure and Human Interaction (Hogarth Press, IQ6I). That
book gave the theoretical background of a research on schizoid
conditions. This book was originally planned as a clinical
clarification of the implications for psychotherapeutic treat
ment of the shift of emphasis from depressive to schizoid
problems: but it has grown into a more complete development
of the basic theory. In it I have sought to rethink as a coherent
whole the developing material of papers written since 1960,
together with fresh clinical data. The total study, theoretical
and clinical, has convinced me that, given time, psycho
analysis is destined to bring about a far-reaching change of
viewpoint from which all human problems must be studied.
Hitherto, the moral standpoint has dominated thinking; the need
for the control of anti-social impulses and for the production of
properly socialized characters by training and discipline,
education and religion, authoritative guidance and direction
by ‘reason’ and the value of the spiritual life. This moral stand
point is relevant where a well-developed and integrated ‘seQ" exists, where
basic ego-strength renders the ‘person’ capable of accepting moral
responsibility, and social education.

When Freud, in the 188o’s, began to investigate psycho
neurosis in an ever more psychological way, and gradually
created psychoanalysis, he found himself dealing with problems
which involved at one and the same time both moral issues and
illness. Ever since, there has been vague confusion as to where
and how to draw the dividing line. The issue has often been put
bluntly if crudely in the question ‘Are neurotics really ill or only
sel{'ish?’ After starting with the study of hysteria, psychoanalysis
in its first great creative period analysed thoroughly the moral
and pseudo-moral (or pathologically moral) level of human
experience, the area of the control of impulses of sex and
aggression working antisocially, generating guilt, and leading
to obsessional neurosis and depression.

But Freud’s very success in this task opened the way to a
deeper and more primitive level of our psychic life, denoted by
the term ‘the schizoid problem’. This is as yet very far from
having been exhaustively studied, but it is clear that it involves
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a fundamentally different point of View from that of the moral
approach. Instead of assuming an individual strong enough to
be able to respond to the appeal of moral values and capable
of accepting training and education of character, the difficulties
of schizoid individuals present us with a quite different situa
tion. Here, the great problem is that the foundations of an
adequate ‘self’ were prevented from growing in infancy. We are
dealing with individuals who, however much they may have
been trained to adult social and moral obligations and values
at the ordinary conscious level of their personality of everyday
living, are unable to maintain themselves on that level because
the underlying, unconscious strata of their personalities are on
the pre-moral level of infantile fear, ego-weakness, and flight
from life.

I was fortunate in my undergraduate days to make my first
acquaintance with psychoanalysis in the classroom of Professor
Flugel, University College, London, and was able to realize
that here was a major pioneer break-through in the scientific
study of man. At the same time, however, I was being trained
in schools of philosophy and theology which put the major
emphasis on the nature and signihcance of the personality as a
‘whole’, regarding the human being primarily as a ‘person’
and only secondarily as an ‘organism’. The days of Victorian
‘scientific materialism’ had been left behind in philosophy. But
F reud’s emphasis on instincts and mechanisms, and the
marked physiological colouring of his thought-forms, begot a
scientific theory which Fairbairn later termed ‘atomistic’. True
to the general orientation of science, the method of study
evolved was termed ‘psycho-anabfsis’. All this seemed to me to
miss the final key to human problems by not beginning with
the primayf fact about human beings, namely their experience of them
selves as that signyfoant ana' meaningful ‘whole’ which we eall a
‘person’.

Since those days, psychoanalysis has steadily been changing
in this respect, but even at that time Freud’s approach could not
be evaded. There was no other kind of approach capable of dis
covering in depth and detail what really goes on in the human
mind, as psychoanalysis does. For a long time the two above
mentioned points of view interacted in all my thinking. I did not
feel that Adler with his ego emphasis on ‘the will to power’,
or even Jung with his theory of ‘individuation’, provided
the adequate reconciliation of the two different approaches to
man. I felt that Freud had opened the right path, and only by
pursuing this path further would the answer be found. Now it is
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apparent that a radical reorientation of theory has been silently
and logically developing in such a way that the approach to
man as a ‘whole person’, i.e. ego-psychology, has grown out
of the original psychobiological approach of Freud, and that
Freud himself provided the Hrst impetus. The consequences of
this development for psychotherapy, and also for philosophy
and ethics, press for elucidation. This present book is an
attempt to organize my own thoughts on this matter beyond
the point reached in the last chapter of my previous book.

One matter of general concern is that we now have a definite
means of differentiating between mental illness and moral
failure pure and simple. Mental illness springs specihcally from
the ravages of early fear and basic weakness of the ego, with
consequent inability to cope with life in any other than a
dangerous state of anxiety. Ideally, immoral behaviour occurs
in a reasonably stable individual whose early education has
given him bad values and standards of behaviour, or whose
later experiences in life have caused in him a deterioration
of the sense of responsibility to others and a drift into merely
self-regarding habits of mind. He is not necessarily a person
undermined by deep-seated fears. Yet we have to recognize
that, all too often, immaturity of development and deep-seated
fears are hidden and defended against by the adoption of
immoral, and even criminal ways of living. So the overlap
of these two separate orders of fact is not eliminated; although,
with the uncovering of the schizoid problem, we can see better
what is involved. The diH`erence between illness and immorality
is made plain by Winnicott’s view that it is useless to inculcate
‘tenets to believe in’, if the child has not grown ‘the capacity to
believe in’, through trust in human love.

It remains for me to acknowledge the tremendous debt I owe
to W. R. D. F airbairn and D. W. Winnicott. Their work,
interacting together and with the material presented by my
patients, has been the main stimulus to my thinking, and this
book is the result. If it does something to direct attention to the
basic problem of psychotherapy, it will have achieved its aim.
Hitherto, though psychoanalysis has produced more therapeutic
results than its critics are disposed to allow, analysts have never
been satisfied with these. They have never taught that psycho
analysis produced quick and easy results. Meanwhile, however,
psychodynamic research has been working its way forward,
inch by inch, to the heart of the problem, the failure of strong
ego-formation in earliest infancy, the persistence of a fear
ridden and withdrawn (or regressed) infantile self in the depths
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of the unconscious, and even the fact of unrealized poten
tialities of personality that have never been evoked. The rebirth
ana' regrowth of the lost living heart of the personality is the ultimate
problem psychotherapy now seeks to solve.

The plan of this book is first, in Part I, to present a descrip
tive clinical picture of the schizoid personality and his problems,
with a minimum of theoretical discussion. Part II may be
considered as the continuation and completion of my 1961 book.
It develops the theoretical implications of the schizoid problem.
Part III seeks to understand the nature and causes of persis
tence of primary failure of ego-development, and leads on to
Part IV, where I have aimed to study the bearing of all this on
psychotherapy. That it is necessary to bring out very clearly
the fact that psychodynamic theory has moved on beyond the
original classic theory of superego control, guilt, and depression,
is evidenced by the fact that recent books seem to be quite
unaware of this fact. I have recently received notices of two
books published in America. Psyohoanabftio Theopz ry” Motivation
by Walter Toman (Associate Professor, Brandeis University)
gives as the principal contents of his ‘Conceptual Introduction’
the following: ‘Psychological forces; Control of Desires, Deriva
tive Desires . . . Deprivation of Desires; Defence Mechanisms;
Aggression; The Super-Ego.’ Here is the old ‘moral psychology’,
all of it important but with no hint at all that the basic anxiety
producing conflicts in human beings are not over the ‘gratifica
tion of desires’ but over the frightening struggle to maintain
themselves in existence at all as genuine individual persons.
The Crisis in Psychiatry and Religion, by C. Hobart Mowrer
(Research Professor of Psychology, University of Illinois) is
described by the publishers as follows:
The author has made a searching study of the reasons for the failure
of both religion and professional psychiatry in their attempts to deal
with the problems of mental and emotional disturbances. He insists
that guilt, which is the core of psychological distress, is real and must
be accepted as such in order for any therapy to produce beneficial
results.

Of course guilt is a real experience and must be accepted, and
there is no therapeutic result unless feelings of guilt are cleared
up, but I hope that this book will disprove conclusively the idea
that guilt is ‘the core of psychological distress’. Pathological
guilt is, as we shall see, a struggle to maintain object-relations, a
defence against ego-disintegration, and is a state of mind that
is preferred to being undermined by irresistible fears. The core
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of psychological distress is simply elementary fear, however
much it gets transformed into guilt: fear carrying with it the
feeling of weakness and inability to cope with life; fear posses
sing the psyche to such an extent that ‘ego-experience’ cannot
get started. As H. V. Dicks wrote, as far back as 1939,

. . . every patient with mental illness was more afraid than he could
tolerate when he was a baby, and the faults in his psychic structure
represent the gallant attempts to allay this intolerable feeling by the
inadequate means at his disposal. (Clinical Studies in P.§yc/zopathology,
P- 234-l

I am happy to acknowledge here that it was Dicks who,
coming to Leeds as the first Nuflield Professor of Psychiatry in
1946, introduced me to the work of F airbairn, drew me deep
into psychotherapy, gave me research facilities, and, by his
own broad outlook on psychiatric problems, influenced the
direction of my earlier thinking more than at the time I could
realize. His stress on man’s humanity as a ‘person’ reinforced
my previous philosophical training in the ‘human relations
philosophy’ of Professor john Macmurray, and prepared me
for understanding the theoretical and clinical work of F air
bairn and Winnicott. The theoretical results of this are sum
marized on pp. 418-434 of Personality Structure ana' Human
Interaction.

The present book, as mentioned above, is based on a series
of papers in which I pursue the implications of those ideas for
psychotherapy, with the aid of clinical material I had been
gathering. The first of these papers was ‘Ego-Weakness and the
Hard Core of the Problem of Psychotherapy’ (1960), followed
by ‘The Schizoid Problem, Regression and the Struggle to
Preserve an Ego’ (1961), ‘The Manic-Depressive Problem in
the Light of the Schizoid Process’ (1962), ‘The Schizoid Com
promise and Psychotherapeutic Stalemate’ ( 1962), and ‘Psycho
dynamic Theory and the Problem of Psychotherapy’ (1963).
This represents the chronological rather than the logical
development of ideas. Since one’s thinking never stands still,
I feel now that it would be better to reorganize this and further
new material into an attempt at a logical presentation of the
theme of the schizoid problem and psychotherapy. The
material of the above papers will therefore be found in a
revised form, scattered throughout the present volume in,I
hope, the appropriate contexts. This makes for some amount of
repetition which would not arise if one were starting to write
a book de novo, and which I hope the reader will feel able to
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judge leniently. The final result will, I trust, prove more useful
than simply a volume of collected papers.

This result convinced me that it was necessary now to clarify
‘Object-Relations Theory’ and the ‘Concept of Psychodynamic
Science’ it implies, beyond the point of my 1961 volume, in the
light of Winnicott’s work of the last ten years; and also by
making a close comparative study of the very diH`erent types of
‘Ego-Theory’ developed respectively by Heinz Hartmann and
the ‘Object-Relations’ Theory. Though this is, in fact, a big
enough subject for a book in itself, it could not be ignored here,
and is responsible for Part 5.



Part I

CLINICAL DESCRIPTION CF
THE SCHIZCID PERSONALITY



I

THE SCHIZOID PERSONALITY AND THE
EXTERNAL WORLD1

MY interest in the schizoid problem was Hrst vitally aroused
about 194.8 by the coincidence of the acquisition of several
markedly schizoid patients in the Leeds Department of Psy
chiatry with the fact of my having been studying, in the first
post-war years, the stimulating papers of W. R. D. F airbairn. I
have commented more fully on that in Chapter IV. The first
result was to lead me to undertake a study of Fairbairn’s
theory of schizoid reactions in the light of my own clinical
material and to embark on a personal analysis with him. This
study is the natural starting-point for this whole enquiry.

THE SCHIZOID CONDITION

The Picture qf the Shut-in Individual

The psychotherapist must be greatly concerned with those
states of mind in which patients become inaccessible emotion
ally, when the patient seems to be bodily present but mentally
absent. One patient said, ‘I don’t seem to come here’, as if
she came in body but did not bring herself with her. She found
herself in the same state of mind when she asked the young
man next door to go for a walk with her. He did and she be
came tired, dull, unable to talk; she commented: ‘It was the
same as when I come here: I don’t seem to be present.’ Her
reactions to food were similar. She would long for a nice meal
and sit down to it and find her appetite gone, as if she had
nothing to do with eating. One patient dreamed:
My husband and I came to see you and he explained that I wasn’t
here because I’d gone to hospital.

Complaints of feeling cut off, shut off, out of touch, feeling
apart or strange, of things being out of focus or unreal, of not
feeling one with people, or of the point having gone out of

1 This chapter is a revised version of ‘A Study of Fairba.irn’s Theory of
Schizoid Reactions’, Brit. ]; med. Psychol., 25 (1952).
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life, interest flagging, things seeming futile and meaningless, all
describe in various ways this state of mind. Patients usually call
it ‘depression’, but it lacks the heavy, black, inner sense of
brooding, of anger and of guilt, which are not diflicult to dis
cover in classic depression. Depression is really a more extra
verted state of mind, which, while the patient is turning his
aggression inwards against himself is part of a struggle not to
break out into overt angry and aggressive behaviour. The states
described above are rather the ‘schizoid states’. They are
definitely introverted. Depression is object-relational. The
schizoid person has renounced objects, even though he still
needs them.

External relationships seem to have been emptied by a
massive withdrawal of the real libidinal self. Effective mental
activity has disappeared into a hidden inner world; the patient’s
conscious ego is emptied of vital feeling and action, and seems
to have become unreal. You may catch glimpses of intense
activity going on in the inner world through dreams and
fantasies, but the patient’s conscious ego merely reports these
as if it were a neutral observer not personally involved in the
inner drama of which it is a detached spectator. The attitude
to the outer world is the same: non-involvement and observation at a
distance without anyjizeling, like that of a press reporter describing
a social gathering of which he is not a part, in which he has no
personal interest, and by which he is bored. Such activity as is
carried on may appear to be mechanical. When a schizoid
state supervenes, the conscious ego appears to be in a state of
suspended animation in between two worlds, internal and
external, and having no real relationships with either of them.
It has decreed an emotional and impulsive standstill, on the
basis of keeping out of effective range and being unmoved.

These schizoid states may alternate with depression, and at
times can be confusingly mixed with it so that both schizoid
and depressive signs appear. They are of all degrees of intensity
ranging from transient moods that come and go during a
session, to states that persist over a long period, when they
show very distinctly the specific schizoid traits.

An example of a patient describing herself as depressed when
she was really schizoid may be useful at this point. She opened
the session by saying: ‘I’m very depressed. I’ve been just
sitting and couldn’t get out of the chair. There seemed no
purpose anywhere, the future blank. I’m very bored and want
a big change. I feel hopeless, resigned, no way out, stuck. I’m
wondering how I can manage somehow just to get around and
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put up with it.’ (Analyst: ‘Your solution is to damp everything
down, don’t feel anything, give up all real relationship to
people on an emotional level, and just “do things” in a
mechanical way, be a robot.’) Her reaction brought out clearly
the schizoid trait: ‘Yes, I felt I didn’t care, didn’t register
anything. Then I felt alarmed, felt this was dangerous. If I
hadn’t made myself do somethingI’d have just sat, not bothered,
not interested.” (Analyst: ‘That’s your reaction in analysis to
me: don’t be influenced, don’t be moved, don’t be lured into
reacting to me.’) Her reply was: ‘If I were moved at all, I’d
feel very annoyed with you. I hate and detest you for making me
feel like this. The more I’m inclined to be drawn towards you,
the more I feel a fool, undermined?

The mere fact of the analyst’s presence as another human
being with whom she needed to be emotionally real, i.e.
express what she was actually feeling, created an emotional
crisis in her with which she could only deal by abolishing the
relationship. So her major defence against her anxieties was to
keep herself emotionally out of reach, inaccessible, and keep
everyone at arm’s length. She once said: ‘I’d rather hate you
than love you’, but this goes even further. She will neither love
nor hate, she won’t feel anything at all, and outwardly in
sessions often appeared lazy, bored at coming, and with a
laissez faire attitude. This then is the problem we seek to under
stand. The schizoid condition consists in the first place in an attempt
to cancel external object-relations and live in a detached and withdrawn
way. What is really happening to these patients and why? It is
not just a problem in treatment. It pervades the whole of life.

Living in an Internal World

(a) .Need ofthe Object and cy' Internal Object Relations

Fairbairn’s object-relations theory arose out of his study of
schizoid problems, and throws much light on the schizoid’s
‘life inside himself ’. He laid it down that the goal of the indi
vidual’s libido is not pleasure, or merely subjective gratification,
but the object itself. He says: ‘Pleasure is the sign-post to the
object’ (1952a, p. 33). The fundamental fact about human
nature is our libidinal drive towards good object-relationships.
The key biological formula is the adaptation of the organism
to the environment. The key psychological formula is the
relationship of the person to the human environment. The
signifcance of human living. lies in object-relationships, and only in such
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terms can our [Ma be saia' to have a meaning, for without object-relations
the ego itseyf cannot develop.

Quite specially in this region lie the schizoid’s problems. He
is driven by anxiety to cut himself off from all object-relations.
Our needs, fears, frustrations, resentments and anxieties in our
inevitable quest for good objects are the substance of psycho
pathology, because they are the real problem in life itself. When
difliculties in achieving and maintaining good object-relations
are too pronounced, and human relations are attended with
too great anxiety and conflict, desperate efforts are often made
to deny and eliminate this basic need. People go into their
shell, bury themselves in work of an impersonal nature, abolish
relations with actual people so far as they can, devote themselves
to abstractions, ideals, theories, organizations, and so on. In the
nature of the case these manoeuvres cannot succeed and always
end disastrously, since they are an attempt to deny our very
nature itself. Clearly we cannot do that and remain healthy.

The more people cut themselves oif from human relations in
the outer world, the more they are driven back on emotionally
charged fantasied object-relations in their inner mental world,
till the psychotic lives only in his inner world. But it is still a
world of object-relations. We are constitutionally incapable of
living as isolated units. The real loss of all objects would be
equivalent to psychic death. Thus a young woman of nineteen
who was chronically agoraphobic and experienced serious
attacks of depersonalization if she went out even with her own
family, said, ‘I get frighteningly claustrophobic in a big store and
want to rush out.’ It appeared that what actually happened
was that she would feel overwhelmed and helpless in the midst
of the big crowd of shoppers and before the fear could develop
she would undergo an immediate and involuntary schizoid
withdrawal. She said, ‘I suddenly feel a lack of contact with
everybody and everything around and I feel I’m disappearing
in the midst of everything.’ Hence her agoraphobia. She felt
overwhelmed by the world outside home and would ‘lose
herself ’. Karen Horney (1945) says: ‘N euroses are generated by
disturbances in human relationships.’ But Horney thinks only
in terms of relations to external objects at the conscious level.
Bad external relations in infancy lead to the development of a
less obvious danger, an attempt to withdraw and carry on living
in an inner mental world, a repressed world of internalized
psychic objects, bad objects, and ‘bad-object situations’. What
is new in all this is the theory of internal objects as developed
in more elaborate form by Melanie Klein and Fairbairn, and
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the fact that Fairbairn makes object-relations, not instinctive
impulses, the primary and important thing. It is the object
that is the real goal of the libidinal drive. We seek persons, not
pleasures. Impulses are not psychic entities but reactions of
an ego to objects. It is impossible to understand the schizoid
problem without using Melanie Klein’s theory of the inner
world of internal objects and internal object-relations, and the
consequences of that theory as worked out by Fairbairn. As this
metapsychology is still not accepted or perhaps even under
stood by all analysts and psychotherapists, it may be useful here
to express it as simply as possible.

What is meant by a world of internal objects may be put in
this way: in some sense we retain all our experience in life and
‘carry things in our minds’. If we did not, we would lose all
continuity with our past, would only be able to live from
moment to moment like butterflies alighting and Hitting away,
and no relationships or experiences could have any permanent
values for us. Thus in some sense everything is mentally inter
nalized, retained and inwardly possessed; that is our only
defence against complete discontinuity in living, a distressing
example of which we see in the man who loses his memory, and
is consciously uprooted.

But things are mentally internalized and retained in two
different ways which we call respectively memopf and internal
objects. This has recently been emphasized by Bion’s work.
Good objects are, in the first place, mentally internalized and
retained only as memories. They are enjoyed at the time; the
experience is satisfying and leaves no problems, it promotes
good ego-development, and can later on be looked back to and
reflected on with pleasure. In the case of a continuing good
object relationship of major importance as with a parent or
marriage partner, we have a combination of memories of the
happy past and confidence in the continuing possession of the
good object in an externally real sense in the present and future.
There is no reason here for setting up internalized objects.
Outer experience suffices to meet our needs. On this point
Fairbairn differs from Melanie Klein. He regards ‘good objects’
as not needing to be internalized in the first place, in any other
form than ‘memory’, though this must involve the experience
of secure possession of relationship.

Objects are only internalized in a more radical way when the
relationship turns into a bad-object situation through, say, the
object changing or dying. When someone we need and love
ceases to love us, or behaves in such a way that we interpret it
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as cessation of love, or disappears, dies, i.e. deserts us, that
person becomes, in an emotional, libidinal sense, a bad object.
This happens to a child when his mother refuses the breast,
weans the baby, or is cross, impatient and punitive, or is absent
temporarily or for a longer period through illness, or per
manently through death; it also happens when the person we
need is emotionally detached, aloof, and unresponsive. All that
is experienced as frustration of the most important of all needs,
as rejection and desertion, or else as persecution and attack.
Then the lost object, now become a bad object, is mentally
internalized in a much more vital and fundamental sense than
memory. In the language of Bion, bad experiences cannot be
digested and absorbed; they are retained as foreign objects
which the psyche seeks to project. Bereaved people dream
vividly of the lost loved one, even years afterwards, as still
actually alive. A patient, beset by a life-long fear of dying, was
found in analysis to be persistently dreaming of dead men in
collins. In one dream, the coflined figure was behind a curtain
and his mind was on it all the time while he was busy in the
dream with cheerful social activities. A fatal inner attraction
to, and attachment to, the dead man, threatened him and set
up an actual fear of dying. The dead man was his father as he
had seen him actually in his coilin. Another patient had a
nightmare of his mother violently losing her temper with him,
after she had been dead twelve years. An inner psychic world (see
Riviere, 1952, p. 26 and Heimann, 195I,) has been set up dupli
cating an original frustrating situation, an unhappy world in which one
is tied to bad objects and feeling therfyfore always frustrated, hunggf,
anggf, and guilty, and prqfoundw anxious, with constant temptation
to seek transient inner relifyf by projecting it back into the external
world.

It is bad objects which are internalized, because we cannot
accept their badness; we seek to withdraw from them in outer
reality and yet cannot give them up, cannot leave them alone;
we cannot master and control them in outer reality and so
keep on struggling to possess them, alter them and compel
them to change into good objects, in our inner psychic world.
They never do change. In our inner unconscious world where
we repress and lock away very early in life our original bad
objects, they remain always rejecting, indifferent or hostile to
us according to our actual outer experience. It must be em
phasized that these internalized objects are not just fantasies.
The child is emotionally identified with his objects, and when
he mentally incorporates them he remains identified with them



THE SCHIZOID PERSONALITY 23
and they become part and parcel of the very psychic structure
of his personality. The fantasies in which internal objects reveal
their existence to consciousness are activities of the morbid
psychic structures which constitute the internal objects.
Objects are only internalized later in life in this radical way
by fusion with already existing internal-object structures. In
adult life, situations in outer reality are unconsciously inter
preted in the light of these situations persisting in unconscious,
inner, and purely psychic reality. We live in the outer world
with the emotions generated in the inner one. A large part of
the psychopathological problem is: how do people deal with
their internalized bad objects, to what extent do they feel
identified with them, and how do they complicate relations
with external objects? It is the object all the time that matters,
whether external or internal, not pleasure.

(b) Psychodynarnics of the Inner World

From this point of view F airbairn constructed a revised
theory of the psychoses and psychoneuroses. In the orthodox
Freud-Abraham view, these illnesses were due to arrests of
libidinal development at lixation points in the first five years:
schizophrenia at the oral sucking stage, manic-depression at
the oral biting stage, paranoia at the early anal; obsessions at
the late anal; and hysteria at the phallic or early genital stages.
F airbairn proposed a totally different view, based not on the
fate of libidinal impulses, but on the nature of relationships
with internal bad objects. Accepting Melanie Klein’s theory
of the depressive position, he held that the schizoid and depressive
states are the two fundamental types of reaction in internal bad-object
relationships, the two basic or ultimate dangers to be escapedfrom, and
that they originate in the difliculties experienced in object
relationships in the oral stage of absolute infantile dependence;
and he treats paranoia, obsessions, hysteria, and phobias as
four different defensive techniques for dealing with internal
bad objects so as to master them and ward off a relapse into
the depressed or schizoid states of mind. This makes intelligible
the fact that patients ring the changes actually on paranoid,
obsessional, hysteric, and phobic reactions even if any particular
patient predominantly favours one technique most of the time.
The psychoneuroses are, basically, defences against internal
bad-object situations which would otherwise set up depressive
or schizoid states; though these situations are usually re-acti
vated by a bad external situation.
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Thus what has to be done in treatment is to help the patient

to drop these unsatisfactory techniques which never solve the
problem, and find courage to become conscious of what lies
behind these symptom-producing struggles with internal bad
objects; in other words, to risk going back into the basic
bad-object situations in which they feel they are succumbing
to one or other of the two ultimate psychic dangers, depression
or schizoid loss of aflect in their conscious self. Naturally,
depressive and schizoid states constantly develop in conscious
ness, in varying degrees of severity, in spite of ego-defences.

(c) Depressive and Schizoid Reactions

The nature of the two ultimately dangerous situations may
be simply described. When you want love from a person who
will not give it and so becomes a bad object to you, you can
react in either or both of two ways. You may become angry
and enraged at the frustration and want to make an aggressive
attack on the bad object to force it to become good and stop
frustrating you-like a small child who cannot get what he
wants from the mother and who flies into a temper-tantrum
and hammers on her with his fists. This is the problem of hate, or
love made angry. It is an attack on a hostile, rejecting, actively
refusing bad object. It leads to depression for it rouses the fear
that one’s hate will destroy the very person one needs and
loves, a fear that grows into guilt.

But there is an earlier and more basic reaction. When you
cannot get what you want from the person you need, instead
of getting angry you may simply go on getting more and more
hungry, and full of a sense of painful craving, and a longing to
get total and complete possession of your love-object so that you
cannot be left to starve. F airbairn arrived at the view (1941)
that love mode /zungpf is the schizoid problem and it rouses the
terrible fear that one’s love has become so devouring and in
corporative that love itself has become destructive. Depression
is the fear of loving lest one’s hate should destroy. Schizoid
aloofness is the fear of loving lest one’s love or need of love
should destroy, which is far worse. We shall find that this does
not carry us far enough into the schizoid problem, though it is
an important element in it, the best starting-point for studying it.

This difference of the two attitudes goes along with a differ
ence in appearance, so to speak, of the object. The schizoid sees
the object as a desirable deserter, or as Fairbairn calls it, an
exciting needed object whom he must go after hungrily but then
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draw back from lest he should devour and destroy it in his
desperately intense need to get total possession of it. The depres
sive sees the object as a hateful denier, or, in Fairbairn’s terms,
a njecting object to be destroyed out of the way to make room
for a good object. Thus one patient constantly dreams of want
ing a woman who goes away and leaves him, while another
dreams of furious, murderous anger against a sinister person
who robs him or gets between him and what he wants. The
schizoid is hungry for a desirable deserter, the depressive is
murderous against a hateful robber.

Thus the two fundamental forms of internal bad objects are,
in Fairbairn’s terminology, the exciting object and the rejecting
object. In the course of years, many externally real figures of
both sexes may be absorbed, by layering and fusion, into these
two internal bad objects, but at bottom they remain always
two aspects of the breast-mother. They are always there, and
parts of the ego (split off, disowned, secondary or subsidiary
‘selves’) are always having disturbing relationships with them,
so that the depressive is always being goaded to anger, and the
schizoid always being tantalized, made hungry, and driven into
withdrawal. Whereas the depressed person turns his anger and
aggression back against himself and feels guilty, the schizoid
person seeks to withdraw from the intolerable situation and to feel
nothing. If the schizoid starts feeling for real people, he reacts
to them as if they were identical with his internal bad objects.

The depressive position is later and more developed than the
schizoid, for it is ambivalent. The hateful robber is really an
aspect of the same person who is needed and desired, as if the
mother excites the child’s longing for her, gives him just
enough to tantalize and inflame his appetite, and then robs him
by taking herself away. This was neatly expressed in a patient’s
dream:

I was enjoying my favourite meal and saved the nicest bit to the end,
and then mother snatched it [the breast, herself] away under my
nose. I was furious but when I protested she said ‘Don’t be a baby’.

There is the guilt reaction, agreeing with the denier against
oneself and giving up one’s own needs. F airbairn held that
depression has occupied too exclusively the centre of the picture
of psychopathological states as a result of F reud’s concentration
on obsessions with their ambivalence, guilt and superego prob
lems. He believed the schizoid condition is the fundamental
problem and is pre-ambivalent.

Melanie Klein (1932) stressed how ambivalence rises to its
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maximum over the weaning crisis at a time when the infant has
learned to bite and can react sadistically. Love and hate block
each other. The infant attacks and also feels identified with,
the object of his aggression, and so feels guilty and involves
himself in the fate, factual or fantasied, of the object. Hate of
the object involves hate of oneself: you suffer with the object
you attack because you cannot give up the object and still feel
one with it. Hence the familiar guilt and depression after a
bereavement: you feel guilty as if you have killed the lost person
and depressed as if you were dying with him or her. Three
patients who all suffered marked guilt and depression recovered
repressed and internalized death-bed scenes of a parent.

What is the meaning of hate? It is not the absolute opposite
of love; that would be indifference, having no interest in a
person, not wanting a relationship and so having no reason for
either loving or hating, feeling nothing. Hate is love grown
angry because of rejection. We can only really hate a person if
we want their love. Hate is an expression of frustrated love
needs, an attempt to destroy the bad rejecting side of a person
in the hope of leaving their good responsive side available, a
struggle to alter them. The anxiety is over the danger of hate
destroying both sides, and the easiest way out is to find two
objects, and love one and hate the other. But always hate is an
object-relationship.

As we have seen, however, the individual can adopt an
earlier simpler reaction. Instead of reacting with anger, he can
react with an enormously exaggerated sense of need. Desire
becomes hunger and hunger becomes greed, which is hunger
grown frightened of losing what it wants. He feels so uncertain
about possessing his love-object that he feels a desperate craving
to make sure of it by getting it inside him, swallowing it and
incorporating it. This is illustrated by a patient who fantasied
standing with a vacuum cleaner (herself, empty and hungry),
and everyone who came near she sucked into it. At a more
normal and ordinarily conscious level this is expressed by a
patient thus: ‘I’m afraid I couldn’t make moderate demands on
people, so I don’t make any demands at all.’ Many people
show openly this devouring possessiveness towards those they
love. Many more repress it and keep out of real relations. This
fantasy and comment illustrate Fairbairn’s view of the psycho
dynamics of the schizoid state which, unlike depression, is a
cancellation of object-relationship.

So much fear is felt of devouring everyone and so losing
everyone in the process, that a general withdrawal from all
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external relationships is embarked on. Retreat into indifference
is the true opposite of the love which is felt to be too dangerous
to express. Want no one, make no demands, abolish all external
relationships, and be aloof, cold, without any feeling, do not be
moved by anything. The withdrawn libido is turned inwards,
introverted. The patient goes into his shell and is busy only with
internal objects, towards whom he feels the same devouring
attitude. Outwardly and in consciousness everything seems
futile and meaningless. Fairbairn considered that a sense of
‘futility’ is the specific schizoid affect. The depressive fears loss
of his object. The schizoid, in addition, fears loss of his ego, of
himself. We shall see later that other concepts besides Fair
bairn’s original one of ‘love become destructive’, are needed
to account for the full range of schizoid phenomena. Reaction
to deprivation involves anger, hunger, sheer fear and with
drawal, and to these are added reactions to real external
menace.

THE SCHIZOID’S RELATION TO EXTERNAL OBJECTS
(NEED AND FEAR OF OBJECT-RELATIONS)

Active. Fear qf Loss qf the Object

(cz) The Object as zz desired Deserter or ‘Needed Object’ from whom
the Schizoid Withdraws

Theory only lives when it is seen as describing the actual
reactions of real people, though the material revealing the
schizoid position only becomes undisguisedly accessible at
deep levels of analysis, and is often not reached when defences
are reasonably effective. In the very unstable schizoid it
breaks through with disconcerting ease, a bad sign.

A headmaster described himself as depressed, and went on to
say, ‘I don’t feel so worried about the school or hopeless about
the future.’ He had said the same things the week before and
regarded it as a sign of improvement, but the real meaning
emerged when he remarked, ‘Perhaps my interest in school has
{‘lagged’, and it appeared that his loss of the sense of hopelessness
about the future was due simply to his not thinking about the
future. He had cut it off. He then reported a dream of visiting
a camp school:

The resident Head walked away when I arrived and left me to fend
for myself and there was no meal ready for me.
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He remarked: ‘I’m preoccupied with what I’m going to eat
and when, yet I don’t eat a lot. Also I want to get away from
people and am more comfortable when eating alone. I’m con
cerned at my loss of interest in school. I don’t feel comfortable
with father and prefer to be in another room. I’m very intro
verted; I feel totally cut off.’

Here is a gradually emerging description, not of depression
but of a schizoid state, loss of interest in present and future, loss
of appetite for food, getting away from people, introverted,
totally cut off. The situation that calls out the reaction is that
of being faced with a desired but deserting object (the Head in
the dream who prepares no meal for him, and leaves him to
fend for himself when he is hungry). The Head is the father, of
whom he complains that he can never get near him; also the
analyst, to whom he says: ‘You remain the analyst, you won’t
indulge me in a warm personal relationship, you won’t be my
friend. I want something more personal than analysis.’ The
schizoid is very sensitive and quickly feels unwanted, because
he is always being deserted in his inner world.

Faced with these desired deserters he first feels exaggeratedly
hungry, and then denies his hunger, eats little and turns away
from people till he feels introverted and totally cut off. He has
withdrawn his libido from the objects he cannot possess, and
feels loss of interest and loss of appetite. There is little evidence
of anger and guilt as there would be in true depression; his
attitude is more that of fear and retreat. It is to be noted that
the situation from which he withdraws in his outer world is
duplicated in his inner world, as shown in his dream.

(b) The Fear cy'Dez/ouring the Object

This entire problem is frequently worked out over food. The
above patient is hungry but rejects both food and people. He
can only eat alone. One patient says that whenever her husband
comes in she at once feels hungry and must eat. Really she is
hungry for him but dare not show it. The same turning away
from what one feels too greedily and devouringly hungry for is
shown very clearly by this same patient in other ways. Visiting
friends, she was handed a glass of sherry, took a quick sip, put
it down and did not touch it again. She had felt she wanted to
swallow it at one gulp. Her general attitude to food was one of
rejection. Appetite would disappear at the sight of food; she
would nibble at a dish and push it away, or force it down and
feel sick. But what lay behind this rejecting attitude was
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expressed in a dream in which she was eating an enormous
meal and just went on and on endlessly. She is getting as much
as she can inside her before it is taken away as in the dream
where her mother whipped it away under her nose. Her atti
tude is incorporative, to get it inside where she cannot be
robbed of it, because she has no confidence about being given
enough. The breast one is sure of can be sucked at contentedly
and let go when one feels satisfied; one knows it will be avail
able when needed again. The breast that does not come when
wanted, is not satisfying when one has it because it might
be snatched away before need is met. It rouses a desperate
hungry urge to make sure of it, not by merely sucking at it, but
by swallowing it, getting it inside one altogether. The impulse
changes from ‘taking in from the breast’ into an omnivorous
urge to ‘take in the whole breast itself ’. The object is incor
porated. The contented baby sucks, the angry and potentially
depressive baby bites, the hungry and potentially schizoid
baby wants to swallow, as in the case of the vacuum cleaner
fantasy. A patient who at first made sucking noises in ses
sions, then changed to compulsive gulping and swallowing
and nausea.

F airbairn (1941, p. 252) writes:

The paranoid, obsessional, and hysterical states-to which may be
added the phobic state-essentially represent, not products of
iixations at specific libidinal phases, but simply a variety of tech
niques employed to defend the ego against the effects of conflicts of
oral origin.

Now, as Fairbairn says: ‘You can’t eat your cake and have
it.’ This hungry, greedy, devouring, swallowing up, incorpor
ating attitude leads to deep fears lest the real external object
be lost. This anxiety about destroying and losing the love
object through being so devouringly hungry is terribly real.
Thus the patient who had become more conscious of her love
hunger with the result that on the one hand her appetite for
food had increased enormously, and on the other her anxious
attitude to her husband had become more acute, said: ‘When
he comes in I feel ravenously hungry, and eat, but towards him
I’m afraid I’m a nuisance. If I make advances to him I keep
saying “I’m not a nuisance am I, you don’t "not want me’ do
you?” I’m terribly anxious about it all, it’s an appalling situa
tion, I’m scared stiff, it’s all so violent. I’ve an urge to get hold
of him and hold him so tight that he can’t breathe, shut him off
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from everything but me.’ She has the same transference reaction
to the analyst. She dreamed that
I came for treatment and you were going off to America with a lot
of people. Someone dropped out so I went and you weren’t pleased.

Her comment was: ‘You didn’t want me but I wasn’t going to
be thrown off. I was thinking today of your getting ill, suppose
you died. Then I got in a furious temper. I’d like to strangle
you, kill you.’ That is, get a strangle-hold on the analyst so that
he could not leave her, but then he might be killed. The
schizoid person is afraid of wearing out, of draining, or exhaust
ing and ultimately losing love-objects. As F airbairn said, the
terrible dilemma of the schizoid is that love itself is destructive,
and he dare not love. Hence he withdraws into detachment and
aloofness. All intimate relationships are felt in terms of eating,
swallowing up, and are too dangerous to be risked. The above
patient says: ‘I lay half awake looking at my husband and
thinking, “What a pity he’s going to die.” It seemed fixed.
Then I felt lonely, no point of relationship with all I could see.
I love him so much but I seem to have no choice about des
troying him. I want something badly and then daren’t move a
finger to get it. I’m paralysed.” One patient said, ‘Love is more
dangerous than hate. I lose everyone I love, so now I don’t
risk it.’

At this point we may say that the ego of the schizoid person
in consciousness and in the outer world is delibidinized and
feels no interest in objects because an oral sadistic and incor
porative hunger for objects sets up intolerable anxiety about
their safety and is withdrawn. The withdrawn oral sadistic ego t/zen
/zas to be kept repressed and is found to be still active in the
inner world.

(e) So/zizoid Reactions to Food and Eating

From the foregoing we may summarize the schizoid’s reac
tions to food and eating, for since his basic problems in relation
to objects derive from his reactions to the breast, food and eating
naturally play a large part in his struggles to solve these prob
lems. His reactions to people and to food are basically the same.
These may be described as a need to possess and incorporate,
checkmated by a fear to take, accept, and devour. Thus a patient
says: ‘Two men friends make me excited but it’s not even a
taste, only a smell of a good meal. I’m always feeling I want to
be with one or the other of them, but I can’t do it or I’ll lose
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them both. One of them kissed me and I gave him a hug and a
kiss and enjoyed it and wanted more. Cught I? I’ve sought
desperately for so long and now I feel I must run away from it.
I don’t want to eat these days. I couldn’t sleep. I felt I’d lost
him. What if he or I had an accident and got killed? It’s
ridiculous but I’m in a constant furore of anxiety; I must see
him; nothing else matters. I knew I’d be like this if I didn’t see
him but I didn’t go. It’s funny, I don’t think I’m in love with
him, yet I need him desperately. I can’t engage in any other
activity. I felt the same with a fellow ten years ago. He went
away for a day and I was in an agony of fear; what if he were
killed? An awful dread. It feels it must happen. I don’t even like
mentioning it in case this present friend gets killed, and I feel
I’ll have an accident, too. I get desperately tired, and feel
empty inside and have to buy sweet biscuits and gobble them
u .

PThus she has the kind of relation with this man (and with all
objects) that compromises her stable existence as a separate
person when she is not with him: she goes to bits. She wants to
eat him up as it were, and feels swallowed up in her relation to
him, and feels the destruction of both is inevitable whether she
is with him or apart from him.

Another patient, before she started analysis, was having
visual hallucinations of leopards leaping across in front of her
with their mouths wide open. At an advanced stage of treatment
these faded into fantasies and she had a fantasy of two leopards
trying to swallow each other’s heads. She would enjoy a hearty
meal and then promptly be sick and reject it. T/zere is a constant
oscillation between /zunggf eating ana' refusal to eat, longing for
people ana’ rqeeting them." We must note here that the pheno
-menon of ‘fear of loving as destructive’ is riot an entirely simple
concept. In fact, the terms ‘1ove’ and ‘hate’ are used somewhat
undiscriminatingly as including natural, pathological, im
mature and mature meanings. The difficulty arises because
love in a mature sense is a highly developed achievement with its
first beginnings in simple infantile need. Infantile need is a
natural imperative demand to ‘get’, food, bodily attention,
and contact, and emotional object-relationship, first from the
mother. The infant is so helpless that his natural needs are
extremely urgent, and if they are not quickly met, panic and
rage develop. The infant’s ‘need-relationship’ to the mother
then becomes frightening because it has become dangerously
intense and even destructive.

There are important differences in the way this situation is
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conceptualized by Fairbairn and Winnicott. Both still use the
term ‘love’ for this dangerous, because frustrating, sense of
need. It seems to me confusing to use the same term for this
primitive disturbed state and for a mature capacity for affec
tionately respecting the integrity and independence of the
needed object.

F airbairn regards the destructive element in infantile ‘love’
or ‘need of the object’ as a direct reaction to rejection. Winni
cott regards a destructive element in infantile ‘need’ as normal
and natural. Here again it seems to me equivocal to use the
same term ‘love’ for such different things. Winnicott (1964)
writes:

If the word ‘love’ is used, the most primitive meanings of the word
must be included, in which love is crude and ruthless and even
destructive. Hate is not absent.

Sometimes Winnicott speaks of this ‘destructive primitive
love’ as simply ‘hate’, but though it is experienced by the
mother as wearing, exhausting, and ruthless, we can hardly
say that the infant is intentionally ‘ruthless’. He is rather

eneirgletic, vigorogs, alive, one might almost ‘say inthlisiastip,an e presuma y experiences a sense o s oc w en e
finds mother cannot indefinitely cope with his needs. He may
then grow at first angry and demanding, then frightened and
withdrawing. Finally, if no satisfactory solution of the problem
is found if the mother becomes hostile intolerant, and re`ective,h 11’ b' ° f 1 °’ 1 J dt en t e com 1nat1on o natura vigour, natura anger, an
natural fear develops into the pathological form of ‘need’ or
‘love’ which is correctly called ‘hate’. It seems to me to guard
best against confusion to keep the term hate for pathologically
destructive need which once brought into being may persist
throughout life. It is confusing to use the same term for the
unintentional destructive element in the infant’s natural vigour
of primary need.

Similarly I would keep the term love for the infant’s feeling
of happy satisfaction and the growing child’s and adult’s
capacity to feel for the object. -One can see then why the
co-existence of hate causes depression and guilt. But it does not
seem to me to be appropriate to use the term ‘love’ for des
tructively frustrated ‘need’. A much more careful definition
and accepted use of the term is required when ‘love’ and ‘hate’
have been used in loose ways for so long. Possibly the source of
prevailing confusion is the fact that Freud used the same term
‘love’ for both primary somatic needs for the mother’s body and
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the developed personaligf needs of the maturing person. Also he
held that hate was not a pathological growth but our primary
relation to the outer world, antedating love.

(el) The Tmn.s_]%renee Situation

The treatment of a schizoid patient brings out acutely the
problem of the relationship between patient and analyst. Is it
possible for it to be therapeutic if it is impersonal? The frus
tration of a patient’s libidinal needs in the analytical situation
is certain to bring out schizoid reactions, as we have already
noted. The patient longs for the analyst’s love, may recognize
intellectually that a steady, consistent, genuine concern for the
patient’s well-being is a true form of love, yet, because it is not
love in a full libidinal sense (Fairbairn reminds us that it is
agape, not eros), the patient does not ‘feel’ it as love. He feels
rather that the analyst is cold, indifferent, bored, not interested,
not listening, busy with something else while the patient talks,
rejecting. Patients will react to the analyst’s silence by stopping
talking to make him say something. The analyst excites by his
presence but does not libidinally satisfy, and so constantly
arouses a hungry craving.

The patient will then begin to feel he is bad for the analyst,
that he is wasting his time, depressing him by pouring out a
long story of troubles. He will want, and fear, to make requests
lest he is imposing on the analyst and making illegitimate
demands. He may say ‘How on earth can you stand the con
stant strain of listening to this sort of thing day after day?’ and
in general feels he is draining and exhausting, i.e. devouring, the
analyst.

He will oscillate between expressing his need and feeling
frightened about it. One patient says: ‘I felt I must get posses
sion of something of yours. I thought I’d come early and enjoy
your arm chair and read your books in the waiting room.’ But
then she switches over to: ‘You can’t possibly want to let me
take up your time week after week.’ Fear and anxiety then
dictate a reversal of the original relationship. The patient
must now be passive and begins to see the analyst as the active
devourer. He drains the patient of resources by charging fees,
he wants to dominate and subjugate the patient, he will rob
him of his personality. A patient, after a long silence, says:
‘I’m thinking I must be careful, you’re going to get something
out of me.’ The analyst will absorb or rob the patient.

This terrible oscillation may make a patient feel confused
B P*B
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and not know where he is. Thus one young man says: ‘I’ve been
thinking I might lose your help, you’ll make an excuse to get rid
of me. I want more analysis but you don’t bother with me.
Analysis is only a very small part of a week. You don’t under
stand me. There’s a part of me I don’t bring into analysis.
I might be swallowed up in your personality and lose my
individuality, so I adopt a condescending attitude to you.
What you say isn’t important, you’re only a bourgeois therapist
and don’t understand the conditions of my life, your focus of
analytical capacity is tiny, you’re cabined within bourgeois
ideas. But if I said what I felt, I’d make you depressed and lose
your support. You ought to be able to give me specific advice
to help me when I feel helpless and imprisoned. I feel much the
same with my girl. In analysis I feel I should get out, and away
from it, I feel I should be in. This week I feel in a “no man’s
land”.’

Here the whole dilemma of ‘craving for’ yet ‘not being able
to accept’ the needed person, comes out in transference on to
the analyst. The swing over in transference to the opposite,
from ‘devouring’ to ‘being devoured’, leads to the specific
consideration of the passive aspect of the schizoid’s relation toobjects. ‘

Passive. Fear cy" t/ze Loss fy” Independence

(az) T/ze Object as Devouring the Ego

The patients’ fears of a devouring sense of need towards
objects is paralleled by the fear that others have the same
‘swallowing up’ attitude to them. Thus a young woman says:
‘I can’t stand crowds, they swallow me up. With you I feel if I
accept your help I’ll be subjugated, lose my personality, be
smothered. Now I feel withdrawn like a snail, but now you
can’t swallow me up. I get a shutting-myself-off attitude
which lessens my anxiety.”

A very schizoid married woman of 30, had for a long time
been talking out devouring fantasies of all kinds and slowly
emerging from her schizoid condition. She was thin, white,
cold, aloof, frigid. Gften it was some time before she could
start talking in the session, and she would arrive terrified but
hiding it under an automatic laugh or bored expression. When
she did start talking she would begin to look tense, tears would
roll silently down, and she would say she felt frightened.
Gradually she began to talk more freely, put on weight and
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colour, and became capable of sexual relationships with her
husband. Her fantasies included those of his penis eating her
and of her vagina biting off his penis. On one occasion she
said: ‘Last night I felt excited at coming here today, and then
terrified and confused. I couldn’t sleep for thinking of you. I
felt drawn towards you and then shot back. Then I felt I was
one big mouth all over and just wanting to get you inside. But
sometimes I feel you’ll eat me.’

A male patient of 4.0, living in a hostel, reported that he had
begun to get friendly with another decent type of man there,
and commented: ‘I’ve begun to get frightened. I don’t know
why but I feel it’s dangerous and I just cut myself oH`. When I
see him coming I shoot off up to my bedroom.’ Then he reported
a nightmare from which he had awakened in great fear. A
monster was coming after him and its huge mouth closed over
him like a trap and he was engulfed. Then he burst out of its
head and killed it. So the schizoid not only fears devouring
and losing the love-object, but also that the other person will
devour him. Then he becomes claustrophobic, and expresses
this in such familiar ways as feeling restricted, tied, imprisoned,
trapped, smothered, and must break away to be free and
recover and safeguard his independence; so he retreats from
object-relations. With people, he feels either bursting (if he is
getting them into himself) or smothered (if he feels he is being
absorbed and losing his personality in them). These anxieties
are often expressed by starting up in the night feeling choking,
and is one reason for the fear of going to sleep.

(b) Relationships as a Mutual Dez/outing

VV e are now in a position to appreciate the terrible dilemma
in which the schizoid person is caught in object-relationships.
Owing to his intensely hungry and unsatisfied need for love,
and his consequent incorporating and monopolizing attitude
towards those he needs, he cannot help seeing his objects in the
light of his own desires towards them. The result is that any
relationship into which some genuine feeling goes, immediately
comes to be felt deep down, and unconsciously experienced, as a
mutual devouring. Such intense anxiety results that thcre seems
to be no alternative but to withdraw from relationships alto
gether, to prevent the loss of his independence, and even of his
very self. Relationships arefzlt to be too dangerous to enter into. Thus,
the worst object-relations problem arises when the ego is driven
to seek security by doing without objects altogether, only to run
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into the most alarming and ultimate fears of disappearing in a
vacuum.

THE SCHIZOID RETREAT FROM OBJECTS

The ‘In and Out’ Programme

The chronic dilemma in which the schizoid individual is placed,
namebf that he can neither be in a relationship with another person nor
out ry” it, without in various ways risking the loss of both his object and
himsem is due to the fact that he has not yet outgrown the par
ticular kind of dependence on love-objects that is characteristic
of infancy. This has two different but clearly related aspects:
identification and a wish to incorporate. Identification is
passive, incorporation is active. Identification can feel like
being swallowed up in another person, incorporation is the
wish to swallow the object into oneself. Identification suggests
regression to a womb state, and incorporative urges belong to
the post-natal, oral infant at the breast. The full significance of
this double aspect will emerge later in our enquiry. The whole
problem antedates the oedipal development.

Thus Fairbairn regarded infantile dependence, not the Oedipus
complex, as the basic cause cy’ pyfchopathological developments. The
schizoid patient feels that he himself and those he needs and
loves are part and parcel of one another, so that when separated
he feels utterly insecure and lost, but when reunited he feels
swallowed, absorbed, and loses his separate individuality by
regression to infantile dependence. Thus he must always be
rushing into a relationship for security and at once breaking
out again for freedom and independence: an alternation between
regression to the womb and the struggle to be born, between
the merging of his ego in, and the differentiation of it from, the
person he loves. The schizoid cannot stand alone, yet is always
fighting desperately to defend his independence-like those
Hlm stars who spend their best years rushing into and out of one
marriage after another.

This ‘in and out’ programme, always breaking away from
what one is at the same time holding on to, is perhaps the most
characteristic behavioural expression of the schizoid conflict.
Thus a young man engaged to be married says: ‘When I’m
with Dorothy I’m quiet; I think I can’t afford to let myself go
and let her see that I want her. I must let her see I can get on
without her. So I keep away from her and appear indifferent?
He experienced the same conflict about jobs. He fantasied
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getting a job in South America or China, but in fact turned
down every job that would take him away from home. A girl
in her twenties says: ‘When I’m at home I want to get away
and when I’m away I want to get back home.’ A nurse residing
in a hostel, says: ‘The other night I decided I wanted to stay
in the hostel and not go home, then I felt the hostel was a
prison and I went home. As soon as I got there I wanted to go
out again. Yesterday I rang mother to say I was coming home,
and then immediately I felt exhausted and rang her again to
say I was too tired to come. I’m always switching about; as soon
as I’m with the person I want, I feel they restrict me. I have
wondered if I did get one of my two men friends would I then
want to be free again.’ A bachelor of 40 who was engaged, says:
‘If I kiss Mary my heart isn’t in it. I hold my breath and count.
I can only hug and kiss a dog because it doesn’t want any
thing from me, there are no strings attached. I’ve always been
like that, so I’ve got lots of acquaintances but no real close
friends. I feel I want to stay in and go out, to read and not to
read, to go to Church and not to go. I’ve actually gone into a
Church and immediately come out again and then wanted to
return in.’

So people find their lives slipping away changing houses,
clothes, jobs, hobbies, friends, engagements and marriages, and
unable to commit themselves to any one relationship in a stable
and permanent way-always needing love yet always dreading
being tied. This same conflict accounts for the tendency of
engaged or married couples to fantasy about or feel attracted
to someone else--as if they must preserve freedom of attach
ment at least in imagination. One patient remarked: ‘I want
to be loved but I mustn’t be possessed.’

Giving up Emotional Relations to External Objects

The oscillation of ‘in and out’, ‘rushing to and from’,
‘holding on and breaking away’ is naturally profoundly dis
turbing and disruptive of all continuity in living, and at some
point the anxiety aroused becomes so great that it cannot be
sustained. It is then that a complete retreat from object
relations is embarked on, and the person becomes overtbf
schizoid, emotionally inaccessible, cut off.

This state of emotional apathy, of not suffering any feeling,
excitement or enthusiasm, not experiencing either affection or
anger, can be very successfully masked. If feeling is repressed,
it is often possible to build up a kind of mechanized, robot
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personality. The ego that operates consciously becomes more
a system than a person, a trained and disciplined instrument for
‘doing the right and necessary thing’ without any real feeling
entering in. Fairbairn made the highly important distinction
between ‘helping people without feeling’ and ‘loving’. Duty
rather than affection becomes the key word. The patient with
a disruptive conflict over her men friends sought temporary
relief by putting it away and making a list of all the things she
ought to do, and systematically going through them one by
one, routinizing her whole life-and that had been a life-long
tendency. She had always had to ‘do things in order’; even as a
child she made a note-book list of games and had to play them in
order. This obsessional trend aimed to control and subdue her
emotions.

A man with strongly, in fact exclusively, religious interests,
showed markedly this characteristic of helping people without
really feeling for them. He said: ‘I’ve no real emotional rela
tions with people. I can’t reciprocate tenderness. I can cry and
suffer with people. I can help people, but when they stop
suffering I’m finished. I can’t enter into folks’ joys and laugh
ter. I can do things for people but shrink from them if they
start thanking me.’ His suffering with people was in fact his
identifying himself as a suffering person with anyone else who
suffered. Apart from that he allowed no emotional relationship
to arise.

It is even possible to mask more effectively the real nature of
the compulsive, unfeeling zeal in good works, by simulating a
feeling of concern for others. Some shallow affect is helped out
by behaviour expressive of deep care and consideration for
other people; nevertheless, genuine feeling for other people is
not really there. Such behaviour is not, of course, consciously
insincere. It is a genuine effort to do the best that one can do in
the absence of a capacity to release true feeling. What looks
deceptively like genuine feeling for another person may break
into consciousness, when in fact it is based on identification
with the other person and is mainly a feeling of anxiety and
pity for oneself.

Many practically useful types of personality are basically
schizoid. Hard workers, compulsively unselhsh folk, efficient
organizers, highly intellectual people, may all accomplish
valuable results, but it is often possible to detect an unfeeling
callousness behind their good works, and a lack of sensitiveness
to other people’s feelings in the way they over-ride individuals
in their devotion to causes.
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The schizoid repression of feeling, and retreat from emotional

relationships, may, however, go much further and produce a
serious breakdown of constructive effort. Then the unhappy
sufferer from incapacitating conflicts will succumb to real
futility: nothing seems worth doing, interest dies, the world
seems unreal, the ego feels depersonalized. Suicide may be
attempted in a cold, calculated way to the accompaniment of
such thoughts as ‘I am useless, bad for everybody, I’ll be best
out of the way.’ Une patient who had never reached that point,
said: ‘I feel I love people in an impersonal way; it seems a
false position, hypocritical. Perhaps I don’t do any loving. I’m
terrihed when I see young people go off and being successful and
I’m at a dead bottom, absolute dereliction, excommunicate.

THE NATURE or THE SCHIZOID PROBLEM
(RETREAT TO IDENTIFICATION)

Identmeation and Infantile Dependence

It has already been mentioned that schizoid problems
involve identification, which is generally held to be the original
infantile form of relation to, and dependence on, objects. The
criticism is sometimes made that psycho-analysis invents a
strange terminology that the layman cannot apply to real life.
We may therefore illustrate the state of identification with the
love-object in the words of Ngaio Marsh (1935), a successful
writer of detective fiction. In Enter a Murderer she creates the
character of Surbonadier, a bad actor who expresses his
immaturity by being a drug addict and blackmailer. Stephanie
Vaughan, the leading lady, says: ‘He was passionately in love
with me. That doesn’t begin to express it. He was completely
and utterly absorbed as though apart from me he had no
reality.’ In other words, the man was swallowed up in his love
object, had no true individuality of his own, and could not
exist in a state of separation from her. It was as if he had not
become born out of his mother’s psyche and differentiated as a
separate and real person in his own right, and identification
with another person remained at bottom the basis of all his
personal relationships. The schizoid person enmeshed in the problems
of the ‘in and out’ programme, and unable to sustain real object
relationships, sueeumbs to withdrawal and then only has identyioation
as a means QF maintaining his ego. His difficulties in object-rela
tions are due to his being basically bogged down in identification,
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to which he can always retreat, and to which, indeed, he is
always being secretly drawn back.

A patient said: ‘If I go away from home I feel I’ve lost some
thing, but when I’m there I feel imprisoned. I feel my destiny
is bound up with their’s and I can’t get away, yet I feel they
imprison me and ruin my life.’ Another patient dreamed of
being ‘grafted on to another person’. The 40-year-old male
patient said: ‘Why should I be on bad terms with my sister?
After all I am my sister’, and then started in some surprise at
what he had heard himself say. A young married woman
struggling to master a blind compulsive longing for a male
relative she played with as a child, said: ‘I’ve always felt he’s
me and I’m him. I felt a terrible need to fuss around him and
do everything for him. I want him to be touching me all the
time. I feel there is no difference between him and me.’ Identi
Iication is the cause of the compulsiveness of such feelings as
infatuation. Identihcation is betrayed in a variety of curious
ways, such as the fear of being buried alive, i.e. absorbed into
another person, a return to the womb. This is also expressed in the
suicidal urge to put one’s head in a gas oven; or, again, in
dressing in the clothes of another person. One patient feeling in
a state of panic one night when her husband was away, felt safe
when she slept in his pyjamas.

Identification is a major problem in the schizoid patient’s
relations to the external world, because it leads to the danger
of over-dependence on objects, creates the fear of absorption
into them, and enforces the defence of mental detachment.
Thus the original schizoid withdrawal from an unsatisfying
outer world is reinforced by this further obstacle of detachment
as a defence against risking dangerous relationships. One
patient identified with her work as a means of maintaining her
personality without risking any close personal attachment.
Then she insisted that she would have to commit suicide when
she retired because she would then be nobody.

Dissolving Identiication: Separation-Anxiezpf ana' Psychic-Rebirth

The regressive urge to remain identified for the sake of
comfort and security conflicts with the developmental need to
dissolve identification and differentiate oneself as a separate
personality. This conflict, as it sways back and forth, sets up the
‘in and out’ programme. Identification naturally varies in
degree, but the markedly schizoid person, in whom it plays
such a fundamental part, begins to lose all true independence
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of feeling, thought and action, as soon as a relationship with
another person attains any degree of emotional reality. A
single illuminating example will suflice.

A patient says: ‘I feel I lack the capacity to go out. I can
never leave the people I love. If I go out I’m emptied, I lose
myself. I can’t get beyond that. If I become dependent on you,
I’d enjoy my dependence on you too much. and want to pro
long babyhood. Being shut in means being warm, safe, and not
confronted with unforeseen events.’ But this kind of security is
also a prison, so the patient goes on to say: ‘I feel I’m walking
up and down inside an enclosed space. I dreamed of a baby
being born out of a gas oven [i.e. reversal of the suicide idea]. I
was struck with the danger of coming out, it was a long drop
from the oven to the floor. I feel I’m disintegrating if I go out.
The only feeling of being real comes with getting back in and
being with someone. I don’t feel alone inside even if there’s
no-one there. Sometimes I feel like someone falling out of an
aeroplane, or falling through water and expecting to hit the
bottom and there isn’t one. I have strong impulses to throw
myself out of the window.’ This ‘birth symbolism’ shows that
suicidal impulses may have opposite meanings. The gas oven
means a return to the womb, a surrender to identification with
mother. Falling out of the window or the gas oven means a
struggle to separate and be born. The struggle to dissolve iden
tification is long and severe, and in analysis it recapitulates the
whole process of growing up to the normal mixture of voluntary
dependence and independence characteristic of the mature
adult person. One cause of anxiety is that separation may be
felt to involve, not natural growth and development, but a
violent, angry, destructive break-away, as if a baby, in being
born, were bound to leave a dying mother behind. But the
major cause of separation-anxiety is that it feels to involve loss
of the ego.

sCH1zo`1D CHARACTERISTICS

There are various characteristics which specifically mark the
schizoid personality, and the most general and all-embracing
1s:

(i) Introversion. By the very meaning of the term, the schizoid
is described as cut off from the world of outer reality in an
emotional sense. All his libidinal desire and striving is directed
inwards towards internal objects and he lives an intense inner
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life, often revealed in an astonishing wealth and richness of
fantasy and imaginative life whenever that becomes accessible
to observation; though mostly this varied fantasy life is carried
on in secret, hidden away often even from the schizoid’s own
conscious self. His ego is split. But the barrier between the
conscious and the unconscious self may be very thin in a deeply
schizoid person and the world of internal objects and relation
ships may flood into and dominate consciousness very easily.
Deeper down than this level of ‘internal objects’ lies the ultimate
‘return to the womb’ state of the introverted regressed schizoid.

(ii) Withdmwnness detachment from the outer world, is the
other side of introversion.

(iii) Narcissism is a characteristic that arises out of the pre
dominantly interior life the schizoid lives. His love-objects are
all inside him, and moreover he is greatly identified with them,
so that his libidinal attachments appear to be to himself. This
subtly deceptive situation was not apparent when Freud pro
pounded his theory of autoeroticism and narcissism, and ego
libido as distinct from object-libido. Melanie Klein holds that
a physically incorporative feeling towards love-objects is the
bodily counterpart, or rather foundation, of a mentally incor
porative attitude which leads to mental internalization of
objects and the setting up of a world of internal psychic objects.
The question, however, is whether the intense inner life of the
schizoid is due to a desire for hungry incorporation of external
objects, or to withdrawal from the outer to a presumed safer
inner world. For these mentally internalized objects, especially
when the patient feels strongly identihed with them, can be
discovered, contacted and enjoyed, or even attacked, in his own
body, when the external object is not there. Une patient, who
cannot be directly angry with another person, always goes
away alone when her temper is roused and punches herself.
She is identified with the object of her aggression which leads
to a depressive state, which occurs, however, on the basis of a
schizoid set-up. The normally so-called autoerotic and narcis
sistic phenomena of thumb-sucking, masturbation, hugging
oneself, and so on, are based on identification. Autoerotic pheno
mena are only secondarily autoerotic; autoerotism is a relation
ship with an external object who is identihed with oneself, the
baby’s thumb deputizes for the mother’s breast. Narcissism is a
disguised internalized object-relation. Thus one patient felt
depressed while bathing and cried silently, and then felt a
strong urge to snuggle her head down on to her shoulder, i.e.
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mother’s shoulder in herseli and at once she felt better. Again,
sitting with her husband one evening reading, she became
aware that she was thinking of an intimate relation with him
and found she had slipped her hand inside her frock and was
caressing her own breast. These phenomena lead to a fourth
schizoid characteristic:

(iv) Sefsujieienq. The above patient was actually taking no
notice of her husband as an external person: her relation with
him was all going on inside herself and she felt contented.
This introverted, narcissistic, self-sufficiency which does without
real external relationships while all emotional relations are
carried on in the inner world, is a safeguard against anxiety
breaking out in dealings with actual people. Self-sufficiency, or
the attempt to get on without external relationships, comes out
clearly in the case of a young wife. She had been talking of
wanting a baby, and then dreamed that she had a baby by her
mother. But since she had often shown that she identified her
self very much with babies, it represented being the baby
inside the mother. She was wanting to set up a self-sufficiency
situation in which she was both the mother and the baby.
She replied: ‘Yes, I always think of it as a girl. It gives me a
feeling of security. I’ve got it all here under control, there’s no
uncertainty.’ In such a position she could do without her hus
band and be all-sufficient within herself.

(v) A sense qf superiority naturally goes with self-sufficiency.
One has no need of other people, they can be dispensed with.
This over-compensates the deep-seated dependence on people
which leads to feelings of inferiority, smallness and weakness.
But there often goes with it a feeling of being different from
other people, Thus a very obsessional patient reveals the
schizoid background of her symptoms when she says: ‘I’m
always dissatisfied. As a child I would cry with boredom at the
silly games the children played. It got worse in my teens, ter
rible boredom, futility, lack of interest. I would look at people
and see them interested in things I thought silly. I felt I was
different and had more brains. I was thinking deeply about the
purpose of lif`e.’ She could think about life in the abstract but
could not live it in real relationships with other people.

(vi) Loss Qf ajeet in external situations is an inevitable part
of the total picture. A man in the late forties says: ‘I find it
difficult to be with mother. I ought to be more sympathetic to
her than I can be. I always feel I’m not paying attention to
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what she says. I don’t feel terribly drawn to anyone. I can feel
cold about all the people who are near and dear to me. When
my wife and I were having sexual relations she would say:
“Do you love me?” I would answer: “Of course I do, but sex
isn’t love, it’s only an experience.” I could never see why that
upset her.’ Feeling was excluded even from sexual activity
which was reduced to what one patient called ‘an intermittent
biological urge which seemed to have little connexion with
“me”’. As a result of this lack of feeling, schizoid people can be
cynical, callous, and cruel, having no sensitive appreciation of
the way they hurt other people.

(vii) Loneliness is an inescapable result of schizoid intro
version and abolition of external relationships. It reveals itself
in the intense longing for friendships and love which repeatedly
break through. Loneliness in the midst of a crowd is the exper
ience of the schizoid cut off from affective rapport.

(viii) Depersonalization, loss of the sense of identity and
individuality, loss of oneself, brings out clearly the serious
dangers of the schizoid state. Derealization of the outer world
is involved as well. Thus one patient maintains that the worst
fright she ever had was an experience which she thought
occurred at the age of two years: ‘I couldn’t get hold of the
idea that I was me. I lost the sense for a little while of being a
separate entity. I was afraid to look at anything; and afraid
to touch anything as if I didn’t register touch. I couldn’t
believe I was doing things except mechanically. I saw every
thing in an unrealistic way. Everything seemed highly danger
ous. I was terrified while it lasted. All my life since I’ve been
saying to myself at intervals “I am me”.’

(ix) Regression. The tendency to regress is much more fully
dealt with later and only mentioned here. It represents the
fact that t/ze so/zizoid person at bottom _#els overwhelmed by the
external world and is in flight from it both inwards, and, as it
were, backwards, to the safety of the womb.

BEYOND THE OEDIPUS PROBLEM

When one surveys the material here set out, it becomes
apparent that Fairbairn’s theory of the schizoid problem repre
sented (1938-1946) a radical revision of previous psycho
analytical thinking. Freud rested his theory of development and
of the psychoneuroses on the centrality of the Oedipus situation
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in the last phase of infancy. Failure to solve the Oedipus con
ilict of incestuous love, and jealous hate of the parent of the
same sex, led to fixation on pregenital levels of sexual and
emotional life and a lasting burden of guilt. This must now be
seen as the pioneer’s map of the lower reaches of a great river
to where it enters the sea, leaving its upper reaches and its
source yet to be explored. It paved the way for the detailed
map of infantile development which is based on the work
of Klein, Winnicott, Bowlby, Spitz, and many others, on the
mother-child relation, the depressive and schizoid positions,
and the earliest stages of ego-development. The Oedipus problem,
as Freud saw it, was, in fact, the gateway opening back into the area
fy” the psychopathology of infangf. F airbairn’s position was essen
tially simple. Once stated it should be apparent that man’s need
of a love-relationship is the fundamental thing in his lye, and that the
love-hunger and anger set up by frustration cy” this basic need must
constitute the two primagf problems of personality on the emotional level.
Freud’s ‘guilt over the incestuous tie to the mother’ resolves
itself ultimately into the primary necessity of overcoming
infantile dependence on the parents, and on the mother in
particular, in order to grow up to mature adulthood. The
Oedipus conflict theory in a purely biological and sexual sense
misrepresented the real problem. We must distinguish between
an earlier pathological Oedipus complex and a later healthy
oedipal phase of development. In the latter, a boy needs a
mother he can fall in love with and a father who will be a
friendly rival. This promotes realistic growth. In the earlier
pathological complex mother and father have become unreal
idealized good and bad internal objects. The primary emotional
attitude of the child to both parents is the same, though in fact
that to the mother is fundamental. It is determined, not by the
sex of the parent but by the child’s need for a secure, stable,
loving personal environment in which he can achieve an ego
development out of primary identification towards maturing
self-identity. In his quest for a libidinally good object the child
will turn from the mother to the father, and go back and forth
between them many times. The less satisfactory the object
relationships with his parents prove to be in the course of
development, the more the child remains embedded in rela
tionships by identification, and the more he creates, and re
mains tied to, an inner world of bad internal objects who will
thereafter dwell in his unconscious as an abiding iifth column
of secret persecutors, at once exciting desire and denying
satisfaction. A deep-seated ever-unsatisfied hunger will be the
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foundation of the personality, exposing the infant to the funda
mental danger of the development of a schizoid state.

CULTURAL EXPRESSIONS OF SCHIZOID FEARS

Psychoanalysts are often accused of dealing with abnormal
minds, and drawing from them unjustified conclusions about
normal minds. In fact psychoanalysis shows conclusively that
this is an entirely misleading distinction. It would be easy to
demonstrate every psychopathological process from the study
of so-called normal minds alone. Nowadays many people seek
analysis not for speciiic neurotic breakdowns but for character
and personality problems, and many of them are people who
continue to hold effectively positions of responsibility and who
are judged by the world at large to be ‘normal’ people. Thus
psychopathology should be capable of throwing an important
light on many aspects of ordinary social and cultural life. This
is far too large a theme to be more than touched on here. A
few hints must suffice.

Common Milo’ Sc/zizoio’ Traits. ()ne has only to collect up some
of the common phrases that describe an introvert reaction in
human relationships to realize how common the ‘schizoid
type’ of personality is. Une constantly hears in the social
intercourse of daily life, such comments as ‘he’s gone into his
shell’, ‘he only half listens to what you say’, ‘he’s always pre
occupied’, or ‘absent-minded’, ‘he lives in a world of ideas’,
‘he doesn’t live in this world’, ‘he’s an unpractical type’, ‘he’s
difficult to get to know’, ‘he couldn’t enthuse about anything’,
‘he’s a cold iish’, ‘he’s very efficient but rather inhuman’, and
one could multiply the list. All these comments may well des
cribe people whose general stability in any reasonable environ
ment is quite adequate, but who clearly lack the capacity for
simple, spontaneous, warm and friendly responsiveness to their
human kind. Not infrequently they are more emotionally
expressive towards animals than towards the human beings
with whom they live or work. They are undemonstrative: it is
not merely that they are the opposite of emotionally effer
vescent, but rather that their relationships with people are
actually emotionally shallow. It is well to recognize, from these
schizoid types, that psychopathological phenomena cannot be
set apart from the so-called ‘normal’.

Politics. All through the ages politics has rung the changes,
with monotonous regularity, on the themes of ‘freedom’ and
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‘authority’. Men have fought passionately for liberty and inde
pendence, freedom from foreign domination, freedom from
state paternalism and bureaucratic control, freedom from social
and economic class oppression, freedom from the shackles of an
imposed religious orthodoxy. Yet at other times men have
proved to be just as willing, and indeed eager, to be embraced
in, and supported and directed by, some totalitarian organiza
tion of state or church. No doubt urgent practical necessity
often drives men one way or the other at different periods of
history and in different phases of social change. But if we seek
the ultimate motivations of human action, it is impossible not
to link up this social and political oscillation of aim, with the
‘in and out’ programme of the schizoid person. Man’s deepest
needs make him dependent on others, but there is nothing
more productive of the feeling of being tied or restricted than
being overdependent through basic emotional immaturity.
Certainly human beings in the mass are far less emotionally
mature than they suppose themselves to be, and this accounts
for much of the aggressiveness, the oppositionism, and the
compulsive assertion of a false, forced, independence that are
such obvious social behaviour trends. The schizoid person fre
quently ‘has a bee in his bonnet’ about freedom. The love of
liberty has been for so long the keynote of British national life
that what Erich Fromm (1942) calls ‘the fear of freedom’
found in totalitarianism, and in political as well as religious
authoritarianism seems to us a strange aberration. It is well to
realize that both motives are deeply rooted in the psychic
structure of human personality.

Ideology. Much has been said of ‘depressed eras’ in history,
but when one considers the cold, calculating, mechanical,
ruthless, and unfeeling nature of the planned cruelty of political
intellectuals and ideologists, we may well think this to be a
‘schizoid era’. The cold and inscrutable Himmler showed all
the marks of a deeply schizoid personality and his suicide was
consistent. The schizoid intellectual wielding unlimited politi
cal power is perhaps the most dangerous type of leader. He is a
devourer of the human rights of all whom he can rule. The way
some of the most ruthless Nazis could turn to the study of
theology was significant of a schizoid splitting of personality.
But if we turn to the purely intellectual and cultural sphere it
is not difficult to recognize the impersonal atmosphere of
schizoid thinking in Hegelianism where a purely intellec
tualized scheme expounds ‘the World as Idea’. Still more
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apparent is the schizoid sense of futility, disillusionment, and
underlying anxiety in Existentialism. These thinkers, from
Kierkegaard to Heidegger and Sartre, Hnd human existence
to be rooted in anxiety and insecurity, a fundamental dread
that ultimately we have no certainties and the only thing we
can affirm is ‘nothingness’, ‘unreality’, a final sense of triviality
and meaninglessness. This surely is schizoid despair and loss of
contact with the verities of emotional reality, rationalized into
a philosophy; yet existentialist thinkers, unlike the logical posi
tivists, are calling us to face and deal with these real problems of
our human situation. It is a sign of the mental state of our age.

SUMMARY

We may finally summarize the emotional dilemma of the
schizoid thus: he feels a deep dread of entering into a real
personal relationship, i.e. one into which genuine feeling enters,
because, though his need for a love-object is so great, he can
only sustain a relationship at a deep emotional level on the
basis of infantile and absolute dependence. To the love-hungry
schizoid faced internally with an exciting but deserting object
all relationships are felt to be ‘swallowing-up things’ which
trap and imprison and destroy. If your hate is destructive you
are still free to love because you can find someone else to hate.
But if you feel your love is destructive the situation is terrifying.
You are always impellea' into a relationship by your needs and at
once driven out again by the fear either of exhausting your love
object by the demands you want to make or else losing your
own individuality by over-dependence and identification. This
‘in and out’ oscillation is the zypical se/zizoia' behaviour, and to
escape from it into detachment and loss of feeling is the gfpieal
schizoid state.

The schizoid feels faced with utter loss, and the destruction
of both ego and object, whether in a relationship or out of it.
In a relationship, identification involves loss of the ego, and
incorporation involves a hungry devouring and losing of the
object. In breaking away to independence, the object is des
troyed as you fight a way out to freedom, or lost by separation,
and the ego is destroyed or emptied by the loss of the object
with whom it is identified. The only real solution is the dis
solving of identification and the maturing of the personality,
the differentiation of ego and object, and the growth of a
capacity for cooperative independence and mutuality, i.e.
psychic rebirth and development of a real ego.



II

THE SCHIZOID PROBLEM, REGRESSION,
AND THE STRUGGLE TO PRESERVE AN EGO.1

IN Chapter I we saw that the most easily recognizable charac
teristics of the schizoid person are his difficulties in external
object-relationships. His need to achieve relations with real
people is countered by his intense fear of this, so that after
oscillating with great anxiety between ‘in’ and ‘out’ situations,
he is driven to retreat into detachment and mental isolation.
We have now to turn to the other side of the problem. What
happens to the ego when object-relationships in real ZW break down ana’
are renounced? Among the schizoid characteristics mentioned in
the last chapter was ‘regression’ and this now calls for fuller
consideration. The schizoid has withdrawn from the outer
world and the future, and in doing so turns back, regresses to
the inner world where the past is enshrined. How deep does this
ego-regression go and what does it involve?

REGRESSIVE PHENOMENA

A number of years ago I had a patient, a professional man in
the forties, who in his own view presented only one symptom.
He was embarrassingly preoccupied with breasts and felt com
pelled to look at every woman he passed. He regarded his
schizoid shy and introverted make-up as simply natural. ‘I’m
not naturally a good mixer, not one of the sociable sort.’ He
felt that his preoccupation had something to do with the fact
that his wife was an extremely cold and unresponsive woman,
as also had been his mother, whom he always thought of
as ‘buttoned up tight to the neck’. This preoccupation with
breasts appeared to be a regressive symptom and went along
with a number of childish feelings which he intensely disliked
admitting. As analysis proceeded his dwelling on breasts dimin
ished markedly, but its place was taken by a spate of fantasies,
all of the same type, in which his interest was intense. They
went on for a number of weeks, gathering force and competing

1 This chapter is a revised version of an article in the Brit. ]. med. Psychol.,
34 (1961), PP- 223-44



50 THE SCHIZOID PERSON/\LITY
seriously with his professional work in the daytime. The general
theme, embroidered by endless variations, was that he would
retire to an isolated part of the country on the sea coast, and
there build a strong house and wall it off from the busy inland
life. No one was allowed to enter his domain and those who
tried to break in by force were miraculously kept at bay. As
contrasted with his professional and social life, his inner mental
life constituted a house of that kind inside which he lived apart,
and into which no one from the outside was ever genuinely
admitted.

The series came to a head with a tremendous fantasy of
building an impregnable castle on top of a breast-shaped
mountain, walling it round with impassable defences, and
taking up residence inside. The authorities camped round
about and tried to storm his citadel but were quite unable to
break in. He clearly felt some uneasiness about this ‘safe inside’
position, did not wish to be a totally self-made prisoner, and
arranged to emerge at times in disguise to inspect the outer
world, but no one could get in to contact him. Finally he saw
me coming up the mountain side, hurled great boulders at me
and drove me off. The fantasy shows some evidence of a wish for
a position of security at the breast, in conformity with his
symptom, but, like the fantasies that led up to it, the real theme
is retreat to a ‘safe inside’ situation. In this fantasy he oscillates
between a breast he can leave and return to, and a womb he
can get safe inside. A week or two later he suddenly broke off
analysis, using a passing illness of his wife as a reason. The
fantasies and the analysis had revealed the powerful regressive
drive that underlay his general character of schizoid detach
ment and withdrawal from real personal relationships. At that
time I regarded the fantasies as' all of a piece with the interest
in breasts, and as a further extension of regression into the
depths of infantile experience, beyond the breast into the womb
where he would be ‘safe inside’. I have now come to regard that
as an incomplete interpretation.

I am inclined to think that interpreting his preoccupation
with breasts only as regression broke down what was in fact a
defence against the Hnal regression, and led him back into the
ultimate regressive impulse to return to the JMU of the womb. By com
parison with adult life his attraction to the breast was a re
gressive phenomenon, but compared with a return to the womb
we must see it as a struggle to stay in object-relationships.
Breasts are the concern of the baby who has been born and is
staying in and reacting to the world outside the womb. His
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compulsion to cling desperately to breasts and not give them
up, was a constructive and forward-looking struggle to defeat
his powerful longing to take flight from the post-natal world,
return to the womb and be safe inside. Perhaps, if at that time
I had credited his presenting symptom with this constructive
motivation, we might both have uncovered his deep regressive
drive back to a protected passive state, and also supported in the
analysis his struggle to preserve an active, even if on that deep
level as yet only an infantile, breast-seeking ego. Perhaps he
withdrew from analysis through fear that it was betraying him
into the power of his regressive flight from active living.

I did not at that time recognize the element of determined dfy%nce
against schizoid withdrawal and regression which I now feel to be the
essential purpose mf a good many reactions which, considered from the
adult point cy” view onbf, present the appearance cy' mereb infantile
phenomena. All post-natal phenomena, however infantile in
themselves, as oral, anal and some genital phenomena are,
belong to the sphere of active ‘object-relations’ of a differenti
ated kind, and so can serve as a defence against the impulse to
withdraw into passive ante-natal security. This is a clue of far
reaching importance for the understanding of the whole range
of psychopathological experiences. The facts about regression
and fantasies of a return to the womb have long been familiar
to analysts. Nevertheless, they have never been securely placed
in the theoretical structure of psychoanalysis. Schizophrenic and
depressive states were linked by Abraham to the oral-sucking
and oral-biting phases of infancy, but fantasies of a return to the
womb have simply been taken as part of the fantasy material
of regression in general. The withdrawn schizoid states have been
loosely linked with schizophrenia in much the same way as
the ‘depressive character’ is related to ‘depressive psychosis’.
Much clinical material makes me feel that they have a more
definite significance.

EXISTING THEORETICAL CONCEPTS

The history of psychoanalysis records one major attempt to
take account of ante-natal life in a psychologically meaningful
way, namely Otto Rank’s ‘birth trauma’ theory of neurosis.
This mishred because he founded it on the assumption that a
physical trauma at birth was the origin of all anxiety. He sought
a psychoanalytic means of securing a quick unmasking and
reliving of this birth trauma in the fond hope that neurosis
would then prove amenable to rapid cure. Treatment and cure
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appeared as a process of ‘rebirth’, implying that in some sense
the neurotic personality was still ‘in the womb’. Freud exposed
the fallacy of this theory as a whole. In a letter to Abraham in
February 1924, he wrote:

I do not hesitate to say that I regard this work [of Rank] as highly
significant, that it has given me much to think about, and that I
have not yet come to a definite judgement about it .... We have
long been familiar with womb phantasies and recognized their
importance, but in the prominence which Rank has given them they
achieve a far higher significance and reveal in a flash the biological
background of the Oedipus complex. To repeat it in my own lan
guage: some instinct must be associated with the birth trauma which
aims at restoring the previous existence, one might call it the urge
for happiness, understanding there that the concept ‘happiness’ is
mostly used in an erotic meaning. Rank now goes further than
psychopathology, and shows how men alter the outer world in the
service of this instinct, whereas neurotics save themselves this trouble
by taking the short-cut of phantasying a return to the womb.
(Jvnes, 1957-)

Freud regarded this fantasy of a return to the womb as an
erotic wish all of a piece with the oedipal incestuous desire for
the mother, and as opposed by the father’s prohibition arousing
guilt. In March 1924 he wrote again to Abraham:

Let us take the most extreme case, that Ferenczi and Rank make a
direct assertion that we have been wrong in pausing at the Cedipus
complex. The real decision is to be found in the birth trauma, and
whoever had not overcome that would come to shipwreck in the
Oedipus situation. Then, instead of our actual aetiology of the
neuroses, we should have one conditioned by physiological accidents,
since those who became neurotic would be either the children who
had suffered a specially severe birth trauma or had brought to the
world an organization specially sensitive to trauma. (Jones, 1957.)

Freud rejected Rank’s views on two grounds principally, that
he found the cause of neurosis in a physical accident (thus fail
ing to give a true psychodynamic aetiology) and even then
there was no evidence that a quick unmasking of a birth trauma
could produce a rapid cure. Freud’s criticism was decisive and
yet we are no nearer to seeing the true significance of these
womb fantasies and of regressive phenomena in general. After
the publication in 1926 of Freud’s In/zibitions, Symptoms and
Anxieyf, Jones wrote to him:
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You were wise enough to do what none of us others could do: namely
to learn something from it all by allowing Rank’s views to work on
you in a stimulating and fruitful way. (Jones, 1957.)

We must continue to do that ourselves for the solution of the
problem has not yet been arrived at.

Freud regarded fantasies of a return to the womb as having
the same basic significance as the oedipal desire for the mother.
The maternal genital, breast, and womb were all to be held
alike as objects of the incest wish. Wishes for them, when
activated in adult life, constitute a progressive return to ever
earlier stages of the positive, active, infantile sexual drive. This,
I now feel, overlooks an important fact. Further, Freud regards
the ‘instinctive drive’ active in these regressions to ‘restore the
previous existence’ as ‘the urge for (erotic) happiness’. This
also, I believe, misses the real point, and in such a way as to
hide the motivational difference between fantasies of a return
to the womb, and breast and incest fantasies. Womb fantasies
cancel post-natal object-relations; breast and incest fantasies a'o not.
This fact makes an enormous dWrence to the ego, which is quite
peculiarbf dependent on object-relationships for its strength ana' its sense
of its own realiy/. Return to the womb is a flight from lw ana' implies
a gioing up fy” breast and incest fantasies which involve a struggle to go
on lwzng.

The situation revealed by the case material with which I
began shows that the patient felt quite simply that the entire
external world into which he had emerged at birth was hostile
and dangerous and he was afraid of it. If we are to use ‘instinct’
terminology, then his regressive longing to get back inside the
safe place was caused, not by incestuous longing for erotic
happiness with the mother, but by fear. It is true fear dictates
a return to the mother, but for safety rather than for pleasure.
He felt he had been born into a menacing outer world and fear
stimulated the instinctive reaction of flight, escape, withdrawal
back into the secure fortress from which he had emerged. From
this point of view it would appear that fantasies of the breast,
and of anal and incestuous genital relations with the mother of
post-natal existence, are expressions of a struggle by a different
part of the personality to ‘stay born’ and function in the world
of differentiated object-relations as a separate ego. They are a
defence against the danger of being drawn down into another
part of the personality which has ‘gone back inside’ to save itself
from being overwhelmed; for this ‘going back inside’ does very
peculiar and frightening things to the ego. What seems to promise



54 THE SCHIZOID PERSGNALITY
security in one sense is feared as annihilating in another. The wish to
return to the womb can also be felt as a wish to die. That was why my
patient provided for his emergence in disguise, at least to in
spect, to keep up some contact with, the outer world. Rank was
close to the ultimate problem in psychodynamics but hit on the
wrong solution, in repudiating which Freud, in turn, failed to
hit on the right one. The point of view from which the problem
could be solved, a point of view arising out of the study of
schizoid phenomena, had not then emerged. We saw in Chapter
I that Fairbairn does (to quote Freud) ‘make a direct assertion
that we have been wrong in pausing at the Oedipus complex’.
He traces trouble deeper, to a failure to outgrow infantile de
pendence. ‘Regression to the womb’ is the profoundest expression
of infantile dependence, when a weak infantile ego cannot cope
with an inadequate or traumatic environment. ‘The real
decision is to be found’ (Freud) not in the birth trauma but in
the psychological signyicance of the ultimate regressive longing. Is it
mere escape or a secret hope of rebirth in greater strength?

Since 1924 much work has been done on the early years of
infancy. Melanie Klein carried intensive analytical investiga
tions back into F reud’s pre-oedipal period. She showed that
‘persecutory anxiety’ antedates ‘depressive anxiety’, and that
the infant of the first few months is capable of fear so intense that
it can amount to fear of death in the absolute sense of annihila
tion. It is true that Klein regarded this fear of destruction as due
ultimately to fear of the internal working of the hypothetical
death instinct and therefore as a basically endopsychic pheno
menon. However, Freud’s speculative theory of a death instinct
met with little acceptance among analysts, and was rendered
unnecessary by the genuinely new development of Klein’s
‘internal objects theomf. This, and her view of the intense _#far that
can dominate the infant in the earliest period are indispensable for
solving the problem of the profoundest regression underlying
schizoid states.

Three other contributions bear vitally on our problem, those
of Winnicott and Balint from the clinical, and Fairbairn from
the theoretical point of view. In this section we are concerned
with theory and F airbairn’s revision of psychoanalytical theory
appears to me to be a necessary framework within which this
problem can be understood. He transferred emphasis from in
stincts to the self or ego which owns them, and from impulses to
the object-relationships within which they become active. He
did this under pressure from his clinical work with schizoid
patients, and was led beyond depression to the schizoid state
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as the basis of all psychopathological developments. A ‘per
sonal’ rather than a ‘psychobiological’ theory eventuated.
Freud’s analysis cy' the ego is a conceptualization of depression--a
theory of endopsychic structure as essentially a matter of ego
and superego control and /or repression of raw id-impulses of
an anti-social order. Guilt, ultimately in an unconscious form,
is the dynamic of the process and the real source_of resistance to
psychotherapy (Freud, 1923). By contrast, Fairbairn’s anabfsis of
the ego is a conceptualization fy” the schizoid process, and meets the
demand that process makes for a theory of endopsychic struc
ture which makes intelligible the ‘ego-splitting’ that schizoid
withdrawal involves. Here the dynamic is not guilt but simple
fear. Since schizoid withdrawal is, in the first place, from a bad
frightening outer world, Fairbairn does not regard the infant’s
psychic life as almost wholly endopsychically determined in the
way Klein did.

He regards the infant as from the start a whole, unitary,
dynamic ego or psyche, however primitive, reacting to his
object-world, development being determined by the kind of
reception he meets. External object-relations determine the
start and future course of endopsychic development in the
structural sense. The pristine psyche of the infant is not an
unintegrated collection of ego-nuclei, nor is it objectless and
purely autoerotic. The work of Klein in fact outmoded both
those elements of the original psychoanalytic theory, though she
wavered on the first point. F airbairn is explicit that the infant
from the start is a whole, if primitive, dynamic egol with a
unitary striving, at hrst dim and blind, towards the object
relationships he needs for further ego-development. It is an in
fantile ego of this kind, already a whole human being in essence,
in however elementary a way, that we must conceive of as
capable of experiencing the intense ‘persecutory anxiety’, the
sheer fear, that Klein found could characterize the very first few
months of life. Jones wrote:

Dr Fairbairn starts at the centre of the personality, the ego, and
depicts its strivings and difhculties in its endeavour to reach an object
where it may find support . . . a fresh approach in psycho-analysis.
(Fairbairn, 1952a, preface.)

Fairbairn’s tlzeogf of endopsychic structure enables us to conceptualize
regression as witlzdrawalfrorn a bad external world, in search fy” security
in an inner world. It can be seen as the essence of the schizoid

1 But see page 272 for a qualification of this view.
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problem and as the deepest element in all psychopathological
development! He points out that the problem of the schizoid
individual is that his withdrawal in fear results in an inability
to effect genuine relationships with personal objects, a fear
which is so great, and which leads to a consequent isolation
which tends to become so absolute, that in the end he risks the
total loss of all objects and therewith the loss of his own ego as
well. It is a grave question whether schizoid withdrawal and
regression will lead to rebirth or actual death. His attempt to
save his ego from persecution by a flight inside to safety creates
an even more serious danger of losing it in another way. This is
the indispensable starting-point for the study of regression. It is
illustrated with startling clarity by the dream of a University
lecturer of a marked schizoid intellectual type:

I took off from the earth in a space ship. Floating about in empty
space I at first thought it was marvellous. I thought ‘There’s not a
single person here to interfere with me’. Then suddenly I panicked
at the thought ‘Suppose I can’t get back’.

The schizoid person can withdraw so thoroughly into himself
that he fears losing touch altogether with his external object
world, which is possible. A young wife, who had become deeply
schizoid in early childhood through sheer maternal neglect, was
faced with the coming into the home of a loud voiced and
domineering mother-in-law. She said simply: ‘She scares me.
I feel I am just going miles away. It’s frightening. Ifear I’ll get
so far away I can’t get back. I fear I’ll go insane.’ She had to
ring me several nights in succession to keep in touch and allay
fear.

It is at that point that the schizoid person begins to face
the danger of the depersonalization of his ego-of-everyday-life,
along with the derealization of his environment, and he faces
the appalling risk of the loss of definite self hood, a psychological
catastrophe that may lead to suicide, which may primarly be a
longing for escape, but may end in death. The patient f1rst cited
had good reason to provide for his emergence in disguise to
contact reality outside his castle. Yet this was not ‘contact’ but
only ‘observing from a detached standpoint’. He had no real
relationship because he was afraid to let the outer world get
in, to contact him. Apart from psychotherapy, regression and
schizoid withdrawal are one and the same thing. Though

1 In Chapters VIII and IX we shall consider what is an even more
ultimate problem which Winnicott investigates, namely how does the infant
arrive at a sense of ‘being’, and get a start in ego-development at all.
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regression is a search for safety, it is only safe if there is a real
person to regress with and to. Melanie Klein was influenced by
Fairbairn’s work on the schizoid problem and adopted his
term ‘schizoid’ as an addition to her own term ‘paranoid’ to
describe the earliest developmental ‘position’, antedating the
later ‘depressive’ position. The combined term ‘paranoid
schizoid’ position is not, however, strictly accurate. just as the
‘depressive position’ is guilt-burdened, so the ‘paranoid position’
is fear-ridden. The ‘schizoid position’ is still deeper, for an in
fantile ego has withdrawn, seeking safety inside away from
persecution, or is resolutely seeking to achieve this.

‘Paranoid’ and ‘schizoid’ represent ‘danger’ and ‘flight’
respectively. Klein holds that failure to work through this total
situation renders the child unable later to solve the problems of
the depressive position, so that he may regress to and reactivate
the earlier problems, as a defence against the pain of un
resolvable depression. Klein regarded the ‘depressive position’
as the central one for development, the stage at which what
Winnicott (195 5b) calls ‘ruth’ or ‘concern’ for others arises, and
the development of moral feeling in the civilized person. The
earlier paranoid and schizoid or persecuted and withdrawn
positions are pre-moral and allow of no concern for others. The
question of defence, however, can work the other way round.
The paranoid individual faces physical persecution (as in dreams
of being attacked by murderous figures) and the depressed indi
vidual faces moral persecution (as, for example, in feeling
surrounded by accusing eyes and pointing fingers), so that
Klein regards both positions as setting up a primary form of
anxiety. In fact, most individuals prefer to face either depres
sive anxiety (guilt) or persecutory anxiety (amoral fear), or an
oscillation between them, rather than face the extreme schizoid
loss of everything, both objects and ego. Both persecutoyf anxiety
and depressive anxiety/ are object-relations experiences, while the schizoid
position cancels object-relations in the attempt to escape from anxiety ay”
all kinds.

Though schizoid withdrawal and regression are fundamentalbf the
same phenomenon, they have different meanings for different parts
of the total self. From the point of view of the central ego, i.e.
the conscious self or everyday living, withdrawal means total
loss. From the point of view of the part of the self that has with
drawn, it is not ‘loss’ but ‘regression’ or retreat backwards inside
the small safe place, as represented in the extreme by the
fantasy of a return to the womb. We must therefore allow for
three basic developmental positions, schizoid (or regressed), paranoid (or



58 THE SCHIZOID PERSONALITY
persecuted) and depressed (or guilt-burdened); and the paranoid
and depressed positions can both be used as a defence against
the schizoid position. When an individual is inwardly menaced
by an involuntary schizoid flight from reality and depersonal
ization (as when too deep fear is too intensely aroused) he will
Hght to preserve his ego by taking refuge in internal bad-object
fantasies of a persecutory or accusatory kind. Then, unwittingly
projecting these on to outer reality, he maintains touch with the
world by feeling that people are either plotting his ruin or
criticizing and blaming him for everything he does. Fairbairn
classes the paranoid reaction with the psychoneurotic reactions
as techniques for the manipulation of internal objects as a
defence against the primary dangers of schizoid apathy and
depression, and places the main emphasis on the underlying
‘schizoid position’ as determinative of all subsequent develop
ment. We may agree that the ‘depressive position’ is decisive for the
moral, social and civilized development ofthe irgfont, while the clinical
material I present appears to me to confirm Fairbairn’s view
that schizoid phenomena, and the flight from object-relations, are more
signyicdnt for illness than depression, are more frequently pre
sented clinically, and that the schizoid position is the vital one
for development and for psychopathology.

THE SCHIZOID QUEST FOR COMPROMISE IN
HUMAN RELATIONS

Womb fantasies and /or the passive wish to die represent the
extreme schizoid reaction, the ultimate regression, and it is
the more common, mild characteristics which show the extra
ordinary prevalence of schizoid, i.e. detached or withdrawn,
states of mind. Before we study these more common manifesta
tions it may be well to look frankly at the extreme case. A girl of
1 1 began to find life simply too much for her and sought sup
port in increasing dependence on her mother. She was taken
to hospital and treated by discipline to correct this ‘hysteric
attempt to control the family’. After a few weeks she said to her
mother, ‘I can’t go on. I wish I could faint and wake up inside
your tummy.’ She was taken home in an exhausted state and at
once fell into a deep sleep from which she only partially roused
at intervals for several days. Keeping this profound regression
in mind, let us turn to its commoner forms. In Chapter I, I used
the term ‘in and out programme’ to describe the dilemma in
which schizoid people find themselves with respect to object
relationships. They are caught in a conflict between equally
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strong needs for, and fears of, close good personal contacts, and
in practice often find themselves alternatively driven into a rela
tionship by their needs and then driven out again by their fears.
The schizoid person, because of his fears, cannot give himsebf
fully or permanently to anyone or anything with feeling. His
most persisting object-relationships are emotionally neutral,
often simply intellectual. This plays havoc with consistency in
living. He tends to be unreliable and changeable. He wants
what he has not got, and begins to lose interest and wants to
get away from it when he has it. This particularly undermines
friendships and love relationships but can become a general
discontent with most things. ‘Absence makes the heart grow
fonder’ is true of schizoid people unless too much fear is roused,
and then it turns love to hate. The schizoid individual can often
feel strong longings for another person so long as he or she is not
there, but the actual presence of the other person causes an
emotional withdrawal which may range from coldness, loss of
interest and inability to find anything to say, to hostility and
revulsion: ‘presence makes the heart grow less fond’. Many a
patient complains that he carries on long conversations with the
therapist ‘in his head’ but his mind goes blank when he is in the
session. So the schizoid person is liable to be constantly ‘in and
out’ of any and every kind of situation.

He usually has a rich and active fantasy life, but in real life
is often tepid and weak in enthusiasm, is apt to suffer from in
explicable losses of interest, and feels little zest in living. Yet
deep inside he has particularly intense needs. He can live in
imagination but not in the world of material reality from which
he is primarily withdrawn into himself. He wants to realize his
dreams in real life but if he finds a dream coming true externally
he seems to be unaccountably unable to accept and enjoy it,
especially if it concerns a personal relationship. One spinster
patient had longed for years to marry and at the age of forty was
able to develop her first serious friendship with a male. He was
an excellent man in general but a rather reserved bachelor and
not very forthcoming as a lover. As long as she was not sure how
much he cared for her, she impatiently and often angrily
desired him to be more demonstrative. In fact she did draw him
out and then it suddenly dawned on her that he really did want
her, and she at once took fright, lost interest, and became
critical and off-putting. A crisis developed in her which ex
ploded in one session the moment she entered the consulting
room. She stood in the middle of the floor and said in a tense
voice: ‘I can’t come near you. Don’t come near me. I’ll have to
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go away, miles away, and live all alone.’ I asked her what she
was afraid of and she replied: ‘If you get close to people you
get swallowed up, you go inside.’

Here was a striking expression of the claustrophobic reaction
to close relations that the schizoid person experiences, and
which had kept her lonely all her life. She had earlier speculated
as to which of two male acquaintances she would like to marry
if she had the chance, and said: ‘Whichever one I chose, I
would immediately feel it ought to be the other one.’ The
schizoid person dreads that a close relationship will involve loss
of freedom and independence. This predicament leads to many
variations of reaction. To be ‘in’ with one person, it may be
necessary to have someone else to keep at a distance. To remain
‘in’ with the marriage partner, may necessitate being ‘out’ with
the children or parents ; or to be ‘in’ with one child may involve
being ‘out’ with another one. Sometimes it leads to deep-seated
fluctuations of moods with the same person, varying from
periods of warm emotion to other periods of coldness and dis
tance. No consistent full free warmth of affection can be
achieved. This claustrophobic reaction to any genuine close
relationship is seen in the dream of a female patient that her
sister was being very loving and affectionate to her and she was
enjoying it; then suddenly she felt panicky and thought ‘We’re
getting too close, it’s dangerous, something dreadful will hap
pen’, and she broke away. This ‘in and out’ policy, alternately
dictated by needs and fears, has serious effects on sexual re
lationships in marriage so that a man may only be able to risk
sexual relationships with a woman he is not ‘tied’ to and does
not really love, while he is unconsciously inhibited by deep
fears of too close a bodily relationship to the woman he does
love. He splits himself into a mental self and a bodily self, and
if he is ‘in’ with the mind he must be ‘out’ with the body,
and vice versa. He cannot commit the whole of himself to one
person.

Schizoid persons are extremely liable to fear good and loving
relationships more than bad and hostile ones, the reason why
they face such exceptional difficulties in personal relationships.
As soon as they feel they are getting close to someone they ex
perience an automatic and sometimes catastrophically un
controllable withdrawal of all positive feeling accompanied by
great fear. This more commonly appears in the milder form of
unaccountable loss of interest. Thus two male patients revealed
a history of broken engagements. The engagements were made
on the crest of a wave of strong emotion and almost immediately
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a, state of panic and alarm supervened to make them rush to
break it off. Their reaction was ‘I feel trapped, doomed’. The
fundamental fact, through all these varieties of behaviour, is
that however much the schizoid person tries to make contacts he is also
always withdrawing.

The fundamental schizoid fear, which is expressed by patients
with monotonous regularity as the dread of being ‘smothered’,
‘stifled’, ‘su{'Iocated’, ‘possessed’, ‘tied’, ‘imprisoned’, ‘swal
lowed up’, ‘dominated’, ‘absorbed’ if a close relationship is
risked, is often experienced in vaguer general forms. Thus the
safeguarding of independence, even to being unable to accept
any suggestion or tolerate any advice, becomes quite an ob
session. It begets a fear of committing oneself to anyone or any
thing in any way. People will change clothes, houses, jobs,
interests, as well as chopping and changing in friendships and
marriage. Indecision is a typical result. Sudden enthusiasms are
followed by loss of interest. One patient reported what is in fact
quite a common symptom. He said, ‘I can’t really settle myself
to read a book. I think “I’d like to read that” and I start it.
just when I begin to enjoy it I lose interest and think “Oh! I
don’t want to go on with this. I’d rather read that other book.”
I’ve got six books all on the go together just now, and can’t give
myself properly to any one of them to hnish it.’ The bibliophilic
Don Juan is likely to collect and possess books without reading
them. This schizoid fear of full self-committal accounts for much
inability to concentrate attention in study.

In Chapter I we considered the ‘alternating in and out policy’
as leading to drastic withdrawal, but this makes life extremely
diflicult, so we find that a marked schizoid tendengf is to qfect a
compromise in a haMway-house position, neither in nor out. The
famous Schopenhauer parable, adopted by Freud, of the porcu
pines, illustrates the position accurately even if its account of the
motivation is too limited. A number of porcupines huddled to
gether because they were cold, but found that they pricked each
other with their quills and so drew apart again. They went on
in this ‘in and out’ fashion till ultimately they established a
mean distance where they were not quite so cold but also did
not prick each other. One patient says: ‘I live on the edge of
life all the time, in a state of muted feelings, neither very miser
able nor really happy. I don’t enter into anything enough to
enjoy it.’ Another patient says: ‘I’m a chronic non-joiner. I go
to the meetings or lectures of some society and quite like them
up to a point, but as soon as someone asks me to join I never go
again.’ A third patient, with extensive philosophical interests,
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says: ‘I’m an adept at the art of brinkmanship. In group dis
cussion I don’t put forward a view of my own. I wait to hear
what someone else will say and then I remark “Yes, I rather
think something like that”, but I’m thinking “I don’t really
agree with him”. I won’t belong to a recognized school of
thought yet I have a dread of going out into the wilderness and
standing alone, on some dehnite views of my own. I hover half
way. It has stopped me doing any creative work.’

Thus, the schizoid person’s needs plus fears of good relation
ships drive him to ring the changes on being in and out with
the same person or thing, being in with one and out with another,
or compromising in a half-way position, neither in nor out.
Unless skilled help is available to enable the person to grow out
of his fears of good relationships, the compromise position is
often the best remedy for it is more practically workable than
disruptive oscillations. During the course of treatment the
patient may have to fall back on this compromise, as it were for
a breathing space, from time to time while the anxieties of close
relationships are being faced. Yet in this compromise position
people live far below their real potentialities and life seems dull
and unsatisfying. If we could pursue this problem into a mass
study of human beings in their everyday existence, we would
probably be shocked at the enormous number of people who
cannot live life to the full, and not through any lack of means or
opportunity, but through lack of emotional capacity to give
themselves to anything fully. Here is a cause of boredoms, dis
contents, dissatisfactions, which are often disguised as economic
and social but which no economic or political means can cure.
The person with schizoid tendencies usually feels that he is
‘missing the bus’ and life is passing him by, and it eases his mind
superhcially if he can find a scapegoat. One patient who lived
an unnecessarily restricted life, partly because his withdrawn
ness involved him in travel phobias, fantasied that he was living
at a small wayside country station on the moors, on the side of
a main railway line, and all the mainline traflic rushed through
and past but never stopped there.

It is far more common to find people exhibiting mild traits
of introversion, and poor affective contact with their outer
world, than exhibiting signs of true depression, and as Fair
bairn pointed out (1952) most people, when they say they are
depressed, really mean that they are apathetic and feel life to
be futile-the schizoid state. The poor mixer, the poor con
versationalist, the strong silent man, the person who lives in a
narrow world of his own and fears all new ideas and ways, the
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diflident and shrinking and shy person, the mildly apathetic
person who is not particularly interested in anything, the person
of dull mechanical routine and robot-like activity into which
little feeling enters, who never ventures on anything unfamiliar,
are all in various degrees withdrawn and out of the full main
stream of living. One patient dreamed that he was in a small
boat in a backwater off a main rushing river. It was choked
with weeds and he was struggling without success to get his
boat out into the current. Such people have but little effective
emotional rapport with their world. They are in the grip of fear
deep down and remain drawn back out of reach of being hurt.

On the other hand, this fundamental detachment is often
masked and hidden under a facade of compulsive sociability,
incessant talking, and hectic activity. One gets the feeling that
such people are acting a somewhat exhausting part. Patients
will say ‘I feel vaguely that I’m play-acting and that my life
isn’t real’. The jester or comedian or the person who is ‘the life
and soul of the party’ in public is often ‘depressed’ in private.
Schizoid shallowness of feeling in the part of the personality that
deals with the outer world in everyday life is the cause of in
ability to find much real satisfaction in living. The emotional
core of the personality is withdrawn from the self that lives in
the external world. The outer self, like a skilled actor, can act
even an emotional part mechanically while thinking of other
things. A middle-aged woman patient discovered in the course
of analysis that she did not need the spectacles she was wearing
and discarded them. She said: ‘I realize I’ve only worn them
because I felt safer behind that screen. I could look through it
at the world.’ A somewhat common schizoid symptom is the
feeling of a plateglass wall between the patient and the world.
Another patient says: ‘I feel I’m safe inside my body looking out
at the world through my eyes.’ One is reminded of the Greek
idea of the body as the prison of the soul, one of many marks of
a schizoid mentality in the Greek intellectualist view of life.
Winnicott’s account of the split between the psyche and the
soma throws much light on this. The healthy personality does
not feel to be in two parts, one hiding from the world within the
other, but whole, all of a piece, and active as a unity.

Both the part of the personality which is deeply withdrawn
and out of touch, and the part of the personality left to maintain
some shallow and precarious contact with the outer world,
depleted of emotional vitality, are withdrawn, but the former
more profoundly so. The deeply withdrawn part of the whole
self is profoundly ‘schizoid’, extensively ‘cut off". The ego of
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everyday life is not so fully cut off. It maintains a mechanical
rather than an emotional contact, and tends to feel affectively
devitalized, emptied even to the risk of depersonalization.
Dreams in which the patient is only an observer of the activities
of others are fairly common. An unmarried woman in the
thirties dreamed that she stood at a little distance and watched
a man and woman kiss, became terrified, and ran away and hid.
In her first position she was considerably withdrawn but not
entirely out of touch. In her second position she was completely
cut off. In fact, patients maintain both positions at the same
time in different parts of their total selt; and the process of with
drawal in successive stages through _/%ar emerges as a major cause of
what we have come to call ‘ego-splitting’, the loss Q” unity fy' the se#

This state of affairs creates two problems. The part cy" the self
that struggles to keep touch with lwjeels intense fear of the deeper and
more secret, withdrawn MM which appears to be endowed with a great
capacizyf to attract and draw down more and more ry" the rest fy” the
personaligf into itseM Hence extensive dfgfences are operated against it. If
those defences fail, the ego of everyday consciousness experi
ences a progressively terrifying loss of interest, energy, zest,
verging towards exhaustion, apathy, derealization of the en
vironment, and depersonalization of the conscious ego. It be
comes like an empty shell out of which the living individual has
departed to some safer retreat. If that goes too far, the central
ego, the ordinary outer world selt; becomes incapable of carry
in on its normal life, and the whole personality succumbs to a
full-scale ‘regressive breakdown’.

Fortunately, there are several ways in which life in the outer
world can be kept going in spite of a considerable measure of
withdrawal ofthe vital feeling-self. Ways of living can be devised
which do not depend on immediate vitality of ‘feeling for’
the object-world. Three such ways are common. The schizoid
intellectual lives on the basis of ‘thinking’, the obsessional
moralist on the basis of ‘duty’ and the ‘organization-man’ on
the basis of carrying on automatically in a fixed routine. If the
emotionally withdrawn person can by such means ward off a
great deal of the impact of real life, and prevent its pressures
from playing on the secret inner fear-ridden feeling-life, then a
relatively stabilized schizoid character may result, a human
being who functions as an efficient robot within a restricted and
safe conception of how life is to be lived. Life is the pursuit of
truth, not love, the thinking out of an ideology; and ideas be
come more important than people. He tends to hold the Greek
rather than the Christian view of life, and the scientific rather
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than the religious view. In religion theology is exalted above
love of one’s neighbour. In politics, a party creed is exalted
above humane feeling, so that people have to be ‘done good to’
and forced to accept the right kind of social order for their own
interest even if many of them have to be killed in cold blood to
make the rest accept this nostrum.

This outlook can easily slip over into the unswerving per
formance of ‘duty’ in a rigidly conceived way, doing the ‘right
thing’ according to one’s own fixed conception without regard
to human realities, or concern for the feelings of others; much
as Graham Green’s ‘Quiet American’ created havoc everywhere
by the way he ‘acted on principle’. Cr again life may be re
duced to simply carrying on the usual routine, doing the obvious
thing, in a mechanical manner, seeking not even to think, being
in a cold neutral state of mind that freezes everyone around
but is safe for the person concerned. All degrees of this kind
of stabilization of the schizoid personality occur, from mild
tendency to fixed type.

The schizoid intellectual is a particularly important type,
for he can become a serious social menace especially if he comes
to political power. Highly abstract philosophy seems unwit
tingly designed to prove Descartes’ dictum, ‘Cogito, ergo sum’,
‘I think, therefore I am’, the perfect formula for the schizoid
intellectual’s struggle to possess an ego. A natural human being
would be more likely to start from ‘I feel, therefore I am’, Even
the schizoid person can become rapidly convinced of his own
reality for the time being by feeling angry, whereas his thinking
is usually a not very convincing struggle to hold on to a some
what desiccated personal reality. This happens when a person
cannot go to sleep but lies awake ‘thinking’. Thus a patient
suffering from a very traumatic bereavement felt ‘emptied’ and
would ward off attacks of depersonalization in the night by lying
awake for hours just thinking. She said it did not seem to matter
what she thought about so long as she continued to think. When
an elaborate ideology is fanatically defended it is usually a sub
stitute for a true self

Behind all these methods by which the schizoid person
struggles to save himself from too far-reaching a withdrawal
from outer reality with its consequences of loss of the ego, lies the
hidden danger of a secret part of the personality which is
devoted to a fixed attitude of retreat from life in the outer world.
It is the part of the total self that most needs help and healing.
Its two most extreme expressions are regressive breakdown and
fantasies of a return to the womb or a passive wish to die. In

SP 'C
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face of this internal threat, the business of maintaining an ego
is fraught with unceasing anxiety. The schizoid problem is an
‘ego’ problem. Like the British army at Dunkirk, the too-hard
pressed child retreats to save himself from annihilating defeat,
so that back in a protected security he may recover strength,
an analogy which suggests that the schizoid withdrawal, if we
understand it aright, is a healthy phenomenon in the circum
stances which initiate it. By retreating back ‘inside the safe
place’, the British army gained the chance to recover and lived
to fight another day. Winnicott holds that under stress the infant
withdraws his real self from the fray to await a better chance of
rebirth later on (I955a). Yet this retreat to save a ‘hidden ego’
also goes a long way to undermine the ‘manifest ego’ which ex
periences it as a threat of breakdown or death. This is the
problem presented for solution by schizoid data.

CAUSES AND STAGES OF SCHIZOID WITHDRAWAL

(1) Fear ana' Flight from External Reality. The most pathological
schizoid withdrawal takes place astonishingly early, in the first
year of life. It can, of course, occur at any time of life as a
generalized reaction, but the more it is found to be structurally
embedded in the personality the earlier it originally occurred.
It can then, certainly, be intensihed and consolidated all
through later childhood and evoked by pressures in real life at
any time, but there is little doubt that in the beginning it is
associated with what Melanie Klein called ‘persecutory anxiety’
and ‘the infantile anxiety situations’. It is a ‘fear and flight’
reaction in the face of danger. In Chapter IX we must con
sider the fact that at first the infant cannot distinguish between
subject and object, self and breast. In this chapter we start
with the infant aware of an outer world, and trace the process
by which he comes to live in two worlds at once, outer and
inner.

The view of the later Freud and of Klein that the ultimate
source of the danger is wholly internal, a ‘death instinct’, innate
active aggression working inwardly, threatening destruction
against the primary psyche, has found no general acceptance.
It would be unscientilic to fall back on such a speculative idea
when satisfactory clinical analysis is available. The view of the
earlier Freud that psychopathological development began, not
with innate aggression but with the libidinal drives of the sexual
instinct aiming at erotic pleasure and proving to be incom
patible with social reality, at least implied that the source of the
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trouble was more in the environment than in the infant. The
world into which the infant was born could not tolerate his
nature and his needs and he came up against painful frustra
tions. However, this view does not cover all the facts.

Fairbairn takes a wider view of libidinal need as not limited
to the sexual but embracing all that is involved in the need for
personal relationships, on however simple and primitive a level
at the beginning; the goal of libidinal need is not pleasure but
the object (at first the breast and the mother). The frustration of
libidinal need fir good object-relations both arouses aggression and in
tensyies libidinal needs till the infant _/‘ears his love-needs as destructive
towards his objects. In the later ‘depressive position’ which Winni
cott calls the stage of ‘ruth’ or ‘concern for the object’ this
would lead to guilt. But at this earliest stage it leads to the schizoid
withdrawal, a simplefear reaction, away from the danger of devouring
and there]%re losing the love-object. Schizoid persons have given up
the outward expression of needs, while also being haunted by
the fear of losing love-objects. One patient says: ‘I can’t make
moderate demands so I don’t make any at all’, and another
insists ‘I lose everyone I love’. Y et the schizoid,/ear is not so much
on behaQ' of the object as on behalf cy" the ego and the consequences to it
gf losing the object. Here lies the difference between the moral and
the pre-moral level of development. The schizoid personality
is basically on a pre-moral level; hence the horrifying callous
ness schizoid people can manifest. It is not in accordance with
Fairbairn’s psychodynamic outlook to treat these libidinal needs
as discrete entities demanding satisfaction in and for them
selves. They are the needs of an ego. Since the need for an object
arises from the fact that without object-relations no strong
ego-development is possible, we must conclude that the satis
faction of libidinal needs is not an end in itself but is anexperi
ence of good-object relationships in which the infant discovers
himself as a person, and his ego-development proceeds firmly
and self-confidently. Fairbairn’s view brings out the question
of ego-growth in weakness or in strength as the background of
all problems arising out of fears, conflicts and withdrawals over
frustrated needs.

Deprivation of needs is, however, not the only cause of
schizoid withdrawal, and Winnicott emphasizes what seems to
be an equally primitive situation. Not only must the mother
meet the infant’s needs when he feels them, but she must not
force herself on him in ways and at times that he does not want.
That constitutes ‘impingement’ on the as yet weak, immature
and sensitive ego of the infant. He cannot stand this and shrinks
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away into himself. There are many other sources of ‘impinge
ment’ in loveless, authoritarian and quarrelsome families and
often sheer fear is aroused in the tiny child. F airbairn also
stressed in private conversation that trouble arises not only over
the child’s needs for the parents, but also over the parents’
pressures on the child who is often exploited in the interests of
the parents’ needs, not the baby’s. The startle-reaction to
sudden loud noise is perhaps the simplest case of fear at im
pingement, and such impingement experiences, particularly at
the hands of parents, begin the building up of basic impressions
that the whole outer world is not supporting but hostile.

judging by the reflexion of these early events in the psycho
pathology of adults, this factor of impingement and pressure
of a hostile environment, bearing to an intolerable degree on
the tender infant mind, is the true source of ‘persecutory
anxiety’, of fear of annihilation, and of flight back inside, of
withdrawal of the emotionally traumatized infant libidinal ego
into itself out of reach of the dangerous outer world. What an
adult may do consciously, as in the case of a wife who felt that
her husband was inconsiderate and said ‘I built a wall round
myself so that I should not be hurt’, the infant does instinc
tively. He takes flight inwards from the outer world. Fear of
deprived and therefore dangerous active oral-sadistic libidinal
needs belongs to a higher level, that of the struggle to remain in
object-relationships. It precipitates withdrawal in two ways,
however, through fear of devouring and losing the object, and
through fear of retaliation and of being devoured by the object.
This latter fear may develop into guilt and the fear of punish
ment. Withdrawal from direct frightening impingement by
the object in the first place is more primitive. Deep fear
enforced withdrawal from object-relations is then to a regressed
passive level of a womb-like state inside. Severe schizoid states
disclose a total fear fy’ the entire outer world, and deprivation and im
pingement combine. The world is a frightening emptiness when it does
not respond and meet the infant’s needs, and a frightening persecutor
when it activebr and huryfully impinges. The infant cannot develop a
secure and strong ego-sense either in a vacuum or under intolerable
pressure and he seeks to return to a vaguebf remembered earlier sa_/% place,
even though in fact he can onbf withdraw into isolation within himseM

With one patient, a doctor, suffering from apparent ‘depres
sion’ which was really apathy, indifference, and loss of zest for
work, the analytical uncovering of a clear-cut castration fear,
led to an outbreak of apathy, loss of interest and energy so
serious that for a time he could hardly carry on his daily work.
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It was a herculean effort to get himself out of bed and one day
he was quite unable to get up. He lay in bed all day, curled up
and covered over with bed-clothes, refusing food and conversa
tion and requiring only to be left alone in absolute peace. That
night he dreamed that he went to a confinement case and found
the baby sitting on the edge of the vagina wondering whether
to come out or go back in, and he could not decide whether to
bring it out or put it back. He was experiencing the most deeply
regressed part of his personality where he felt and fantasied a
return to the womb, an escape from sheer fear of castration, not
by father but by mother and aunt. The whole family life had
been one of anxiety, a nagging mother, a drinking father, quar
relling parents, pressure on the child to be ‘no trouble’ from
babyhood, and then as he grew older a mother and aunt who
made actual and literal castration threats, sometimes as a joke,
sometimes semi-seriously: ‘if you’re not a good boy I’ll cut it
off’, accompanied by half gestures towards the little boy with
knife or scissors which terrified him. But that well-founded
castration complex, which brought back a wealth of detailed
memories, was but the end-product of all the child’s memories
of a mother whose basic hostility to him he had always sensed.
His serious schizoid-regressive illness was the result of a with
drawal into himself which must have taken place first at an
extremely early age to escape intolerable impingement by his
family life.

Deprivation of libidinal neeals ana' separation anxiety' play their part
along with impingement in provoking withdrawal, not onbf by intensi
jjfing needs till they seem too dangerous to express, but also by the threat
ty' emptying the ego. Une very schizoid agoraphobic patient re
acted primarily to gross neglect and rejection by her mother
in her first year. Outwardly the position improved at about one
year when a neighbour said ‘Excuse me, Mrs X, but you only
take notice of your older child, you never take any notice of
the baby.’ The mother’s guilt then made her subject the baby
to oppressive attention, but the damage was done. Before the
vacuum changed into a smothering environment the mother’s
emotional withdrawal from the child had been met by the
child’s emotional withdrawal from the mother. She developed
so-called epileptic iits in the flrst year, which faded out into
‘dizzy turns’. They must have represented the collapse of her
conscious ego, as what Winnicott would call her ‘true self’ took
flight from a world in which she could find nothing by which
she could live. In after years, when the patient’s husband was
called up for military service, this represented at bottom her
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mother’s desertion of her and she broke clown in acute anxiety,
could not be left alone, and remained house-bound, withdrawn
from life and ‘safe inside’. Late in analysis, when she felt she had
got back to her early childhood, she reported a dream. ‘I was
small and I pointed a brush at mother like a magnet to draw
her to me. She came but said “I can’t be bothered with you,
I’m going to help Mrs So-and-So.” I felt a terrible shock, like
an electric shock, inside-“So you didn’t want me”-as if the
bottom dropped out of me, life seeped away and I felt emptied.’
Did that ‘shock’ represent her original ‘epileptic fits’? During
that same night she dreamed that she ‘just fell, collapsed’, and
in fact she did do that next day. The importance of an object
relationship for the maintenance of the ego, both in real life
and in psychotherapy, is clear from the dream in which this
patient fell.

She dreamed that she met a woman and asked her the way , when
the woman did not answer she ‘just fell’. Then she was with me and
I took her hand ‘to warm her up’, i.e. bring her back to life.

One seriously schizoid male patient who had to sit during
sessions so that he could see me, at times would begin to fade
away into unconsciousness, a process which was only arrested
if I held his hand till he felt securely in touch again.

Imlbingement, rejection, and deprivation of needs for object-relation
ships must be bracketed together as defining the traumatic situation
which drives the infant into a retreat within himseyf in search cy” a
return to the womb. Probably deprivation in the sense of ‘tan
talizing refusal’ leads to active oral phenomena while impinge
ment, and deprivation as ‘desertion’, lead to shrinking away
inside into a passive state.

(2) A Two-stage Withdrawal, From External and Internal Bad
Objects. The previous section describes the origins of the first
stage of what appears to be a two-stage retreat from bad-object
relationships. This initialescape is from the outer material
world into an inner mental one. But contact with the object
world cannot be given up, especially at this early stage, without
threatening to lead to loss or emptying of the ego. Thus part
of the total self must be left to function on the conscious level
and keep in touch with the world of real external objects. If that
were not done, and relationship with outer reality were wholly
given up, the infant would presumably die. Thus a ‘splitting’
of the hitherto unitary, pristine ego occurs, into a part dealing
with the outer world (Freud’s ‘reality-ego’ and F airbairn’s
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‘central ego’) and a part that has withdrawn into the inner
mental world.

The withdrawn part of the total self must also, however, keep
in object-relationships if it is to maintain its experience of itself
as a definite ego. ‘Psychic reality’, instead of registering the
active function of dealing with the outer world, becomes a
‘place’ to live in. As Melanie Klein has shown, the infant inter
nalizes his objects and builds up an inner world of object
relations. Fairbairn regards the infant as internalizing his
unsatisfying objects in an effort to master them in inner reality
because he cannot master them in the outer world. In the
result, however, they are felt to be as powerful and terrifying
in inner reality as in outer, a ‘Hfth column’ of internal perse
cutors or saboteurs who have infiltrated into the inner world
where the infant has sought relief inside himself from pressure.
A serious predicament has arisen. On the face of it no further
retreat seems possible and a series of fresh manoeuvres are
made. Fairbairn has described these in terms of ‘obj ect-splitting’
and ‘ego-splitting’ processes, which build up the structure of
the inner world in terms of endopsychic object-relations. The
internal unsatisfying object is split into its three main aspects,
libidinally exciting, libidinally rejective, and emotionally
neutral or good and undisturbing. The last or Ideal Object is
projected back into the real object and what has all the appear
ance of an external object-relationship is maintained with it by
the central ego, the ordinary ego of everyday living. Neverthe
less, this is not a properly objective relation, for the object is not
fully realistically perceived but only experienced in the light of
a partial image projected from inner reality. Thus, once some
measure of schizoid withdrawal has been set up, such contact
with the outer world as is maintained is defective and governed
by the projection of partial and over-simplified images of the
object: a fact constantly demonstrated by the poor judgment
of others, the over- or under-estimation of either good or bad
qualities, commonly displayed by people.

Then, while the real object (the actual parent) is unrealisti
cally idealized, his or her exciting and rejective aspects remain
as distinguishable and separate fantasied objects of the infant’s
need for relationships in the inner world. Thus, the unity of
that part of the ego which has withdrawn inside away from
outer reality becomes split into an ego attached to the exciting
object and an ego attached to the rejecting object. just as
the exciting object arouses libidinal needs while the rejecting
object denies them, so the attachment to the exciting object
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results in a libidinal ego characterized by ever-active and unsatis
Hed desires which come to be felt in angry and sadistic ways;
and the attachment to the rejecting object results in an anti
libidinal ego based on an identification which reproduces the
hostility of the rejecting object to libidinal needs. Inevitably the
libidinal ego is hated and persecuted by the antilibidinal ego
as well as by the rejecting object, so that the infant has now
become divided against himself. This is easy to recognize in the
contempt and scorn shown by many patients of their own needs
to depend for help on other people or on the analyst. It is seen
also in the fear and hate of weakness that is embedded in our
cultural attitudes. The internal persecution of the libidinal ego
by the antilibidinal ego is vividly seen in the dream of a male
patient.
He was sitting in an armchair in my room wanting to relax, but at
the same time he was also standing behind the chair looking down
on the ‘him’ who was sitting in the chair, with an expression of hate
and hostility and raising a dagger to kill the needy weak self.

At this stage, the part of the ego which has withdrawn from
outer reality has now created for itself a complex inner world
of objects both exciting and persecuting. The existence of these
internal objects enables the parts fy" the ego which maintain relations with
them to retain ego-sense. It seems evident that the real need which
dictates the creation of Melanie Klein’s world of internal
objects, good and bad, and the resulting processes of ego-split
ting described by Fairbairn, is not simply the urge to master
the object but the vital need of the psyche to retain an ego
sense. This can only be done by maintaining object-relations
at least in the inner mental world, after withdrawing in that
part of one’s personal life from the outer material one. So long
as a continuing fantasy life can be kept going by the libidinal
and antilibidinal egos, the ego is kept in being though cut off
from outer reality. At one time the libidinal ego is sadistically
fantasying the incorporation of its exciting object in inner
reality; at another the antilibinal ego has possessed itself of
the sadism, and along with the rejecting object fantasies crush
ing or slave-driving the masochistically suffering libidinal ego.
According to Fairbairn, internal objects are psychic structures
just as much as partial egos are. The total psychic self ‘imper
sonates’ objects to itself in the inner world so as to retain ego
identity in fantasied relations. Though this kind of inner life
results in states of acute ‘persecutory anxiety’, the ego is still in
being; it has not succumbed to depersonalization after breaking
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off emotional rapport with objects in real life. This is indeed
the rationale cy" the creation ana' maintenance cy” the Kleinian internal
objects world: it is a a’¢y%nce against ego-loss, which shows why it is so
hardfor the patient to give it ap. In withdrawing from the outer
world, the ego would lose itself in a vacuum of experience, if it
could not create for itself an inner psychic world.

Yet the position of the withdrawn ego is little bettered, for its
enemies have infiltrated into its safe retreat where they are even
harder to get away from than before. Freud realized this when,
in the early days of psychoanalysis, the sources of internal
dangers were thought of as ‘instinct-derivatives’. He stressed
that the ego cannot escape from what is actually a part of inter
nal reality. This, however, turns out not to be entirely true; or
at least it is indubitably true that the ego makes one further
attempt to escape from the intolerable internal pressures put
upon it by its post-natal world of bad objects. It is the libidinal
ego which is the part of the originally whole and now split ego
in which the persecutory pressure is felt; and clinical facts have
suggested to me that it repeats, in face of the internal bad-object
world, the same manoeuvre that was made by the whole ego
when it sought to withdraw from the external bad-object world.
It leaves part of itself to carry on such relations as are possible,
in sadomasochistic terms, with the exciting and rejecting objects
of the internal fantasy world, while the traumatized, sensitive
and exhausted heart of it withdraws deeper still. The evidence
provided by regressive behaviour, regressive symptoms and
regressive dreams and fantasies, shows that this most deeply
withdrawn ego feels and fantasies a return to the womb, safe
inside the ‘fortress’ from which it probably still has some dim
memory of having emerged. Only thus can we account for the
distinct and separate functioning of an active oral infantile
libidinal ego tied to a terrifying world of internal bad-object
relations, and of a passive regressed libidinal ego concerned only
with an imperative need to escape and be ‘safe inside’ and giv
ing up all definite object-relations in favour of an enclosing
protective environment. It is the irresistible pull of this regressed
ego under certain circumstances that precipitates the schizoid
breakdown in the most extreme cases, but its powerful pull
manifested in the teeth of stubborn resistance and defence
accounts for all the tensions and illnesses that arise out of this
desperate struggle to possess and to retain an ego.

I first made this suggestion of a final split in the libidinal ego
itself, in an article on ‘Ego Weakness and the Hard Core of the
Problem of Psychotherapy’ (1960) (see Chapter VI) and traced
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out some of its consequences in the closing section of Personality
Structure and Human Interaction (1961). Here I have sought to give
fuller clinical evidence for this view. In addition to the two
levels of ego-splitting which Fairbairn describes, namely, Hrst,
that between the central ego in touch with the outer world and
a withdrawn ego in the inner world, and, second, the further
splitting of this withdrawn ego into the libidinal ego and the
antilibidinal ego, there is a third and ultimate split in the libidinal
ego itseM It divides into an active sado-masochistic oral ego which con
tinues to maintain internal bad-object relations, and a passive regressed
ego which seeks to return to the antenatal state of absolute passive
dependent security. Here, in quietude, repose, and immobility it
may find the opportunity to recuperate and grow to a rebirth,
as Winnicott (1955a) holds. This regressed ego may come to
seem identical with what Winnicott calls the ‘true self’ put into
cold storage to await the chance of rebirth in better conditions.
But we may have to distinguish between potentialities never
yet evoked and a frightened ego that has fled back. I do not feel
sure whether the regressed ego feels itself to be ‘frozen in cold
storage’ (frozen in fear perhaps) or whether it feels hidden in
the deepest unconscious in the warmth of a hallucinated intra
uterine condition. Some patients appear to feel one way and
others the other. The dream of a University lecturer which
shows how little his academic life had touched his deeper men
tality, illustrates this two-stage retreat:

I was on a tropical South Sea Island and thought I was all alone.
Then I found it was full of white people who were very hostile to me
and surged at me. I found a little hut on the shore and rushed into
it and barred the door and windows and got into bed.

He has retreated from civilization to his lonely island (his
internal world) only to find that his bad objects, white people,
are still with him. So he makes a second retreat which is a
complete regression. In defence against this he had twice suc
cumbed to a manic psychosis followed by a depressed, apathetic
state. The fact that this manoeuvre involves a splitting of the
withdrawn libidinal ego into two is seen in another dream:

The patient was in the analyst’s consulting room. There were two
little boys in the room whom he wanted to send out, but the analyst
was looking after them and wished them to remain. They sat to
gether on chairs; one was unnaturally alert and watchful, keeping in
touch with everything that went on, while the other had a. dull
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expressionless face and took no notice of anything at all, but was
completely withdrawn.

Here are the active oral ego and the passive regressed ego,
along with the central ego, i.e. the patient in his familiar every
day self, sitting apart in an armchair. But his antilibidinal ego
was in concealed partnership with the central ego and hostile
to the children, i.e. to both parts of the split libidinal ego.

We have, therefore, as we saw in the last section, at least
three possible causes of very early arousal of an intense impulse
to withdraw from immediate relationship with the outer world,
into a mentally interior life, namely: (cz) Tantalizing nyfusal by
those responsible for the infant to satisfy his libidinal needs.
This arouses hungry impulses so powerful as to be feared as
devouring and destructive. Oral sadistic needs are then re
pressed and the external object is given up. Libido and aggres
sion are withdrawn into the inner world. (b) Impingement of a
hostile aggressive object or situation arouses direct fear of an
overpowering outer world, and evokes withdrawal as a flight
into the inner world. (0) Rgeeiion and neglect, non-recognition or
desertion, by the outer world, all that is implied in Winnicott’s
comment that ‘schizophrenia is an environmental deficiency
disease’, leaves the infant facing, as it were, a vacuum in which
it is impossible to live. He turns away from it into himself,
withdraws into an inner world which must, however, itself be
empty even of persecutory and tantalizing internal bad objects,
owing to the poverty of initial real life experience. (I have
stated on p. 66 that I do not accept the Kleinian view that
bad objects originate in an inherited, innate factor, a death
instinct.) In this case the danger of ego-loss and depersonaliza
tion is at its maximum; (a) and (12) precipitate the split of the
libidinal ego into an active oral sadistic libidinal ego struggling
on in an internal bad objects world, and a passive regressed
libidinal ego in flight from it; (e) leads to the experience of
emptiness inside and out, and probably leads to the most pro
found regression of all, which the patient can experience as
dying and death. No doubt all three of these causes coalesce in
different degrees in various types of schizoid state. Patients do un
doubtedly maintain persecutory anxiety as a defence against
the development of a feeling of ‘fading out into nothingness’.

(3) Regression to a Symbolic Womb. Since this regressed ego is
the basis of the most dangerous and undermining psychopatho
logical developments, it is as well to reflect on the fact that
it is in itself a necessary, reasonable, and healthy reaction to
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danger. Something is wrong primarily not with the infant but
with the environment. The problems arise from the fact, not
that what the frightened and regressed infant seeks is psycho
pathological in itself, but that it is something that, however
realistically needed, he ought not to be driven to want, and in
any case is exceedingly difficult to obtain in any substitute form
once the actual womb has been left. The primitive wholeness of
the ego is now lost in a fourfold split, a depleted central ego
coping with the outer world, a demanding libidinal ego inside
persecuted by an angry antilibidinal ego (the Kleinian internal
world), and Hnally a regressed ego which knows and accepts
the fact that it is overwhelmed by fear and in a state of exhaus
tion, and that it will never be in any fit state to live unless it can,
so to speak, escape into a mental convalescence where it can
lie quiet, protected, and be given a chance to recuperate. This
is exactly clinically manifested in the case of the I I-year-old girl
cited on page 58.

I have heard Fairbairn’s scheme of endopsychic structure
criticized as too complicated (though we do not criticize physics
on such grounds). The criticism is not valid. Of F reud’s scheme
Colby (1955) writes:
There are . _ . theoretical disadvantages to the id-ego-superego
model. Today its simplicity makes it insufficient to conceptualize
specifically enough the manifold functions of psychic activity .... In
psycho-analysis our knowledge has increased in such a way that to
subsume the complexities of psychic activity under three undivided
categories is to stretch generalizations perhaps too far.

The complexity describes the terrible disintegration that can
be forced on the tender and weak infantile ego if it is subjected
to pressures it is too immature to bear. Freud wrote in his last
book:

The weak and immature ego of the first phase of childhood is
permanently damaged by the strain put upon it in the effort to ward
off the dangers that are peculiar to that period of life (1940).
He further states:

The view which postulates that in all psychoses there is a split in the
ego could not demand so much notice, if it were not for the fact that
it turns out to apply also to other conditions more like the neuroses
and, finally, to the neuroses themselves. (I94o.)

Fairbairn’s scheme reduces to order the tangled mass of self
contradictory reactions presented to us as clinical material, and



STRUGGLE TO PRESERVE AN EGO 77
reveals this permanent damage to the immature ego in the form
of the ‘ego-splitting’ of which Freud speaks. The additional
structural complexity that I have added is called for by clinical
data that we have long failed to include properly in any struc
tural scheme. It conceptualizes the ultimate desperate bid made
by the overtaxed infant to save himself; a move which per
petuates thereafter what we may call a ‘structural head
quarters of fear’ in the personality as a basis for the danger of
regressive breakdown in later life. It may be well to say
explicitly that these endopsychic structural differentiations are
not to be regarded as separate entities into which the psychic
whole is fragmented as if it were a material object. They are
clearly recognizable different aspects of the functioning of the
complex psychic whole, however much they at times shade off
into each other. At times their distinctness is quite startling.

The regressed ego denotes, not a freely available generalized
‘fear and flight’ reaction but the deepest structurally specgic part
fy” the complex personality, existing in a settled attitude of fear, weak
ness, withdrawal, and absolute dependence not in the active post-natal
iry'antile sense but in a passive ante-natal sense. It represents the most
profoundbf traumatized part cy” the personaligf and is the hidden cause of
all regressive phenomena from conscious escapist fantasies to com
plete schizoid apathy, unless its need is understood and met;
but there lies the greatest difliculty and challenge to therapy.
In a letter to me dated 1 January 1960, Fairbairn accepted this
extension of his structural theory. He wrote:

I consider your concept of the splitting of the libidinal ego into two
parts-an oral needy libidinal ego and a regressed libidinal ego-as
an original contribution of considerable explanatory value. It solves
a problem which I had not hitherto succeeded in solving.

Winnicott wrote on 31 October 1960:

Your split in the libidinal ego seems to have a lot in common with
my ‘hidden true self’ and the ‘false self built upon a compliance
basis’ (a defence in illness, and in health simply the polite self that
does not wear its heart on its sleeve). I do think that research can
usefully be based on these ideas that are in the air and which you
are developing in your own way.

It is a pleasure to quote these two writers to whose pioneering
work in theory and therapy I owe most for stimulus. I would
think that Winnicott’s ‘false compliant self in health’ corre
sponds to the central ego of F airbairn and his ‘false compliant
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self as a defence in illness’ corresponds to Fairbairn’s anti
libidinal ego, especially in its function of hating weakness. This
to me especially seems to warrant the term ‘false self ’.

How can the need of the exhausted regressed ego for recuperation in
and rebirth from a reproduction of the womb-state be met at all, and
how can it be met without the risk of undermining the central ego of
eoemfday living? That seems to be the ultimate problem for p.9»cho
therapy. There is evidence that in some cases it can be done,
though we have almost everything to learn about this process.
At least it is safe to say that it cannot be done without the aid
of a psychotherapist, i.e. the setting up of a therapeutic object
relationship. This is the significance of Winnicott’s work on
‘therapeutic regression’. The limitations of psychotherapy
hitherto must be the result of this problem not having been
recognized earlier. When the individual is left to himself, he
can only do what he was driven to do as a child, struggle to
repress his regressive trends by developing a hard and hostile
attitude to any ‘weakness’ in himself, i.e. develop an anti
libidinal ego which is really the child’s determined effort to
keep himself going by being independent (see Chapter VI).
If his regressed ego becomes irresistible he can only provide for
it by a regressive illness. Perhaps, if he did not give in to that in
time and compel his environment to take responsibility for him
he would die of psychic self-exhaustion. The psychotherapist
must help the patient to Hnd a way of substituting a controlled
and constructive regression for an uncontrolled and involuntary
one in the form of an illness that might be an irretrievable dis
aster for the patient’s real-life status. But I believe that this also
cannot be done without the aid of a psychoanalytical psycho
therapist; for the main obstacle to the patient’s accepting a
constructive regression in treatment is his own antilibidinal ego
which needs the closest analytical uncovering. The final aim cy'
this therapy is to convert regression into rebirth and regrowth. This must
result from the regressed ego finding for the iirst time an object
relationship of understanding acceptance and safeguarding
of its rights, with a therapist who does not seek to force on
the patient his preconceived views of what must be done, but
who realizes that deep down the patient knows his own business
best, if we can understand his language. But before the prob
lem of therapy can be solved we must understand how the
patient’s struggles to save himself form a resistance to the true
therapy.
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THE FIGHT AGAINST REGRESSION

(1) T/ze Determined Drive Backwards. We have stated that, ZW to
/zimse% the individual can only either provide for his regressed
ego in the extreme case by illness, owing to the practical difli
culties of providing for it in any other way, or else seek to sup
press it as an internal danger threatening to undermine his
adjustment to real life in the outer world. The vague influence
of a regressed part of the total self is easy to recognize in many
people as an attitude of getting through life with as little trouble
as possible, getting out of things if they can, and having to
push themselves to do what they must. One woman passing
middle age, who had functioned adequately and brought up a
family, experiencing anxiety all her life without any break
down said: ‘Now and again I feel I can’t cope and will have to
give in.’ She had a recurring dream of drowning. Generally a
sustained if automatic effort is made over the years to stave off
regression in any more definite sense, though many people have
a history of periodic breakdowns, say every four or five years,
with minor signs of nervous strain and tension in between. In
many cases, however, very vigorous defences of an antilibidinal
nature (antilibidinal towards the self even when apparently
libidinal towards others) are built into the personality and
direct very energetic if over-tense drives into real life.

The individual from the beginning has had to cope with the
problem himself. No one has really known or understood what
was going on in the child, and so far as his deeper life was con
cerned he had to bring himself up and manage himself in
secret. Hence the self-centredness and introversion of schizoid
persons. Life becomes a long, hidden, tension-filled struggle
against regressive trends. Tremendous tension can be masked
by a calm exterior, but is often not masked, breaking out
physically if not in other ways. Melanie Klein and Fairbairn
treat the psychoneurotic states as defences against the psychotic
dangers of schizoid apathy and depression. If, however, the
deepest danger is regression to passivity, we must regard all
states, psychotic as well as neurotic, in which an ‘active’ ego
struggles and suffers, as defences.

The ultimate characteristic of the regressed ego is dependent
passivity, the vegetative passivity of the intrauterine state which
fostered original growth and can foster recuperation. Nature
heals in a state of rest. That is the goal. Nevertheless, the
regressed ego shows great energy and activity in pursuit of its
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goal, an activity in reverse that carries it not into life but out of
it. There is a great deal of research to be done on various aspects
of regression, for, clinically, the picture presented is confusing.
One comes across states which suggest that there is a regressed
ego which feels itself to be already ‘in the womb’ and oblivious
to all else, or if not in a warm safe hiding place then completely
withdrawn, immobilized in fear, and having never emerged
since the first drastic schizoid retreat in infancy. Some patients,
after long analysis, can find themselves suddenly totally ‘cut
off’ and living in the deepest, most hidden schizoid part of
their total self which they have at last contacted and must live
in and with, till they regain emotional rapport with the outer
world at that deep level. Again, a regressed ego, which in itself
seems quite dissociated, exerts a powerful pull on the rest of the
personality, drawing it down while it resists frantically. Yet
again, at times the whole self seems to have become a regressing
ego, showing great energy in a drive backwards towards the
goal not as yet reached; and sometimes the regressed ego is
fantasied as in the womb and resisting every effort to force it
to a premature rebirth.

Thus a male patient in his thirties dreamed that
he was working, doing business correspondence at a table, when he
suddenly felt an invisible and irresistible pull emanating from a pale
passive invalid in the bedroom.

Only after a tremendous struggle was he able to break the spell
and save himself from being drawn in there. Here the regressed
ego is ‘pulling’ the central ego down into itself and success
would mean breakdown into illness such as this patient had
already experienced once. But the other aspect of the situation
was revealed in a dream of the same patient during his earlier
illness:

He was driving a peculiar car, which was closed in with no proper
outlook on his side. In the passenger seat was another man with a
definite personality who could see out more clearly. ‘Driving blind’,
he felt that they ought to have been somewhere else, taking part in
some activity that involved duties and responsibilities, but he was
gleeful that they were not and he was driving away taking the other
man with him.

Here the regressing ego is sweeping the central ego away out of
the pressures of active life in a determined but blind drive into
oblivion and passivity, i.e. breakdown. Just as the first dream
represents a successful later effort to resist another breakdown
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into illness, the second one represents the original breakdown
in full career.

Once the regressed ego feels itself to have reached its goal of
retreat deep inside the hidden, womb-like state of the deepest
unconscious, the central ego seems to have little success in
drawing it out again. Thus an unmarried woman in middle life
dreamed:

She was watching a child-birth, but the baby could not be got out.
Its head emerged but then it stuck fast, and even ropes tied on to it
and passed through the window and fastened to horses who were
driven to pull failed to drag it out.

This patient was telling herself that she could not force her
regressed ego to a rebirth. In this state some patients manage
to carry on routine living in a de-emotionalized, cold, mechani
cal way. This patient felt exhausted with the Hght to keep her
central ego functioning. Some patients exhibit more the deter
mined drive backwards into regression or the pull of their
regressed ego on the rest of their personality, others give the
impression that a part of their personality has for long been
inaccessible and hidden away quite out of touch with outer life.
I am inclined to feel that in every case there is a deeper part of
the original ego split off and hidden in a state of regression
corresponding to what Winnicott calls the ‘true self’ hidden
away in safe storage to await a favourable chance of rebirth.
But his concept may include both a regressed ego awaiting rebirth
and unevoked potentialities which have never _yet emerged. The more
active phenomena of the ‘pull and drive’ to regression may
represent the conflicts set up in the psyche over the effects on
the whole, of the existence of a profound regressed ego origina
ting in very early life. This creates, from the point of ~view of
external living, a struggle between longings for, fears of, and
resistances against breakdown. The ‘struggle to preserve an ego’ has
two aspects: the struggle to preserve the central ego fy' eveU1da_y li/ie from
being undermined by regression, and the struggle to preserve the basic
libidinal ego, the core of the personality, from being crushed b_y over
powering outer reality or lost irretrievabbf when it withdraws deep
within out cy" reaeh of being hurt.

This latter aspect of the problem emerges in tragic self
contradictoriness in the problem of schizoid suicide. The long
ing to die represents the schizoid need to withdraw the ego from
a world that is too much for it to cope with. Whereas depressive
suicide is the result of an angry destructive impulse, schizoid
suicide is the result of apathy towards real life which cannot be



82 THE SCIHIZOID PERSONALITY
accepted any longer. All available energy goes into a quiet but
tenacious determination to fade out into oblivion, by means of
gas, hypnotic pills or drowning. One patient expressed the long
ing to die at a time of great stress and I suggested that what she
wanted was not destruction, non-existence, but escape into
warmth, comfort, and being almost but not quite unconscious.
She said ‘That’s it; just conscious enough to be aware of being
warm and safe, like having gas at the dentist’s to escape pain,’
which appeared to her ‘like a very pleasant way of dying’.
Unfortunately, in practice, more is achieved than is intended
and the patient may die and lose the chance of rebirth.

(2) The Need to Save the Ego by Internal Object-relations. Once
the fear-dictated retreat from outer reality has been set up, the
schizoid individual has two opposed needs both of which must
be met unless death is to supervene: the need to withdraw from
intolerable reality and the need to remain in touch with it, to save the ego
in both cases. This is what enforces the final ego-split into an active
sujléring and a passive regressed libidinal ego. The flight into regres
sion begets a counter-Hight back into object-relations again. But
this return to objects must still compromise with fear and the
need to remain withdrawn. This leads to the creation of an
object-world that enables the ego to be both withdrawn, yet
not ‘in the womb’, the Kleinian world of ‘internal objects’,
dream and fantasy, a world cy" object-relationships which is also
withdrawn ‘inside’ out cy” the external world. This, par excellence, is the
world fyfpsychoneurotic and psychotic experience. Sometimes the flight
back from deep regression to objects in the sense of ‘internal
objects’ appears to go further and become a return to the exter
nal world itself But close inspection shows this to be illusory.
It is not a return to the actual reality of external objects as such
in their own right, but a projection on to them of the internal
world of fantasy objects, which accounts for the unrealistic
reactions of psychotic and psychoneurotic patients to real
people. Nevertheless, it is evidence of a struggle to remain in
touch with the outer world. Living in the internal fantay/ world
and the projected fantagf world both constitute a defence against
loss of the ego by too complete regression and depersonaliza
tion, while remaining in varying degrees withdrawn from
external reality which is still felt to be hostile.

This type of defence, however, has its own dangers. Over and
above the ultimate danger of ego-loss by schizoid depersonal
ization, there are three further dangers of ego-loss that arise in
this mid-region of defensive activities: (i) The flight back to
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objects is at Hrst a return to the bad objects from whom escape
was originally sought. Bad object-relations at Hrst safeguard the
separate identity of the ego by setting it in clear opposition to
its object, a defence much used. The frightened person becomes
quarrelsome, but this may go too far and get out of control,
mounting up to persecutogf anxiegi in the inner world and the
schizophrenic fear of being torn to pieces. There appear to be
two ways of escape from this schizophrenic terror of disintegra
tion of the ego under persecution by internal bad objects or
under the pressures of real life experienced in the internal per
secutory set-up. (ii) The flight to good objects gives rise to
another perilous situation for the ego. The basic attitude to
good objects is already fixed as a panic-stricken flight inside for
safety. Even short of that, the relation to a good object is so
much one of fear-enforced infantile dependence that it feels
smothering, as already noted. Thus claustrophobic anxiety) arises, to
be distinguished from (iii) the schizoid fear of ego-loss by deper
sonalization, the typical state to which the central ego in touch
with the outer world is reduced when all vitality has been
drained out of it by too complete regression. This could lead to
death and total ego-loss. The claustrophobic fear of being stifled
by being shut in is the price to be paid for seeking safety through
Hight back inside. The active ego is in danger of being lost by
reduction to a state of passivity in which no self-expression is
now possible.

Thus no objects involve the fear of ego-loss by depersonaliza
tion, bad objects involve the fear of ego-loss by disintegration
under destructive persecution, good objects involve the fear of
the loss of the active ego by imprisonment in smothering pas
sivity. (iv) Une further possibility remains, a compromise between
bod and good objects. If one hates good objects instead of bad ones,
there will not be the same danger of retaliation by the object
and also smothering is avoided. But now a fourth danger
appears. If one hates a good object the ego feels fear, not only
for itself but for the object. Guilt will arise and with it Klein’s
‘depressive anxiegf’ in place of the more primitive ‘persecutory
anxiety’. Ambioolent object-relations involve fear of loss of the ego
for all practical purposes through the paralysis of depression,
in which state the ego dare not do anything at all for fear of
doing wrong. The good object becomes an accusatory object
and the ego feels morally persecuted. We may thus grade the
dangers to which the ego feels exposed. The ultimate and worst
danger is that of total ego-loss, represented in consciousness
by depersonalization, and by such profound apathy through
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schizoid withdrawal and regression that death would ensue.
Against this danger the defence of resort to bad object-relations
tends to over-develop, and leads either to schizophrenic terror
of disintegration under violent persecution, or depressive par
alysis under merciless accusation and pathological guilt. Never
theless these two psychotic dangers arise out of the opera
tion of the defence of bad object-relations against the ultimate
schizoid danger.

With the claustrophobic anxiety of being shut in and stifled
in good object-relations we ascend to the level of what Melanie
Klein and Fairbairn agree to regard as the defence of psycho
neurosis against psychosis. Thus the claustrophobic fear of
being stifled is the least virulent danger to which the ego is
exposed. Its overcoming, so that good object-relations can be
accepted without fear, even when in order to secure the rebirth
of the deepest regressed ego they must involve a measure of
passive dependence at first, is the obvious line of advance to the
psychotherapeutic goal. This complex situation in its entirety
is illustrated in the early sessions of a patient who, prior to
analysis, had suffered a paranoid-schizophrenic illness. During
the opening sessions she oscillated violently between hopes and
fears concerning myself. ‘You’ll let me down, you’ll walk out
on me, you don’t feel any real concern about me, you’ll tell me
my attitudes are all wrong’ ; or else, in defence against her fears,
‘I hate you, I feel furious with you, I could murder you’, and
then at other times ‘When I come here I’m numb, I can’t feel
anything.’ It was a sign of progress when, after two months, she
could say: ‘The other night I felt you did care about me and I
was near to tears.’ This was soon followed by ‘I feel I hate you
and myself when I think I creep and crawl to you and depend
on you.’ Here are the serious difficulties of an utterly insecure
ego rushing from one kind of relationship (in the transference
situation) to another more in the hope of escaping dangers than
of finding security. The inner situation is brought out plainly in
her dreams at this time:

People were pushing into my room and I was trying to keep them
out. Then I rushed out into a church, flung myself at the feet of the
Mother Superior and asked to enter a convent.

Here is a powerful regressive flight from bad objects (especi
ally a persecuting father) into the maternal womb and the
practical danger of an undermining flight from life. To counter
act this she turns the good mother, who in being a refuge might
swallow up her personality, into a bad object from whom, by
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antagonism, she can maintain her separateness. Thus in another
dream:

I was with mother in the bedroom and got furious. She said ‘You
can go to bed’. I said ‘I can do that any time’. Then she was on a bike
coming at me. I pulled her on the ground and said ‘There, enjoy
your masochistic pleasures’.

But this hate of her good objects frightened her, for in a third
dream she excluded herself altogether from the good protective
situation:

There was a party at my Minister’s house. I wanted to go but was
not invited. I rushed in hoping not to be noticed but his wife saw me
and said ‘You’ve not been invited. You can’t stay.’ I was in despair.

But rather than have no objects at all, and having run into
difficulties with both good and bad ones, she turned in a fourth
and fifth dream to ambivalent morally persecutory situations:

I was bending over waiting to be caned: and, more explicitly, Mother
and father were smiling and arranging for me to be beaten. I felt
‘Ohl well, its belonging to home anyway’.

She mentioned that in a previous treatment with a psychiatrist
she had attacked him to make him control her forcibly, ‘like
Daddy did’. This patient would say at various times: ‘Which
ever way I turn, I feel there’s no way out.’

THE PSYCHOTHERAPY OF THE REGRESSED EGO

The problems of psychotherapy are reserved for Part IV.
This chapter deals with diagnosis, not treatment, and only a
brief word can be said about psychotherapy at this _point.
Usually, it is a very long time before the patient can consist
ently accept and bring to the analyst the regressed, passively
dependent ego. The analysis of antilibidinal reactions against
not only active but also passive needs, constitutes, I believe,
the most important part of ‘analysing’. I have seen real im
provement appear and be retained when what Winnicott calls
‘therapeutic regression’ at last comes to be understood and
accepted. I shall explore the difficulties of arriving at that con
structive stage in Chapters VI and VII. This approach to thera
peutic analysis shows that the cause of trouble is not to be found
simply in the vicissitudes of separate instinctive drives which
operate in antisocial ways, but in the basic weakness of the
infantile ego perpetuated in a fear-ridden state. Infantile fear,
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regressive flight from reality, and resulting ego-weakness in the
face of the real outer world are at the bottom of all personality
disorders. Our natural impulse-life is not normally antisocial
but becomes such through the forced self-assertion and even
violence of an antilibidinal attempt to over-compensate weak
ness. The one important exception is the unwitting ‘ruthless
ness’ of the healthy infant’s need of mother, as Winnicott
describes it. Cur greatest need is to understand more about the
earliest stages of strong ego-development and of the ways in
which it is prevented, or promoted.

The hope and possibility of the rebirth of the regressed ego
is the obvious final problem raised in the interests of psycho
therapy. I cannot see that we know very much about it as yet.
Winnicott has opened a pathway that many research workers
will tread before the problem is mastered. I have found encour
aging results with several patients who, each in his or her own
different way, have been able to find security for their regressed
ego in the psychotherapeutic relationship. There appear to be
two aspects of the problem. The Hrst is the slow growth out of
their antilibidinal (Freudian sadistic superego) persecution of
themselves; they need to unlearn their ruthless driving of them
selves by ceaseless inner mental pressure to keep going as
‘forced pseudo-adults’ and to acquire the courage to adopt more
of the understanding attitude of the therapist to the hard
pressed and frightened child within. Simultaneously with this
there goes a second process, the growth of a constructive faith
that if the needs of the regressed ego are met, first in the relation
to the therapist who protects it in its need for an initial passive
dependence, this will mean not collapse and loss of active
powers for good and all, but a steady recuperation from deep
strain, diminishing of deep fears, revitalization of the person
ality, and rebirth of an active ego that is spontaneous and does
not have to be forced and driven; what Balint calls ‘primitive
passive dependence’ making possible ‘the new beginning’.
Finally we must stress that regression and illness are not the
same thing. Regression is a flight backwards in search of
security and a chance of a new start. But regression becomes
illness in the absence of any therapeutic person to regress with
and to.



III

THE REGRESSED EGO, THE LOST HEART
OF THE SELF, AND THE INABILITY

TO LOVE

Swnmagf fy” C/zapters I ana' II

THE lirst two chapters have sought to build up, from the
outside inwards, a clinical description of the schizoid per
sonality and character. Melanie Klein spoke of the ‘anxiety
situations of early infancy’ and it is these that start up the pro
cesses of schizoid development. We use the term ‘fear’ in general
for a short, sharp, intense, and directly object-related reaction,
an aa' hoe reaction to a bad object or a bad-object situation.
Similarly we use the term ‘anxiety’ in general for a persisting,
pervasive fear state that arises out of a prolonged danger
situation. In pathological anxiety the danger situation is an internal
one, ultimatebf t/ze jear of ego-breakdown, past fears having so
determined the development of the personality structure that
they both infect new object relationships, and also operate in an
internal fantasy life, undermining the personality both inside
and out. We have seen how too early and too intense fear and
anxiety in an infant who is faced with an environment that he
cannot cope with and does not feel nourished by, sets up a
retreat from outer reality, and distorts ego-growth by a power
ful drive to withdrawal and passivity.

We have seen how this leads to acute conflict between the
struggling operative conscious ego of everyday living and the
retreat backwards in search of protection and security; with the
basic nature of the infant, the ‘natural self’ with its will to live
hidden behind the conflict, unevoked, unborn. In an adult
facing external danger, the flight to safety can be carried out
realistically and physically. The infant cannot take literal
flight, and can only take flight in a mental sense, into an
attempt to create and possess an hallucinated or fantasied
safety in a purely psychic world which is part of his own ex
perience, an inner world split off from the realities of everyday
living. We have seen how this enforced split in the ego through
having to live in two worlds at once, inner and outer, drives
the growing ‘person’ to seek compromise positions in an attempt
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to hold on to both worlds. These compromises are found in
various ways of living half in and half out of object-relation
ships. We saw further that the creation of an internal fantasy
world can itself be used as one of the most significant of these
compromises, so that we have to distinguish between healthy
and pathological fantasy. Healthy fantasy is basically a pre
paration for action in the outer world. In pathological fantasy
the psychic self creates for itself a means of keeping touch with
fantasy objects while remaining largely withdrawn from real
ones. An unfeeling, and in extreme cases automatic, ego is left
to take care of external situations. Since, however, anxiety
situations cannot be kept out of even this private inner world,
it precipitates a final split in the infantile ego which permits a most
secret hidden core ofthe se# to regress cornpletebf into what is probably
an unconscious hallucinated reproduction of the intrauterine condition.
At least, that is what is sought, though the result may be ex
perienced as afear of dying. Certainly severe hysteric, schizoid,
and psychotic patients act out this condition. A regressed part
of the total ego has gone back into the womb driven by an
intensity of fear that is absolute, an ever-present threat. The
most explicit dream expression of this I have come across was
produced by a grandmother in her late fifties. For many years
she had converted the most intense unconscious anxiety into
hysterical bodily symptoms and remained outwardly remote,
calm, and unfeeling. After a very long analysis she dreamed:

I opened a steel drawer and inside was a tiny naked baby with wide
staring expressionless eyes.

This is the problem we must now explore.

The Cause ry' Schizoidisrn

Hinsie, writing of ‘The Schizophrenias’ (1944) said:

The mental deviation known as schizophrenia is an outgrowth of a
special set of personality traits that is called schizoidism, which is but
a name used to designate that type of person who lives essentially
within himself, who shuns reality for reverie. He is an introvert,
loosely connected with the members of his family. He is emotionally
selfish, or, as we say, pre-eminently narcissistic, self-loving. He cannot
abandon the centre of the infantile stage in favour of later, integrated
behaviour.

This seems to imply some element of judgment and social
disapproval. The schizoid person is ‘selfish . . . narcissistic . . .
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self-loving’. The term ‘self-loving’ is particularly unfortunate,
iirst because those who hate themselves cannot love others, and
second because the schizoid person usually thinks very poorly
of himself in his inner thoughts and is in a state, not of com
placent self-love, but of consuming anxiety for his very existence
as a proper person. He may often produce superficial attitudes
of superiority but only as a defence against feeling inferior.
His narcissistic self-preoccupation is enforced by his fears for
the stability of his ego. If this is not apparent, it is because he is
managing to get along with so little feeling at all. He keeps
detached from human relations in varying degrees while
keeping his frightened sense of utter isolation repressed and
unconscious. He is afraid equally of being with or without
people. Hinsie’s description, otherwise, from the point of view
of external appearances, is true enough, but why is the schizoid
person like this? Hinsie continues:

Until we know differently, it is perhaps desirable to believe that
there are certain basic character organizations that constitute the
framework upon which patterns of living are erected. These funda
mental character outlines appear at birth and it is not improbable
that they stem from what are commonly called hereditary elements.

It is not, however, the province of psychodynamic research to
accept that we are limited to two alternative explanations,
moral disapproval or the fatalism of attribution to heredity.
This would mean abandoning the task of analysing this patho
logical condition, and Hinsie does indeed hand the problem
over to ‘physical constitution and ethnological psychology’ as
playing here

a more decisive role than ontogenetic experiences . . . or personal
experiences (which) give a particular cast to personality-organization.

We must not evade the task of psychodynamic analysis by
saying as Hinsie does, that it is:

The original (i.e. inherited) structure of the personality (which)
helps to determine whether the energies of the individual are to be
essentially confined within himself, as in introversion, or principally
directed outwards, as in extraversion.

If the analysis of schizoid withdrawal from the external world
given in Chaptersl and II is correct, ontogenetic analysis and
the study of ‘personal experiences (which) give a particular
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cast to personality organization’ is urgently relevant to the
understanding of this problem. The schizoid problem is per
haps simple in its ultimate conceptualization but it is extremely
complex in its psychodynamic elaboration. Hinsie’s1 view
(1944) was based on the earlier psychoanalytic orthodoxy,
uninfluenced by the ‘internal objects and internal object
relations’ psychology of Melanie Klein and Fairbairn, or by all
the work that has now been done on the mother-child rela
tionship. But it is just this psychodynamic development,
growing as it did, not from Freud’s instinct theory but from his
superego theory, which has opened up this most serious prob
lem which underlies all other personality disorders. Hinsie’s
description, however, does suggest that the central feature of the
schizoid personality is the inability to eject personal relationships
because Q” a radical irnmaturigz ryf the ego, involving in severe cases a
prcjound mental withdrawal. One cannot easily get in touch with
the heart of the schizoid person and he is usually aware of the
fact that he does not have the capacity to feel with the emo
tional warmth and liveness of interest that other people show.
As the title of this chapter suggests, the living heart of him has
fled from the scene, has regressed deep within, and he has lost
his true self without which he cannot form loving ties. It is this
fact that we must study more deeply. Having surveyed in
Chapter I the typical schizoid difficulties in object-relation
ships, and in Chapter II the stages of his retreat inwards from
the external world, we now seek to understand the nature and
results for ego-functioning of this fundamental withdrawnness.

The Lost Capaciyf to Love

Hinsie’s description of the schizoid introvert ‘loosely con
nected with the members of his family’ gives only the defensive
external mask of a profoundly undermined and weakened per
sonality. The internal tragedy of it is simply described by this
dream of a very schizoid married woman who felt that she
could neither give love nor accept it with any real belief in its
sincerity:

I was back in my childhood home with my parents, brothers and
sisters. I had a lovely cake which I wanted to give them all, but they
wouldn’t have it and were not interested. I felt ‘They don’t want

1 The short answer to Hinsie’s invocation of heredity can be found in the
title of Winnicott’s 1965 volume: ‘The Maturational Processes and the
Facilitating Environment’.
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what I have to give’. Then my eldest sister was making cakes and
she wouldn’t give me one of hers. I felt despairing. There was
nothing to live for, and I went to my bedroom alone to lie down and
die. My mother came in and said ‘Don’t be silly’. She didn’t under
stand at all.

The schizoid person’s capacity to love has been frozen by earbf
experiences fy” rfyection and the breakdown mf real lw relationships.
This patient’s dream at the time was a reaction to moving house.
She shrank from having to meet and get to know new people,
and professed to feel indifferent and did not want to meet
anyone. Yet unconsciously she was feeling this tragic and
longstanding, unsatisyied hunger _#Jr love about which, however, she
could onbf jifel hopelessness and despair. This had long ago evoked in
her a dangerousbf strong wish for an absolute escape from an irre
mediable situation. The inevitable consequence was a withdrawn
and schizoid personality. She felt there was no chance of
making new friends in a new place and she broke down
into an exhausted and sobbing state, at which time she had this
dream. In some patients the wish to die, which emerged in
this dream, covers a still deeper feeling that the vital heart of
the self did die in some sense in early childhood, and only the
empty shell of a person is left which goes through the motions
of living in an automatic way. Thus the patient who dreamed
of the baby in the steel drawer said: ‘I feel half of me is dead
and I’m terrified of losing the rest. I need to let go absolutely
and trust you, but I fear I’ll die if I do.’ We shall come again
on this tense feeling of the patient that he has to hold on to
himself from minute to minute to keep himself alive, and dare
not let up for a moment.

This schizoid condition can hardly be an ultimate, heredi
tary factor. It must be a post-natal development brought about
by what Winnicott calls ‘the failure of the environment’ to
support and nourish the infant personality. The deepest thing
in any human being must be, to use Bergson’s term, an élan vital,
a life-force, a positive dynamic ‘will to live’ expressing itself
in what psychoanalysis has called ‘libido’. This ‘libido’ is too
narrowly conceived if held to connote simply ‘sexual libido’
which is only one aspect of the living whole of the person. In
Fairbairn’s view ‘libido’ must be regarded, not as a thing-in
itself, but as the object-seeking drive of the primary natural
ego or psychic self The basic drive to object relations is at the same
time the drive to seMdevelopment and seMfub‘ilment as a person. The
importance of object-relations lies in the fact that without them the ego
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cannot develop. An ego without object-relations becomes mean
ingless. In this comprehensive sense the libidinal quest for
objects is the source of the capacity to love, and the mainten
ance of loving relationships is the major self-expressive activity
of the total self. In the seriously schizoid person, the vital heart
of selfhood and the active quest of object-relations are alike
paralysed, resulting in a condition out of which the individual
cannot help himself.

For reasons given further on in Chapter V, I do not accept
the idea of aggression or an aggressive instinct as an ultimate
factor in the same sense as this libidinal drive. It is the frustra
tion of the basic energetic need to live and love that arouses the
double reaction of ‘f1ght’ and ‘flight’. The first leads to aggres
sion and so to the classic guilt-depression, while the second leads
to schizoid regression, a withdrawal of the libidinal ego from
the outer world so that its energy ‘flows backwards’ to infantile
levels and ‘downwards’ into the depths of the unconscious.
Hydraulic and spatial metaphors are a handy way of envisaging
the invisible process of change from extraversion to introversion
which, however, becomes visible enough when it is an accom
plished fact. The ‘will to live and love’, on the outflowing and
unimpeded activity of which the whole healthy development of
the ego depends, is precisely what has been overlaid by fear,
choked back and dammed in, in the schizoid personality.
Spontaneous outflowing into object-relations has been given
up, in part or in whole, on different levels of the personality,
and its place taken in varying degrees by an early infantile fear
laden longing for absolute withdrawal from life, not into death
as non-existence but into the living death of oblivion, an escape
into passivity and inactivity. This, however, may be felt by the
patient as a secret experience of psychic death. Consciously,
the need for oblivion may drive the patient to alcohol or drugs.
Once created, this hidden regression becomes an even greater danger to the
personaliyf as a whole than the originalty feared unsatisfactogf outer
world.

Thus a woman of forty with an ill husband and two chil
dren, feeling the long-drawn-out strain of her heavy respon
sibilities, discovered that her schizoid reaction to the situation
seemed to be as frightening as the situation itself, while at the
same time it also carried with it a feeling of relief from the
pressures she did not feel strong enough to cope with. At one
point she said: ‘I feel so exhausted that I just want to lie down
flat and not move at all, go into a deep sleep and never wake up.’
She was in fact alternating between periods of exhausted
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apathy and feverish excited activity (see Chapter V). She
dreamed that one of her children, certainly representing her
self, ‘didn’t like people and had gone right away alone’, and
commented, ‘I’m interested in food, not in people, I don’t want
anyone near, not even you. I feel I’m in a plastic bag.’ She
visibly started when I said that her loving self was shut in, and
she sobbed and said, ‘There’s nothing to live for, life’s empty.’
She then brought this dream:

I had been turned inside. I don’t know how, but I was just ‘like
that’. I could hear what was inside but I couldn’t hear anything
outside. I could vaguely see`my husband and some other people but
they didn’t mean anything to me, they didn’t seem real. But I felt
safe.

Here is the clearest possible expression of a motivated with
drawal into herself, breaking off relations with real people in
the outer world to find security in an enclosed retreat, a shut
in introverted state. No one reacts in this drastic way for the
first time in adult life. The normal reaction even to severe
difficulty is to be stimulated to greater effort. She withdrew
into unreality as an adult because she had already been driven
into a schizoid state as a child. The result was derealization of
her outer world and depersonalization of herself. She found that
in the evening, when the children were in bed, if her husband
went out of the room she suddenly felt unreal. She needed the
family present to give her pressing reasons to ‘keep in touch’ or
she lost her own ego. Yet all the time she felt a powerful secret
wish for this complete withdrawal because it enabled her to
feel safe. She did not want to die but simply to escape into
absolute inactivity and the oblivion of deep sleep, and never
wake up. Other people must not withdraw from her, but she
must feel free to withdraw from them. This reveals an ex
tremely undermined and demoralized ego. She voiced a com
plex variety of motives for this almost irresistible regressive
longing. ‘I don’t want anyone to know that I have feelings
because then they can hurt me.’ ‘I am afraid to love because I
feel so weak; it would exhaust me and I would lose myself.’ ‘I am
afraid if I love I won’t get a response. People don’t think me
nice. The family used to say I was ugly. I am afraid to risk
showing that I want to be wanted.” All these important motives _#nr
the schizoid retreat are aspects ofa prcfrund cornplexinhibition of the
capacity to love and be loved in the outer world, which leaves the person
all the more a helpless victim cy' the strength ofthe regressive pull back
out of lM2.
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Until this determined wish for a total release from the pres

sures of having to have anything to do with people in real life is
uncovered, made explicitly conscious, recognized for what it
is and given sympathetic acceptance, it cannot be outgrown. It is
the pathological equivalent of our nightly retreat from normal
strains to normal regression in normal sleep. Pathological
regression not infrequently takes the form of compulsive and
prolonged sleep of a deep ‘drugged’ kind, in which even the
patient’s fantasy and dream life is dissociated as well as the
outer world cut off. It seems likely that prolonged deep sedation
in hospital would be more therapeutic if its emotional signin
cance were interpreted to the patient. The purpose of regression
of any kind is a much needed retreat from a ‘here and now’ life
which the individual feels he cannot cope with. He goes back
to life on a simpler earlier level, not involving so much strain.
On this principle we all do such a normal thing as taking
holidays. In pathological regression, the important strains
have come far too early, have seriously disturbed the normal
development of ego-strength, and have left the unfortunate
individual inwardly undermined and inadequate to face adult
responsibilities. In such a case, regression, supported and con
trolled by the treatment situation, is an urgently needed
therapeutic process. It is dangerous simply to interpret this as
hysterical malingering and manipulation of the environment.
The intense demands that the ‘hysteric’ makes on those around
have their cause in the combination of genuine infantile need of
dependence, the strength of the drive to retreat mentally from
a world he cannot stand up to and which he feels is loveless,
and the fear that this will lead to his complete loss of contact
with his outer world and therefore loss of his own ego.

The more intensely the patient experiences his need for a
therapeutic regression, the more afraid of it he is and the more
he resists it by means of internal struggles which fill him with
most painful bodily and mental tensions. \'Ve must presently
study more closely this determined antilibidinal opposition to any
acceptance of a permitted therapeutic regression, an opposi
tion that has to be so repeatedly analysed that often it seems
this battle is never completely won. Patients will say ‘I’ve been
over all this before. Why do I still cling to it?’ The double
aspect of the problem, both need and fear of a breaking off of
relationships with the frightening outer world, is neatly illus
trated in the case of a severely agoraphobic young woman of I9
years. A school phobia began to develop after she passed the
‘Eleven Plus’ examination creditably. This had in fact been
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preceded by insomnia during the period of heavy school
pressure prior to the exam. Causes of insecurity could be dis
cerned going back into early childhood. During her teenage
years she became more and more unable to face life without a
markedly protective environment including private tuition,
and attacks of depression occurred sufliciently serious for her
to be given an antidepressant drug which would relieve her
for the time being. Her basic condition was unaltered. From
about fifteen years she became subject to sudden attacks of
depersonalization if left alone at home, or when out shopping
even if her parents were with her. One day in a shop her mother
left her for a moment to step up to the counter, and she said
‘Suddenly I couldn’t see what was around me, everything went
blurred, I grabbed mother’s arm, and then it all went black and
I felt myself falling. I kept saying to myself “Don’t be silly”
and kept saying my name to myself. I felt very wide awake
inside and I didn’t lose consciousness but I couldn’t see. I felt
veg) frightened, then ]%r a few moments quite safe, then vegf frightened
again. I’d been in an increasing state of tension ever since we’d
been in the shop, and I wanted to get out quick back into the
car (i.e. retreat into the small safe place). As I blacked out I felt
sa# ]%r a few seconds. Then I felt I ’a’ shut mysebf away so much I
feared I ’a' never get back ana' that frightened me again. I a’on’t like
going upstairs in the house now because I feel cut of I feel I ’ll never
get down again.’

To diagnose this simply as an aggressive hysteric attempt to
control everyone around her for her own comfort would be to
miss the significance of the problem. Of course such a patient
makes every effort to ensure that she shall never be left alone
because she is terrified of having these ‘attacks’. Fear of this
mental state tends to bring it on, and no doubt this serves to
maintain and intensify the symptoms, which become a means
of getting the needed protection. But to put the emphasis on the
secondary gain of symptoms, as the diagnosis of hysteria does,
fails to explain their original cause, and throws no light on the
intense struggle going on between an irresistible need to escape
from a frightening world and an equally compelling fear of that
need. The rapid alternation of fzeling frightened, jeeling saj%,
feeling cut of ana' then #cling frightened again lights up the endo
psychic conflict in which she was caught, and points us back
to some basic weakness of the ego.

Let us summarize thus far. In The Penguin Dictionagf of
Psychology, Drever defines ‘schizoid’ as ‘a personality-type tend
ing towards dissociation of the emotional from the intellectual



96 THE SCHIZOID PERSONALITY
life: a shut-in personality’. The use of the term ‘dissociation’
takes us back to the early studies in hysteria by Charcot, janet
and Freud. janet held that the psyche, through some inherent
weakness, could lack the strength to hold itself together and
could ‘fall apart’ into dissociated fragments operating inde
pendently. Freud’s dynamic explanation in terms of emotional
conflict and repression led the way to the opposite view that
ego-weakness is t/ze outcome, not t/ze original cause, of a splitting of the
primagf unigf ry" the pgfc/ze under severe earbf traumatic stress. Fairbairn
was one of the first to point out that hysteria runs back into a
schizoid condition of the personality.

We shall no longer then speak of a ‘dissociation of the intel
lectual from the emotional life’, but rather of a fear-enforced
retreat within, away from an injurious outer world, of the
sensitive feeling heart of the infant psyche, leaving an unemo
tional, superflcial, automatic ego in consciousness to deal with
external reality. The intellectual life is then regarded as adult
and consciously operated, while the emotional life is felt to
be weak and childish and is kept repressed. This fear-induced
flight within, to hide away in the depths of the unconscious out
of reach of hurt, is the basis of pathological regression. We may
consider regression or ‘going backwards’, giving up the state of
activity and seeking relief from pressures in passivity and even
oblivion, as having two opposite poles, healthy and patho
logical. Healthy regression is the natural urge to deal with
fatigue by relaxation, rest, and sleep. It is a necessity for the
maintenance of life, and it is modelled psychologically, and
sometimes even physically, on a return to the womb, or a
womb-like condition. Every night in sleep we return to a
symbolic but material substitute for the womb. just as the
new-born baby is wrapped up in a cot as a womb-substitute,
so we envelop our undressed bodies in the bed clothes where
we lie in the darkness and stillness of the night. Waking and
rising is a rebirth. This healthy regression, for which nature
provides, has its instinctive basis in the impulse to flee or escape
from further strain to where we can recuperate in safety. It
alternates easily and naturally with activity.

Pathological regression, which defines the basic nature of the
schizoid problem, has the same natural basis in the flight
impulse. The difference is that the pressures from which the
psyche takes flight occur so early in life, when the ego is
undeveloped, that they are experienced as overwhelming. The
intensity of the fear generated becomes itself severely traumatic,
and the result is not a natural healthy rhythm of activity,
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fatigue, rest, recuperation and renewed activity, but a per
manent damaging of the infant psyche, a splitting of the infant
ego, so that thereafter the child grows up unable to make con
tact with the outer world with his whole self. The vital heart of
the self is lost, and an inner ‘deadness’ is experienced. For prac
tical purposes he is ‘not all there’, the living, feeling, loving
heart of him seems absent; not absolutely, for it is hidden deep
in the unconscious, but it can only later be drawn back into
consciousness, resurrected or reborn, at the price often of the
most severe mental disturbance. It is when the child feels a
primitive despair of being able to do anything to cope with his
environment, that drastic withdrawal is the only thing left, and
feelings cy" despair, loneliness, weakness, and incapacity to love always
lie hidden behind the cold detached mask ry" the schizoid personality,
however stable he may appear to be. Some time ago a woman’s
body was found curled up dead inside a trunk. A verdict of
suicide was passed, and the psychiatrist at the inquest stated
that a psychotic patient might well take tablets and curl up in a
trunk as a symbolic return to the womb which goes to show
how significant and intelligible psychotic reactions can be.

We may select six descriptive aspects of this complex prob
lem which are very clearly illustrated in clinical material:
(i) depersonalization and derealization as a result of withdrawal,
the emptying fy' the ego of consciousness; (ii) the feeling of emptiness
and nonentigf in depth, sensed as experienced in the unconscious,
creating the feeling of not having an ego, only an amorphous
experience of indehniteness and weakness, (iii) the fzar ry” ego
collapse, the feeling of disintegration or of facing a dark abyss
into which one is about to plunge and be lost, a fear of psychic
death; (iv) the inhibition of the capacigf to love and the inability to
experience meaningful relatedness to other persons; (v) The
need for regression opposed by the fear of being ‘dragged down’
by an unconscious regressive drive; (vi) the longing _#Jr and the
_/Qzar of sleep and oblivion, coupled with the inability to relax
lest it involve an irrecoverable surrender to regression. (i) to
(iv) give a negative picture of schizoid regression as ‘Hight from’
the outer world; (v) and (vi) show the positive aspect of regres
sion as ‘flight to’ a deeper security, a longing for a return which
implies the possibility of a rebirth, even though this is countered
by an intense fear of risking it, in case it should turn out to
involve total breakdown. Some patients intuitively know that
they must break down and regress to the level of their earliest
insecurity, to turn the corner and get a new start.

S P*D
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Henry james, a Relativeb» ‘_/Vormal’ Sc/zizoia' Personality

It will serve as a standard of comparison for the more dis
turbed clinical examples, if we examine a schizoid personality
in a relatively stable state. The novelist, Henry james, provides
an excellent example. He was the younger brother of the great
American philosopher-psychologist, William James, and was,
fortunately for himself; left :Hnancially independent by his
father. His novels were never a source of much income, and if
he had had to earn his living one wonders how his delicately
poised mental stability would have stood up to the impinge
ment of the outer world. As it was, he did not need to concern
himself with the means of physical existence. He was free to
live in the private inner life of his mind, and to travel and mix
with people, to uproot and re-root and again uproot himself
without feeling irrevocably involved or tied anywhere. In a
study of James by Michael Swan (1952) he is described as
‘poised in mid-Atlantic, half-way between America and
Europe’, a striking example of the schizoid ‘half-in and half
out’ compromise. The heroine of The Portrait Q" a Laa’y rejects
both an American and an English lover, and Swan comments
Like James himself she is between two worlds, in danger of being
mentally deracinated. Her instinct is to ‘find’ herself in a world
which she can feel is her own. (p. 49.)

For James this was the schizoid inner world of the mind. He
was unable [to settle permanently in his own country, and yet
after moving around between America, England, France, and
Italy, he became a naturalized Englishman only seven months
before he died at the age of 73. All this is highly characteristic
of schizoid non-involvement and evasion of permanent ties.

One of the remarkable characteristics often found in schizoid
persons is profound psychological insight, on which james
drew for his writing. As a young man he met Ruskin and wrote
of him:

He has been scared back by the grim face of reality into the world
of unreason and illusion, and he wanders there without a compass
and a guide-or any light save the fitful flashes of his own beautiful
genius.

He could have been describing himself. Swan tells us that
He said that marriage would make him pretend to think quite a
little better of life than he really did. How much the frustration
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which his novels always ultimately express can be related to this it
is unwise to surmise. (p. 21.)

Both, however, spring from the same source, the deep fear of the
outer world felt by the withdrawn individual. When Henry
James was 46 his brother William wrote of him thus:

Harry lives hidden away in the midst of his strange, heavy, alien
manners and customs; but they are all his ‘protective resemblances’
under which the same dear, old, good, innocent and at bottom very
powerless-feeling Henry remains, caring for little but his writing.

Swan tells of ‘his obsession with the problem of the relation
of art to life’, and we may regard this as his obsession with the
problem, for him unsolvable, of the relation of his inner mental
life to external reality. In The Death qf the Lion james is saying:

The artist and the society of his time are irreconcilable. Criticism
stumbles here, and it is at this point that all readers of James are
obliged to make their decision, subjectively, about him: either that,
in the words of F. R. Leavis, ‘something went wrong’ or that he is
coming in sight of what he liked to call ‘the great good place’. (Swan,
pp. 27-8.)

We may conclude that this ‘great good place’ was a goal in
fantasy, the womb of his inner world into which he was
retreating ever deeper. Swan writes:
All who knew him were well aware that beneath the urbane ex
terior was a mind which existed fully only through the life of
creation. By the end of the nineties he seemed to have entered a state
of poetic vision .... The opposition camp believes that James re
tired into an escape world of Art on finding life too difficult. (p. 3 I

In the 189o’s james had suffered some prolonged depressions,
and when his brother William saw him again in 1899 they no
longer understood each other. William read many pages of
The Wings of the Dove over again to see ‘what the dickens they
could mean’.

Swan stresses the sense of loneliness, that profoundly schizoid
characteristic, which became intensified in his later years.

To his friends he was the sociable, kindly, elderly gentleman who
gave little impression . . . of being troubled by his isolation and
neglect. ‘My young friend’, he once said to Logan Pearsall Smith,
‘there is one word-let me impress upon you-which you must
inscribe upon your banner, and that word is loneliness’ (pp. 36-7.)
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With this goes the sense qffutiligf ana' lack cy” meaning in [Mn Many
of his stories are

. . . about the unrealized dreams of writers, stories of men’s souls
torn by the realization that life has gone by and given them nothing.
These stories are an important part of _]ames’s biography. (p. 2 5.)

The name of one of his writings, The Figure in the Carpet, repre
sents the hidden meaning in the artist’s work, which nobody
knows and which we must infer he himself never found, since
the artist dies with the secret unrevealed.

F. L. Pattee, in American Literature Since 1870 (1915), wrote:

He had been reared in a cloister-like atmosphere where he had
dreamed of ‘life’ rather than lived it .... He stood aloof from life
and observed it without being a part of it. With nothing was he in
sympathy in the full meaning of the word.

Economic security left him free, without external strains, to use
his great intellectual ability and artistic powers to construct
for himself an internal life of the mind which did not in the end
save him from serious attacks of depression in later years, but
left him alone within himseQ‘ in an existence which failea' to disclose
any real meaning. james illustrates the schizoid person who is
stable enough under favourable circumstances to avoid serious
breakdown and the wreckage of his personality, while posses
sing great gifts which enable him to make a real contribution
to life for others, without solving his own personal problems or
overcoming his own detachment. Henry james was one of the
founders of the ‘psychological novel’. Edel (1955) writes:

Henry James extended the definition of experience and the province
of fiction to include the subjective world.

The Complexities of the Schizoia' Condition

Of the six most striking descriptive aspects of this complex
state of the personality (cf. p. 97), which emerge ever more
clearly as it develops towards speciflc illness, the first four,
depersonalization and derealization, the feeling of nonentity
or ego-emptiness, the fear of ego-collapse, and the inhibition
of the capacity to love or enter into human relationships, must
be taken together as representing the actual ‘cut-off’ schizoid
condition, due to fear of and flight from the outer world. The
other two, the fear of and struggle against the regressive drive,
and the fear of sleep and relaxation, are aspects of the psyche’s
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self-defence against its insidious internal danger of losing all
contact with external reality. A still further problem arises at
this point. Fear fy' loss of contact with the external worla' constantbf
motivates Wrts to regain contact with it, but this cannot be clone by loo
ing relationships, and therqfore can onbf be clone in terms of the other two
basic emotional reactions, ]%ar andaggression. To relate in terms simply
of fear sets up the paranoid state, which can pass over into the
cold-blooded defence of mere destructive aggression. If the
individual does not feel so utterly hopeless about loving, then
the relationship in terms of aggression will lead to ambivalence
and depression.

The first four characteristics mentioned are not separate
‘entities’. They overlap and merge into one another, and are
but varying descriptions of the same fundamental if complex
psychopathological state. Depersonalization and derealization
describe the emptying of the ego of ordinary consciousness in
the world of everyday living, when the vital feeling-self with
draws deep within. No study of this problem can be made
without referring to F airbairn’s description of schizoid with
drawal (pp. 4.9-52, 1952a). Depersonalization and derealization
depend on breaking off relationships with the outer world, and
in the section quoted on ‘withdrawal of libido’, he gathers all
four characteristics together.

In acute schizoid states withdrawal of libido from object-relation
ships may proceed to such lengths that libido is withdrawn from the
realm of the conscious (that part of the psyche which is, so to speak,
nearest to objects) into the realm of the unconscious. When this
happens, the effect is as if the ego itself had withdrawn into the
unconscious .... The withdrawal of libido from the conscious part
of the ego has the effect of relieving emotional tension and mitigating
the danger of violent outbursts of precipitate action .... Much of
the schizoid individual’s anxiety really represents a fear of such out
bursts occurring. This fear commonly manifests itself as a fear of
going insane or as a fear of imminent disaster. It is possible, therefore,
that the massive withdrawal of libido has the significance of a des
perate effort on the part of an ego threatened with disaster to avoid
all emotional relationships with external objects by a repression
of the libidinal tendencies which urge the individual on to make
emotional contacts .... It is when this effort is within measurable
distance of succeeding that the individual begins to tell us that he
feels as if there were nothing of him, or as if he had lost his identity,
or as if he were dead, or as if he ceased to exist .... Loss of the ego
is the ultimate psychopathological disaster which the schizoid
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individual is constantly struggling, with more or less of success, to
avert. (I952a, p. 52.)

This quotation is from F airbairn’s iirst major published
paper, and came before he had revised his terminology for
endopsychic structure. It calls for some revision from his later
point of view. He ceased to speak of ‘libido’ as a psychic
‘entity’ and regarded it as ‘libidinal energy characterizing an
ego’. Thus he would not later have spoken of a ‘repression of the
libido out of the ego’ and into the unconscious, nor would he
have said ‘the effect is as  the ego itself has withdrawn into
the unconscious’. Indeed, in the paper quoted, he wrote:

Whether such a mass-withdrawal of libido can properly be ascribed
to repression is a debatable question. (I952a, p. 52.)

In conformity with his later terms, he would have written, not
‘it is as if ’, but ‘actually part of the ego itself has withdrawn into
the unconscious’. F airbairn’s matured theory was of the split
ting of the ego itself under extreme stress, and the drastic with
drawal of a split-off libidinal ego into unconsciousness, to avoid
all emotional relations with objects, a process resulting not only
in loss of the objects, but, therefore, and iinally, in the feeling
of loss of the ego itself. In fact the withdrawn libidinal ego
leaves what he calls the conscious central ego denuded of
energy, so that the personality can only function in relation to
the outer world in a mechanical way; nothing feels real, and
the capacity for love is lost. Further, we must notice that, under
the iniluence of existing psychoanalytical ideas, Fairbairn
attributed the schizoid withdrawal only to fear of losing control
of aggressive impulses, or of libidinal impulses felt in an aggres
sive way. This is very important, especially in the form Win
nicott stresses, namely, that when the mother cannot tolerate
the infant’s demandingness, he becomes afraid of his own love
needs as ruthless and destructive. But we have to add to this
that withdrawal is basicalb due to the inabiligr ry" the weak infantile
ego to stand its ground and cope with outer reality in the absence of
adequate maternal support. It is because a consequence of this
is that the ego is starved of satisfaction of libidinal needs, that
it then further experiences an angry urge to hit back aggres
sively, at the rejective outer world that drove it into retreat.

This condition is perfectly described by one male patient, a
professional man in the late forties, of marked ability and
carrying heavy responsibilities, while feeling grave strain and
exhaustion. He dreamed
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I was living in a dugout. It was covered over completely at the top
and there was a mechanical turret at ground level which revolved.
It had two periscopes (eyes) which brought me information of
what was going on outside, and two slits (ears) through which
sounds could come to be recorded on tape for me, and an opening
(mouth) through which I could send out messages from my tape
recorder.

This represents the way a capable schizoid person feels about
himself while he is still able to function in the outer world,
mechanically efficient but impersonal. To him it feels auto
matic. His heart is not in it but hidden away out of reach
inside. If withdrawal becomes extreme break-down of func
tioning must occur, exhaustion and regressed illness. Before
that stage is reached, the patient puts up a tremendous iight
for life, a struggle which may be protracted over a long period
of time, to keep his ego in existence.

A young woman in her twenties provides a striking example
of how a clear-cut Uedipus complex can mask a serious
schizoid condition. She was severely agoraphobic, having
become progressively housebound from the onset of menstrua
tion at about I2 years, and was consciously extremely detached,
sleeping all day while people were about and only getting up at
night when she could be alone. During these lonely hours she
was a compulsive hand-washer and clothes-arranger, with
chronic obsessional repetitiveness over everything she tried to
do. At this stage she was brought to one session feeling in des
pair. After a long silence she said: ‘I’m quite hopeless. I feel
I’ve no personality at all. I don’t know who or what I am, I’m
nobody. I’ve no faith in anyone or anything, not even in you,
not even in God, no trust or belief in anything at all to keep me
alive.’ just prior to this we had succeeded in bringing to full
consciousness a clear and intense incest wish and oedipal
fantasy, of which she had for long been conscious in discon
nected bits. A dream of some years previously had remained
vivid to her. The earth was running with filth which she knew
was semen, and she could not stop it getting into her. She had
always had a fear of something getting from her father’s clothes
into her body, and she had long had a fear of germs which
explained (though only in part) her obsessional washing. For a
time she concentrated all her fears into a dread of having a
baby, without being able to give any coherent account of what
she was afraid of. She wanted love and marriage and sexual
relations but not a baby. The feeling that she wouldn’t be
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capable of looking after one was realistic, but not the uncon
scious reason. Then she said that she had always felt that if she
got married it would be all right so long as she and her hus
band did not go to her parents’ home. If they did, she would be
pregnant and would not know if it was her husband’s or her
father’s baby. There would be a terrific row with mother and
she would have to have a miscarriage and get rid of the baby.
One could hardly have a clearer conscious incest wish with
great guilt and fear. In fact the analysis of this oedipal material
did not clear anything up. It did not ease her handwashing
compulsions which turned out to have other uses besides those
of a protective cleansing and guilt-relieving ritual. It led on to
the fact that her father had been very largely an absentee
father most of her childhood, and when he did come home he
paid more attention to her mother than to her. Her incest wish,
and jealousy and fear of her mother, arose out of an intense
loneliness in which she found it dillicult to hold on to any feeling
of being a positive person. As she had said to me, she had not
sufficient faith and trust in anyone to keep her alive. The
incest and oedipal fantasies were a means of keeping alive the
feeling that she was in relationship and was an ego after all,
even though a very disturbed ego, and only having relationships
in imagination and with parents who were the source of her
difhculties.

This oedipal fantasying was a defence which analysis re
moved and laid bare the fact that her obsessional symptoms
were a direct expression of a frantic struggle to keep her ego in
being. She said: ‘I’ve got to concentrate on myself. I mustn’t
forget about being “me” or I’d lose myself. I fear I’ll be cut off
and lose contact with everything. I feel I have no real contact.
I can’t just do a thing and be done with it. If I want to make
tea, I put a little water in the kettle and empty it out and go on
doing that again and again. It’s ages before I can get it filled
and on the gas. In the same way I have to keep on washing my
hands again and again and it takes ages to get to bed. When at
last I stop washing I can’t just throw my clothes off and drop
into bed and be done with it. I might not wake up. I might
die in my sleep. I can’t go to bed at all now. I can’t undress but
just sleep in the chair downstairs.” She felt less afraid of com
plete loss of contact with her outer world if she went to sleep
that way. The obsessional repetitioeness fy' all her activity was a
method of keeping on putting of the dread moment when something
would beflnished, ended, done with. As each activity) threatened to come
to an end, she felt she would collapse and come to an end with it; so she
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had to keep eoegf actioigf going as long as she could, to keep alive her
feeling Q" being a person. Ultimately her analysis disposed of her
psychic defences and laid bare a weak helpless little child
afraid to grow up to adult responsibility. She could only grow
then if the therapist supported her ego as a mot-her does her
infant. Ultimately she made an excellent recovery. The break
down of object-relations, the loss of the capacity to love, and the
dread of ego-loss as a mental experience of nonentity involve
the patient in great dependence on the therapist. Patients
frequently say they feel ‘cut off’ in the treatment situation by an
inability to get in touch with the therapist. One patient would
say ‘I’m miles away. You don’t seem to be here. I can’t get in
touch with you. You must get in touch with me. If you can’t
lind me, there’s no help for me.’ This sense of a gulf which the
patient cannot cross but which perhaps the therapist can and
does if he shows the patient that he knows about it, is of the
highest importance in treatment. It is vividly illustrated by the
case recorded on pages 232-5, and one contributory cause is
touched on by a patient who said: ‘I always felt I could never
make mother understand what I wanted to get across to her.
She would listen for a few sentences and then get restless and
be too busy to hear me through.’ She had grown up more
isolated than she realized.

Thus the schizoid patient confronts us with the problem of a basicalbf
weak ego whose development has been graveb/ compromised in the earliest
stages. L# for such a person is one long unremitting struggle to keep
mentalbf alive; he #els he has to do it by his own egforts, and is always
in danger of collapse. The experience of growing as a positive
secure person can only be had by freedom to express oneself
actively in a good relationship, receiving, giving, loving,
creating in mutuality. With a good mother who evokes a
positive loving response from the baby, the baby’s ego grows
strong in the spontaneous exercise of this good active respon
siveness, both in taking happily the good that is given, and in
developing a natural capacity to make a good response in return.
If we take the term ‘love’ to stand for the quality of a good rela
tionship, then we shall say that a stable ego can only grow in
the atmosphere of loving relationships, and its most important
characteristic is its capacity to give love, at first in return for
love, and later in an absolute unconditional way. But the ego
that lacks this primary security is always in doubt about its
ability to keep itself in being from moment to moment. An
unsatisfactory pathological ego can be kept going precariously
by hating, when loving is impossible. But this motivation is
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negative and destructive, aiming either at the elimination of
bad objects or of the bad-object element in good objects. It has
no positive aim in itself and does not provide any experience of
a positive self. We shall see later how hating is used, along with
the guilt it engenders, in the manic-depressive personality, as a
desperate method of keeping the ego in touch with objects so as
to fend off a breakdown into a schizoid state; for in that con
dition the individual feels always on the brink of hopeless
despair, with not enough of an ego to make any real contacts,
unless the therapist can Hnd him in his isolation.

The Fear cy" Ego-Breakdown and the Re-experiencing fy”
Maternal Deprivation

In surveying the foregoing material it becomes clear that
the last and deepest element to be reached and uncovered by
analytical therapy is the patient’s infantile experience of the
failure, non-possession or absolute loss of an adequate mother.
This is the Hnal problem for psychotherapy to find an answer to:
the fear of ego-breakdown over the re-experiencing of the
original maternal deprivation. ‘Maternal deprivation’ is not
a simple fact or a Hxed quantity. It includes, at one end of the
scale, the death or illness of the mother or the failure of breast
feeding without compensatory nursing. It graduates through
the frankly rejective mother who does not want her baby, and
the tantalizing mother who frustrates as much as she satishes, to
the mother whose primary maternalism fades out too soon and
who weans the baby too traumatically. We are concerned here,
not with the angry or over-authoritarian mother of a later
period (i.e. possibly from the cleanliness training period on
wards) who is experienced by the child as aggressive and
becomes the source of a sadistic ‘superego’; but with the
depriving mother of the first year who fails to give the infant
that kind of emotional rapport that would support the begin
ning of firm ego-development. It is on this problem that the
work of Winnicott and Bowlby is of such great value.

How deep is the ego-weakness ZW by veg) early failure of a good
mother-infant relations/zip, and how long it can take to grow out ry” it,
may well emerge in a protracted analysis, long a]7er speeyio ‘illness’ has
been overcome. Analysis has to go very deep indeed to enable the
patient to feel basically safe against the #ar of breakdown in an
environment that feels empgf of support. When analysis has been
begun because of specific illness, that illness can be overcome
in due course, most of the patient’s anxieties relieved, and his
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practical life rehabilitated. Yet there can still be dependent
characteristics and vulnerabilities to anxiety, after the patient
has held his gains for a number of years, to show that there
remains a deep hidden core of infantile trauma, insecurity and
need for the mother who failed the baby. This deprivation
trauma, the loss of the good mother of the Hrst year, sets up an
unalleviated need for mother-substitutes and a liability to
separation-anxiety and depressive despondency, which pro
foundly affects adult living.

The following case illustrates this with exceptional clarity.
The patient was a professional man in early middle life, whose
socially respectable early home life was essentially loveless
because of a neurotic mother from whom the father escaped by
going out, leaving the child deprived of both parents’ love. He
had always been markedly dependent on both father and
mother substitutes, in the form of both people and drugs. He
came to analysis in a state of severe breakdown and had to
enter hospital to be weaned of drugs. His analysis continued all
through his three months in hospital and afterwards, and he
maintained steady improvement, coping adequately with his
work. A major factor in his life and in his analysis had been his
fear of his mother, both consciously and in his dreams. In
the ensuing three years of analysis, this fear faded out, com
pletely so far as his conscious reactions were concerned, and
very markedly in his dreams. He reached a point where he and
his friends were surprised how well he was. He worked nor
mally, became a naturally interested father to his children and
a more considerate and supportive husband to his wife, and
moreover improved his physical health by taking adequate
physical recreation.

At that point he appeared to mark time. He had given up
sleeping tablets, but could not give up his antidepressant drug
nor make a proper end of his analysis. A medical friend advised
him to accept the position that he should depend permanently
on the drug as a diabetic does on insulin, and he felt inclined to
stop analysis and do just that. But in fact he had no free choice
in the matter. There was a very deep problem that demanded
solution, and despite the antidepressant drug he began to
manifest a vulnerability to acute Hare-ups of anxiety and
depression, even though at the same time he had been for
three years and was still remaining well, active and eflicient
in general, had never felt better, and got over these attacks
quickly. Usually one session of analysis sufliced to clear them
up, or even a telephone call, but still they continued to recur.
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His analysis had to be continued at the rate of one session a
week to solve this problem.

His attacks of either anxiety or depression clearly followed
a Hxed pattern. In spite of his great improvement, he was
extremely emotionally dependent on his wife, and on a wide
range of mother-substitutes. It was always over some threat to
his security through the loss of a supportive mother-substitute
in fact or symbol, that his anxiety and depression broke out.
He had dealt successfully with the hostile, critical, castrating
mother of his later childhood. (In fact he had had actual
castration threats made against him by both his mother and a
very aggressive aunt.) He still had to deal with the trauma of
the loss of the good nursing mother at the beginning, and the
serious infantile depression that this had evoked in him.

The substance of the final stages of his analysis can be gauged
from the following summary. At the beginning of the period he
said, ‘I feel much more confident in my ability to work and
enjoy life and I’m happier with people.’ Yet in that same month
he panicked after drinking a cup of tea in a house where some
one was ill with cancer. He rushed home and said to his wife:
‘I’ve had tea in that house and I feel I want a stomach pump.’
She said, ‘I’ve made coffee. Don’t you want it?’ He said, ‘Oh
yes,’ and drank two cups, feeling it would dilute the bad tea.
He commented, ‘I was full of food fads at home with mother.
As soon as I left home I could eat the same foods easily.’ This
need to take in a good mother to neutralize an internal bad
mother was simply illustrated by three dreams:
I was back at the University and going home to stay with mother,
and not looking forward to being alone with her. I kept being de
layed and couldn’t get there.
I was happy marrying my wife and hugged her and told her how I
loved her.

Then the two themes came together in one dream:
I went home to see mother and sister and they were nagging at me
as usual. I could only put up with it because I had taken a vague but
very nice girl friend with me, who made a fuss of me,

an idealized mother fantasy which protected him in his inner
world. This fantasy later became very important.

His psychic situation at that time was that his bad object was
inside and he must have absolutely secure possession of a wide
range of maternal good objects outside to ward off depression.
These fell into two groups, helpful women (his wife, domestic
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helps, a good female colleague) and .symbolic objects (food, sweets,
multivite pills, and the specific antidepressant drug). Threats
to all of these occurred in the ensuing months and every time
evoked strong anxiety and then depression. When a good
domestic help fell ill he was ‘absolutely cast down’. In one session
he recalled how an aunt he had been very fond of who had
lived with the family and done all the housework, died when
he was 5 years old. He missed her very badly, being left at
the mercy of mother and sister and a new domestic help who
was a friend of mother’s and sided with her against him and his
father. When he had talked this out he observed, ‘I am amazed
how much better I feel. Once I was in bed a whole day when a
domestic help left.’ On that occasion he had dreamed that his
wife was kidnapped and smuggled away and he was in a rage.
Gradually everything began to point to an early severe trau
matic loss of mother. His problem came to be less and less that
of being afraid of a hostile woman, and more and more that of
losing a supportive one. For a time he was very well and said
he felt ‘better for that last bit of troub1e’.

He now began to think of reducing sessions to once a fort
night, and cutting down his drug from six to five-and-a-half
tablets a day. One day at teatime he took one-and-a-half
instead of two. Within half an hour he developed a raging
hay fever. He took not the missing half but two extra whole
ones and the hay fever died down. He had been told that to get
him off drugs in the first place, the antidepressant drug had
been necessary to stop manic-depressive effects. It was doing
exactly that, defending him against the breakthrough into
consciousness of a very early infantile depression, as ultimately
became quite clear. His original drug addiction and his depen
dence on the antidepressant drug, like his dependence on his
wife and supportive women, and on myself as analyst (at every
crisis he would ’phone me and if necessary have an extra
session) were all alike forms of a ‘good mother addiction’ as a
defence against the deep depression of early deprivation of
mother. The emergence of hay fever as a symptom, over his
attempt to do without half a tablet, threatened to persist, and
establish itself. Soon after this there arose a possibility of his
wife having to stay away overnight to visit an ill member of
her family. His hay fever flared up and he went back to eating
sweets, which he had dropped. The threat did not materialize
and the hay fever disappeared, only to return quickly when his
female colleague went on holiday. A telephone session with me
cut that short.
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Then one evening, sneezing and nose running broke out

violently. He took four antihistamine tablets that he had for
his hay fever, twice the normal dose, and six more later, thus
revealing a panic which called for the rushing up of reinforce
ments. He asked for a session next day, and I suggested that his
attempt to do without his drug had evoked not only acute
anxiety, but also a sense of intense, unsatisfied, hungry need,
and that the hay fever was like salivating in his nose instead of
his mouth, feeling hungry for more tablets and ultimately for
mother. He replied, ‘I salivated in my mouth too. I felt terri
fically hungry and ate three plates full of flakes, milk and
cream.” From that session the hay fever symptom died away.

By _]une 1964. he was, however, still tied to his antidepressant
drug and multivite, and in the ensuing months dreamed con
stantly of his mother. These dreams were mostly short and to
the point, as that he was telling his mother over and over again
that she was responsible for his illness; that he was snowed up
with work and his mother and father who should have been
helping him were letting him down; that a senior colleague,
who had been a supportive father-figure to him and had
recently died, was alive again and with him in a hospital in
nursing sister’s uniform; that he was happy with a friendly
girl whom he then lost, but found that now his wife was with
him; that he met again a girl he had liked and lost touch with
years ago and then to his horror found his mother-cum
(castrating) aunt behind the bar and he hid his face and got out
with the girl; that he was on holiday with his mother and
quarrelled with her because she was providing poor food.
During this time he reported that he got very anxious if his
wife went out in the evening, but otherwise he felt he was
improving and felt better than at any time in the last three
years. In fact he was mildly manic, got an ‘incredible amount
of work into each day’, and realized that he tended to rush
himself and then felt ‘empty’ and did better if he just plodded
steadily along. This masked some anxiety, for he said, ‘My
recovery has lasted three years now and seems too good to be
true. How long will it last?’

By January 1965 he tried again to do without his supports,
drug, multivite, rests, and analysis. He had not been able to
manage with fortnightly sessions but now once again said, ‘I
feel if I could reduce sessions to once a fortnight, I would gain
confidence and be able to drop the drug and multivite,’ He
was trying to see if he could stand ‘deprivation’. The most
constant dream theme had been that of recovering contact
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with a good figure he had once possessed and lost. Now, with
the hay fever eliminated, he felt he could try again, but it did
not work. He dropped to fortnightly sessions, then one day
omitted one of his twelve daily multivite tablets, felt bad and
rushed to take not that one but twelve more. Here was evidence
of real panic. To reassure himself he dreamed:

I put four extra tablets in my mouth, and Hicked them round with
my tongue. They tasted sweet, like Smarties. Should I take them
out? I swallowed them.

How near to consciousness his deep-seated sensitivity to
losing a supportive person was, appeared early in March when
he was looking forward to seeing me on a T.V. programme.
To his surprise, however, it made him feel ‘queer. For the
first time I saw you discussing something that wasn’t to do
with me. It was as if you were having nothing to do with me. It
made me feel unreal as if I wasn’t there.’ His fantasy of exclu
sive possession of me had been shattered unexpectedly, but his
11eed of the defence of this fantasy against separation-anxiety
was explained by something he had said very early in his
analysis. ‘As a child I was always afraid of being left alone.
Mother was always saying “I don’t know what you’d do with
out me. Une of these days I’ll go out and not come back
again.”’ That had bitten deep, the more so because he often
came home from school to find the front door locked and had
to wait about till mother returned home; but that was not the
origin of his intense fear of losing the all-important person on
whom he depended. The state he was reduced to by this fear
was vividly expressed in a dream in April:

A small kitten gave birth to kittens who were terribly small, weak
and helpless,

which was how he felt. That day he wanted more tablets,
consciously because he felt hungry and had three helpings of
pudding. (Cf. the analysis of the hay fever.) He commented,
‘This is the first time I have associated the drug with hunger.
Mother breast-fed me for quite a time.” I suggested that
everything pointed to the probability that behind his symptoms
there lay a severe weaning trauma, and that giving up the
antidepressant drug would expose him to re-experiencing his
post-weaning depression.

After this he developed discomfort in the throat for three
weeks, and had a dream which left him with a strong need for
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the drug and the feeling that without it he would go into
hospital and never get out.

I was made a chronic long-stay patient in the hospital I had been
in (where he had felt supported). But it was dingy and unattractive
and the food stodgy and awful.

I suggested that the dream described his post-weaning depres
sion, imprisoned with a mother who had now gone bad on him,
in a dingy world with stodgy food. The antidepressant pre
vented the return to consciousness of this infantile depression.
He then remembered that in the dream there had been a doctor
who had decided that he should be a long-stay patient, and his
name had been his mother’s maiden name. In May he sud
denly brought out in two dreams how this early traumatic
loss of the nursing mother had left him sexually over-stimulated
and led to infantile masturbation. He dreamed simply that he
had a nocturnal emission, and commented, ‘I was proud that I
could produce erections before I went to school. From I3 I had
three or four nocturnal emissions a week and it frightened me.’
Then a second dream:

I was masturbating and thought the semen looked like milk.

‘I woke wondering if I had substituted masturbating for breast
feeding.’

By june, his wife, who was pregnant, was nearing her term,
and he began to get extremely anxious about her being away in
hospital for a short time. He became both obsessed and dis
tressed by a constant feeling that she had been unfaithful to
him, and I was able to point out that this was in fact his feeling
that his mother had been unfaithful to him, reactivated and
attached to his wife by his growing separation-anxiety over
the impending child-birth. I further suggested to him that it
was probably not just the fact of weaning that had upset him
so much, but his sensing a radical change in his mother’s
attitude to him. Her primary maternal feeling for him had
probably faded out suddenly and led to her weaning him in a
traumatic way. He said, ‘It is a definite fact that if ever I was
ill as a child, mother couldn’t do enough for me for the first two
or three days and then she would change suddenly, and if I
needed anything she’d call out “Oh! You must wait. I’m busy.” ’
The next day he woke sobbing bitterly and could not stop. His
wife rang me and I had a word with him, but it was two hours
before the sobbing died down. Then he found he was singing to
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himself a song he had known years ago about a couple who had
been in love in a previous life. He said to his wife, ‘Ideally, I
ought to have married a girl I had known from being a baby,’
i.e. his mother.

At last his long repressed infantile depression had returned
to consciousness, disclosing itself as the characteristic state of
his isolated ‘ego of infancy’, which was the life-long cause of
his marked dependence, feelings of weakness, inability to face
life alone, panic at any threat of the loss of a supportive figure,
and his ready addictions to food, sweets, and drugs. He had
unearthed this trauma in its full emotional reality just in time,
for his wife went to hospital a week later and he was able to
cope well with the situation. The fear of ego-breakdown and
of re-experiencing infantile maternal deprivation, were here
associated not only with manic-depressive tendencies, but in the
first place with a severe regressive illness involving a drastic
withdrawal from real life and human contacts, and showed
that an actual schizoid ‘thinness’ of object-relationships had
been superficially overlaid by his intense needs for someone to
depend on. We must later consider further clinical evidence for
this basic problem of extreme ego-weakness bound up with
severe and early failure of the object-relationships necessary
to nourish the growth of the infantile ego.

But this patient’s analysis proceeded from this point to
develop into a quiet, uneventful, steady analytical uncovering
and reintegration of his regressed infantile ego. The pattern was
that some minor disturbance would occur and arouse enough
anxiety for him to be aware of it, and to discover that he was
having unconscious dream reactions to it, all of which he could
then talk out with me. He came to see that the regressed secret
heart of his personality could be manifested in two ways.
First (i) it broke through as an uncontrollable eruption which
undermined his adult personality, and drove him into the ill
ness which brought him to me, and landed him in hospital in
the first place. That stage had long since been got over, and his
adult self was being more and more strongly established. Now
(ii) it was re-emerging in a gradual process of internal self
discovery, carried on relatively quietly over a long period of
analytical psychotherapy, without any serious threat to his
adult life. In this process he was getting this lost heart of him
self more and more into relationship with me and reunited with
his conscious self. This would be the final phase of his treatment,
which could and should go on quietly and reliably until he
found that he no longer reacted with unrealistic anxiety to very
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minor threats to his security in life, and he ceased to be vulner
able at the point of over-dependence on mother-substitutes.

Typical of this last phase of analysis were three dreams:

I went on board the Q_ueen Mag). It was rocking violently. Mother was
there with some tiny children and both she and they were spilling
things.

Here was a simple statement of the instability of life in the care
of the unreliable mother.

I stood on the deck of a small motor-boat which was rocking vio
lently, so I went down into the cabin. There it was warm and snug
and safe. I did not feel any rocking at all.

Here is a simple statement of flight from the frightening
instability of the unreliable mother, and regression back into
the womb, a withdrawal in fact deep into his own unconscious,
where the heart of him remained out of touch with life.

I was in a hotel and felt very secure there in bed. No one knew where
I was, and no one could get at me to trouble me. Then there was a
knock at the door. I opened it and there were some clients of a
professional colleague of mine, seeking my help. I helped them and
they went away.

Here was his discovery deep within himself that he now felt
strong enough to stand the impact of the adult life of the
external world and not be undermined by anxiety about it. In
fact, he had been contemplating asking this professional col
league to do a job for him, but hesitated because the colleague
never made such a request of him, and he wished he would.
In the dream he had brought this about, and found that he
could sustain the equal relationship involved.



Part II

THE REORIENTATION OF
PSYCHGDYNAMIC THEORY



IV

FOUR PHASES OF PSYCHODYNAMIC
THEORY1

AT the Sixth International Congress of Psychotherapy in 1964,
F oulkes made this statement:

Psychoanalysis is a biological theory which has only very reluctantly
been pushed into being a social theory by the pressure of psycho
therapy. Group therapy is not psychoanalysis.

This raises critical problems for theoretical thinking. The Hrst
sentence is undoubtedly right. Psychotherapy is a social, in the
sense of a personal, relationship problem, and this is really as
true of individual therapy as of group therapy. ls the second
sentence correct? It means that psychoanalysis ceases to be
psychoanalysis if it changes from its original biological orienta
tion to meet the problems of psychotherapy. This is hardly a
tenable position. Psychoanalytic theory arose out of the attempt
Freud was making, as a practising physician, to find a therapy
for the psychoneuroses. His first attempt was frankly neuro
logical and he abandoned it because it had nothing to say
to the psychological problems he was faced with. His second
attempt was psychobiological and gave more scope for psycho
logical thinking. But if psychoanalysis is to be theoretically
fixed at that point for all time, it would be an unheard-of situa
tion in science. Moreover Freud himself found this psycho
biological theory inadequate as time went on, and moved into
the more purely psychological problem of ego theory.

Theories that have no practical application can only be of
academic interest. Our real concern is the ‘cure’ of mental
‘illness’ and the safeguarding of mental health, which has
become, though it is as yet far from being recognized, as
the major human concern. We do not do psychotherapy to
demonstrate psychoanalytic theory. In fact, the theory has con
stantly been changed to meet the needs of therapy. We must
therefore trace these developments in psychodynamic theory to

1 This chapter is a revision of the first half of a paper which appeared in
the Brit. ]. med. Psychol., 36 (1963), p. 161, under the title ‘Psychodynamic
Theory and the Problem of Psychotherapy’.
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see how they bear on the as yet only partially solved problem
of psychotherapy. This became a particular interest of mine
from about 1950 as my clinical concern came to centre, of
necessity, on a markedly schizoid group of patients, who called
for particularly close study. The results of this work began to
emerge by about 1960, and throughout I had found Fairbairn’s
formulations in the field of theory invaluable. Two concepts,
t/ze ego and the schizoid process, came to dominate the enquiry.
They at once suggest a contrast to a psychodynamic theory
based on the very different concepts of instincts and depression,
as in the classic Freudian theory. Nevertheless, the fact that in
the I92O’S Freud himself turned his interest from instincts to
the analysis of the ego, shows that what we have to consider is
not two opposed views, but a development which has been
going on in psychodynamic research for half a century. For this
development Freud himself provided the initial impetus and it
arose logically out of his own earlier work.

We may well at this point pause and reflect on the nature and
place of theory in our work. All are agreed that we do not
interpret to patients in theoretical terms, nor do we seek to Ht
the patient into a predetermined theoretical scheme. VV ere we
to do so, we should learn nothing new from our clinical work.
This error in technique is, probably, not in fact always avoided.
We must use our theoretical concepts to guide our thinking in
trying to understand the patient, and therapists obviously will
not hnd it easy to let what the patient presents modify the con
cepts they are used to and have acquired a vested emotional
interest in. Nevertheless, Winnicott (1963) has written:

In a sense it is more diflicult for an analyst to be original than for
anyone else, because everything we say truly has been taught us
yesterday (i.e. by patients).

Human problems are still so far from solution that we cannot
afford to become theoretically static, and as Winnicott indi
cates, our patients do teach us and our concepts are always
undergoing slow but subtle modification under the pressures of
psychotherapy. Concepts are most useful at the stage at which
they are being formed. They represent the intellectual effort to
clarify and formulate new insights which are emerging in the
thick of clinical work. For a time they act as signposts pointing
the way in the right direction for the next advance: but the
concepts are liable to date, sometimes in the very terms that
connote them, sometimes in the content of an unchanged term.
By the time new further experience has begun to gather,
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previous concepts have already come to represent, either a
position permanently won which must now be moved beyond,
or else the concepts have become stereotyped and too rigid, and
act as a barrier to fresh thinking. This has happened to F reud’s
concepts. Thus ‘depression’ represents a position won in order
to be moved beyond. Terms such as instinct, libido, aggression
(as an innate drive), the id, the superego, defence mechanisms,
the Gedipus complex, mark stages in advancing psychody
namic theory, some of which have certainly become too stereo
typed and rigid. The term ‘ego’ in particular is a concept which
is steadily enriching its content and changing in a profound
way, to open up deeper levels of psychic experience where new
insights and concepts are called for. To try to work on new
material with nothing but the old conceptual tools retards
deeper understanding.

We have no choice now but to focus our thinking more on the problems
ofego-development in the jirst _year than on the oedipal problems of later
infancy though they are real problems. Klein’s attempt to read back
the three-person oedipal problems (dated at three to four years
in classic theory) into the first year two-person problems, has
not been generally accepted, but was eloquent proof that a
change in basic theoretical standpoint was developing. The
process of change has been at work ever since Freud turned
definitely to ego-analysis in the 192o’s, but of all the analysts
who have contributed to the slow furthering of this change, so
far only one, Fairbairn, has made a specific, systematic attempt
to think out the nature of the fundamental reorientation of
theory that is going on. He would have been the last person to
wish that his contribution to theory should, in turn, become a
lixed and stereotyped scheme blocking the way to further in
sights. Nevertheless, he formulated certain basic concepts which
appear to be as necessary for the intelligible ordering of our
lield of knowledge at this stage, as were Freud’s oedipal con
cepts and his structural terms at an earlier stage. Fairbairn’s
work is no more a mere proposed change in terminology, as one
critic suggested, than was Freud’s.

I hold no brief for any conceptual terminology as final. Terms
are only useful tools to be discarded when we find better ones, a
shorthand summary of what we know up to date. No doubt in
fifty years,’ time wholesale revision will have taken place. The
term ‘libidinal’, though useful, is far from satisfactory as stand
ing for the fundamental life-drive in the human being to be
come a ‘person’. Its historical and linguistic associations are too
narrowing for it to be adequate to this new orientation that we
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have now to take into account. If the term ‘libidinal’ is revised,
all Fairbairn’s terms will need revision. Meanwhile, till some
one suggests a better term than ‘libidinal’, I feel compelled to
say that once mastered I have found Fairbairn’s terminology,
as far as it goes, closer to clinical realities than any other, and
too valuable not to be used. Balint (1952) writes:

How much unconscious gratification lies hidden behind the un
disturbed use of accustomed ways of thinking . . . is best shown by
the often quite irrational resistance that almost every analyst puts
up at the suggestion that he might learn to use or even only to
understand a frame of reference considerably different from his own.
(11 232->

I shall seek in what follows to place Fairbairn’s work in what
seems to me to be its proper position and context in the march
of psychodynamic theory, to show in what way I found it in
valuable in my own particular study of schizoid problems, and
to present it as a challenge to willingness to think, where
necessary, in new terms as new insights develop. But at the same
time, this book is primarily clinical, not theoretical, and we
must seek to follow the clinical evidence wherever it leads. I
feel now that Fairbairn’s ‘Revision of Theory’ itself needs to be
extended and revised or deepened in particular with regard to
the meaning of the concept of ‘ego’ under the impact of work
such as Winnicott’s on the mother-infant relationship and the
beginnings of ego-development (cf. Chapters VIII and IX). It
is on that level now that we have most to learn. At the Inter
national Congress of Psychoanalysis in Edinburgh in 1961, one
speaker objected to Winnicott asking us to use ‘new terms such
as “impingement” etc.’ But progress will always be blocked if
we persist in trying to pour new wine into old bottles which are
too small.

My own interest in this matter was aroused when, around
1950, three patients, each in their own way, presented the same
problem. The first was a middle-aged unmarried engineer
running his own business, well educated, who sought analysis
of his own accord for attacks of guilt-burdened depression. He
had some six years of orthodox analysis whose content would be
familiar to every analyst. He talked out his early loveless family
life, his submissiveness to his egotistical mother and fear and
hate of his violent father, sibling jealousies, and adolescent
rebellion. He produced oedipal and castration dreams, sado
masochistic fantasies, genital, anal and oral, guilt and punish
ment reactions. A classic psychoanalytic textbook could have



PSYCHODYNAMIC THEGRY 121
been written out of his material. Throughout he remained a
conscientious hardworking obsessional personality, with all his
emotions under tremendous internal control. His personality
type did not change but he improved greatly as compared with
his original crippling depression. His ego-defences, we may say,
were modihed and he felt much more free to work. He summed
up his position thus: ‘I’m very much better, I feel I’ve cleared
all the outlying areas of my neurosis, but I feel I’ve come up
against a circular wall with no doors or windows and too high
to see over. I go round and round it and have no idea what is
inside. I know there’s something I’m doing that blocks further
analysis and I don’t know what it is. It’s difficult to let anything
more out. I’ve got to keep fit to run my business.’ Here, appar
ently, was a closebf guarded hurt and hidden part of his inner self into
which neither I, nor even his own conscious sem was allowed to intrude.
He once dreamed of going down into an underground passage
and coming to a halt at a locked door marked ‘hidden treasure’.

The second patient, an older, very ill professional woman
whose doctor said she would never work again, had a similar
background and normal oedipal analysis during which she
returned to work, suffered no further breakdown, and was able
to work till she qualified for a full pension. She then seemed. to
stick, and like the first patient held her gains but made no
further progress. At that point she dreamed of walking along a
road and coming up against a huge wall. There was no way of
getting forward and she did not know what lay on the other side.
Her comment was: ‘I’ve got to go on if you can stand it.’ She
clearly felt that if she succeeded, it would mean a difficult time
for both of us. Here again was this clear-cut unconscious knowledge
fy" an inaccessible cut-of part of the inner personal IM2 into which the
patient seemed unable and afraid to penetrate, but which had to be
opened up to secure a radical therapeutic result.

The third patient, a medical man in middle life, presented
the same theme in a different way. This was the case with which
I opened the 1961 paper on ‘The Schizoid Problem and Re
gression’ (cf. Chapter 2, p. 49). His presenting symptom, an
embarrassing and active preoccupation with breasts, faded out
under analysis only to be replaced by powerful fantasies of
retirement from active living into some impregnable stronghold,
isolated from the outer world. Like the other patients, he
carried on his active professional life. This then must have in
dicated the drastic withdrawal from the outer world Q' a specialized
part of his personality existing passivebz inside the jbrtress, the impassable
and the circular wall of the other patients. They were all markedly
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schizoid, detached, shut-in, had great difficulty in human
relationships, and would feel alone and out of touch in a group.

At this point I tried to write a paper on ‘The Schizoid
Citadel’ but could not arrive at any satisfying conclusion. There
fore, as a starting point for enquiry I made a clinical study of
‘l7`airbairn’s Theory of Schizoid Reactions’ (1952, cf. Chapter
1 , p. 1 7ff) in the light of material gathered from myown patients;
and set out, secondly, to gather fresh clinical data on schizoid
problems, and, thirdly, to survey the development of psycho
dynamic theory from Freud, through the American ‘culture
pattern’ writers, to Melanie Klein and Fairbairn, to see what
pointers were emerging for the solution of this problem. The
result of that historical study I presented in the book Personaligi
Structure ana' Human Interaction (1961) to which this is a clinical
sequel. On the clinical side I owe everything to a group of
schizoid patients whose variety was fascinating: a biologist, a
communist, a hospital Sister, a university lecturer, a grand
mother in her lifties, a young borderline-schizophrenic wife, a
social worker who had had a paranoid schizophrenic break
down, a young middle-aged mother who was also a language
teacher, an outstandingly successful but most unhappy business
man, and so on. Their treatment always seemed to move ulti
mately beyond the range of the classic psychoanalytic pheno
mena, the conflicts over sex, aggression, love and hate, guilt
and depression. It was not that these classic phenomena were
not there. All patients began by producing this kind of material
and it could not be by-passed. Its analysis occupied the first
years predominantly, though looking back I can see that deeper
problems were peeping through, and in the end dominated the
scene. For what came after, what emerged from behind the
oedipal material, I did not find much help, except in the inter
pretation of details, in the literature on schizoid problems. It
seemed to lack intrinsic connexion with the existing psycho
analytic theory of oedipal and depressive problems. I had to let
impressions accumulate and only by about 1960 did these begin,
as I feel, to disclose some definite pattern.

One strongbv emerging theoretical trend provided the necessary
standing-ground for thinking. In 1949 Balint called for a tran
sition from a physiological ancl biological bias to an object-relations bias
in theory (1952) . That was exactly the major trend that stood out
in the historical survey. It was visible in the work of Americans
such as Horney, Fromm, and Sullivan, though more from the
social and ‘culture-pattern’ point of view than in ‘depth analy
sis’. As early as 1942-4 Fairbairn’s fundamental revision of
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psychoanalytical theory had been on exactly the lines Balint
later called for, from the endopsychic rather than the cultural
viewpoint (Fairbairn, 1952). Here and elsewhere were the
signs of a growing and widespread concensus which can be
expressed in several different but parallel and related ways.
Theory had been moving from (i) concentration on the parts
to attention to the psychic whole, (ii) from the biological to the
properly psychological, (iii) from instinct-vicissitudes to ego
development, (iv) from instinct-gratification to ego-mainten
ance, and (v) from the depressive level of impulse-management
to the deeper schizoid level where the foundations of a whole
personality are or are not laid. Throughout, the concepts of the
ego and the schizoid process became ever more dominant.

Classic psychoanabftical theogy is o moral psychology of the struggle
to direct and control innate antisocial impulses, discrete and
separate instinctive drives of sex and aggression, by means of
guilt. This, when it produces too drastic repression instead of
‘sublimation’, leads to the mental paralysis of internalized
aggression, self-punishment and depression. When Freud turned
to ego-analysis, however, he started lines of enquiry which were
destined to lead to a quite different orientation. Research went
deeper than obsessional problems and the superego. The dis
sociations of hysteria began to assume new significance as ego
splittings. Schizoid problems came to view, not as problems of
the gratification or control of instincts, but as problems of ego
splitting and the struggle to recover and preserve a whole
adequate ego or self with which to face life. The term ‘ego’
began to denote something larger than just the conscious ego.
This newer type of theory had much to say about the problems
of my patients who were unconsciously guarding their secret
schizoid citadel in which some vital part of their total self lay
apparently buried, hidden and lost to view and use. Impulse
psychology had little enlightenment to offer on this.

Here I must record my agreement with Fairbairn that the
term ‘psychobiological’ is an illegitimate hybrid which confuses
two different disciplines. It is like that earlier hybrid ‘physio
logical psychology’ as set forth in McDougall’s book (1905). It
was just physiology and not psychology at all. We study the one
whole of the human being on different levels of abstraction for
scientific purposes. Biology is one level, psychology is another.
Each deals with phenomena, organic or psychic, which the other
cannot handle, but they are all the functions of one and the same
whole or total selfl When it comes to therapy, knowledge from
all disciplines must be taken into account. We do not suppose
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ourselves to be dealing with two separate entities, one called
body and the other mind. The language of ‘id and ego’ implies
a dualistic philosophy. But neither can we study such a complex
whole as if it were a kind of Irish stew with everything lumped
together in one pot. W'e must abstract its main distinguishable
aspects and stick consistently to what we select to study.

The business cy” psychoafynamic research is with that aspect of the
whole man which we call the motivated and meaningful ZW cy” the grow
ing ‘person’, and his dgficulties and developments in object-relationships
with other persons. A dynamic psychology of the ‘person’ is not an
instinct-theory but an ego-theory, in which instincts are not
entities per se but functions of the ego. The way an instinctive
capacity operates is an expression of the state of the ego. The
trend of psychoanalytic theory moves steadily in that direction.
Instinct-theory per se becomes more and more useless in clinical
work, and ego-theory more and more relevant. Interpretations
in biological terms would only make the patient feel helpless
and answer: ‘So what? That’s how I’m made.’ Outside the
sphere of pure psychodynamics, I would think that the philo
sopher John Macmurray has given the coup de grace to instinct
theory in the study of human persons, in his Gifford Lectures,
Vol. 2, on ‘Persons in Relation’. The most important single sub
ject of investigation on all sides is the earliest stages of ego
growth, as in the work of Melanie Klein and her group, Fair
bairn, Winnicott, Bowlby, Bion, and researches into the psycho
dynamics of schizophrenia. The classical oedipal, social, sexual,
and aggressive conflicts are, of course, all there, but are dis
closing themselves as aspects of the internal, sado-masochistic,
self-exhausting struggle of an already divided setf to maintain
psychic defences against ego-collapse.

I have thus come to feel that the first great task which con
fronted Freud in his pioneer exploration was that of analysing
the area of moral and pseudo-moral conflict (i.e. truly moral
and pathologically moral). This had hitherto comprised man’s
whole traditional account of his nature and troubles: and it
blocked the way to more radical understanding. Freud did
analyse it so exhaustively that he opened the way to the deeper
level hidden beneath it, the primitive premoral level of experi
ence in which the foundations of ego-stability are or fail to be
laid. The result of F reud’s work is that unrealistic traditional
ideas about children have been replaced by an ever deeper
knowledge of the earliest infantile fears and ego-weakness.
Freud actually took over the traditional and popular psychology
of Plato and St Paul as his starting point (cf. Chapter V,
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p, 132). Plato’s charioteer of reason and St Paul’s ‘law of the
mind’ became the controlling ego with its scientific reason. just
as Plato’s ‘reason’ made an ally of the lion (aggression), turning
it against the beast (instincts) to enforce control, so Freud
envisaged the ego working with the sadistic superego to turn
aggression inwards against the id, and showed how pathological
guilt produced depression.

Freud used the traditional philosophical moral psychology of
impulse-control, but he used it in a wholly new way, to guide
an original and factual clinical analysis of the detailed mental
processes involved in man’s experience of moral and pseudo
moral conflict. All this was analysed so exhaustively that it
represents a reasonably completed scientific investigation of
man’s sadomasochistic struggle to civilize the recalcitrant
impulse-life he finds within himself. There are no signs that
Freud’s basic analysis of moral conflict will need much revision
per se, so far as it goes. But Freud did not answer, indeed failed
to ask, the crucial question: since man is without doubt social
by nature, how does it come about that he feels such antisocial
impulses so often? Why do men have antisocial impulses? Freud,
like all his predecessors, simply assumed that they were innate,
that in man’s nature there was an unresolvable contradiction of
good and evil. This is the traditional view of man in our own
and other cultures.

However, Freud’s analysis of moral conflict unwittingly re
vealed the fact that this is not the whole of, nor even the deepest
element in, the psychic experience of human beings. In fact,
man’s age old conviction that all his troubles come from his
possession of mighty if nearly uncivilizable instincts of his
animal nature, turns out to be our greatest rationalization and
self-deception. We have preferred to boost our egos by the
belief that even if we are bad, we are at any rate strong in the
possession of ‘mighty instincts’. Men have resisted recognition
of the truth that we distort our instincts into antisocial drives
in our struggle to suppress the fact that deep within our make
up we retain a weak, fear-ridden infantile ego that we never
completely outgrow. Thus Fairbairn regarded ‘infantile de
pendence’, not the ‘Oedipus complex’, as the root cause of
neurosis. The Oedipus complex is a problem of ‘powerful im
pulses’ (P instincts), Infantile dependence is a problem of ‘ego
weakness’. Depression is the problem of our badness. The
schizoid problem opens up the psychology of our fundamental
weakness. I do not doubt that there is a strong resistance to
recognizing this as the real basis of psychodynamic theory, for
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human beings would rather see themselves as bad than weak.
One can see this in the very different attitudes that are often
expressed to obsessionals and hysterics. Gbsessionals get more
respect than hysterics. Obsessionals are thought to be mastering
bad impulses, while hysterics are held to be only trying to find
someone to cling to in their weakness. Those professionally
engaged in these matters will even admit: ‘Well, you know, I
think I am a bit obsessional’, but you never hear them say:
‘I’m a bit of a hysteric.’ But it is hysteria that takes us closer to
the fundamental problem. This shift in the centre of gravity in
psychodynamie theory will enforce a radical reassessment of all
philosophical, moral, educational, and religious views of human
nature.

Psychoanalytic practice seems to be in advance of psycho
analytic theory in this matter. We shall see in the next chapter
how, in the analysis of depression, it is coming to be recognized
that this condition is more complex than at first seemed to be
the case. Classic depression was explained by reference to
ambivalent object-relations and guilt over sexual and aggressive
drives. Yet there appears to be another aspect of it which
is better characterized as regression, and which needs to be
explained rather by ego-splitting, arrested ego-development,
weakness, lack of self-fulfilment and apathy. VV e shall see that
Zetzel holds that the significant new concept in the modern
view of depression is that of the ‘ego’. It is, however, hopeless
to try to deal with ego-psychology in terms of instinct theory.
The problems of ego-psychology are those of ego-weakness, loss
of unity, depersonalization, the sense of unreality, lack of a
proper sense of personal identity, of the terror some patients
experience of feeling so ‘far away’ and ‘shut in’ that they feel
they will never get back in touch again. These phenomena can
only be dealt with by a theory based firmly on the analysis of
the schizoid processes of withdrawal to the inner world under
the impact of primary fears. It is in this region that the results
of disturbed beginnings of ego-development are to be found.

So far only Fairbairn has sought .gfstematicalbf to reorientate
theory from a depressive to a schizoid foundation. Nevertheless
the whole drift of psychoanalysis today is in that direction. In a
summary of the main points of his theory, Fairbairn states that
the internal situation described in terms of object-splitting and
ego-splitting

represents a basic schizoid position which is more fundamental than
the depressive position described by Melanie Klein .... A theory of
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the personality conceived in terms of object-relations is in contrast
to one conceived in terms of instincts and their vicissitudes. (1963.)

Freud’s structural terms, id, superego, ego, give an account of
classic depression and moral conflict. F airbairn’s structural terms,
libidinal ego, antilibidinal ego, central ego, give an account of
the schizoid process of the loss of the primary unity of the self.

As I see it, there have been four stages in the development of
psychoanalytic theory.  Freud’s original instinct theogf which
enabled a penetrating analysis of moral and pseudo-moral con
flict to be made. This led to (ii) Freud’s ego-anabfsis, which, be
cause it remained tied to instinct theory, could not give more
than a superficial account of the ego, as a utilitarian apparatus
of impulse-control, an instrument of adaptation to external
reality, a means of perceptual consciousness, etc. Before an
adequate theory of the ego as a real personal sey” could be worked
out, a third stage had to come about. (iii) Melanie Klein had to
explore the psychology mf the object as psychically internalized to become
a factor in ego-development. She explored the psychology of internal
object-relations as thoroughly as Freud had explored that of
impulse-management. Klein’s work is ‘an object-relations
theory with emphasis on the object’, and it led to a fourth stage,
(iv) Fairbairn’s ‘object-relations theory with the emphasis on the ego’.
His primary interest had always been in the ego, as seen in his
early paper (1931) on a patient’s dream-personiiications of
herself. But he made no progress with this till Klein’s work
made its impact on him, as he explicitly acknowledged. Now,
his work brings out clearly that the importance of the object is
not primarily that of being ‘a means of instinctual gratification’;
this gives only a psychology of instinct-vicissitudes. The im
portance of the object lies in the fact that it is ‘a necessity for
ego-development’. This gives us a psychology of ego-vicissitudes,
ego-differentiations, splittings and what not. He brought Klein’s
object-relations theory back full circle to ego-theory again, but
this time not to F reud’s superficial ego-theory, but to a funda
mental ego-theory which makes psychoa§»namics a genuine science fy” a
real seQ” or person, a unique centre of meaningful experience growing in
the medium Q” personal relationships.

F airbairn is, of course, far from being the only analyst to see
the need to orientate theory and therapy afresh to the true
self hood of the whole person. Winnicott writes that the goal of
therapy is
the shift of the operational centre from the false self to the true self.
. . .That which proceeds from the true self feels real. (1955a, p. 292.)
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Again,
In favourable cases there follows at last a new sense of self in the
patient and a sense of the progress that means true growth. (p. 289.)

Winnicott’s theory of the true and false self is likewise a theory
of ego-splitting and deals with phenomena that F reud’s struc
tural terms take no account of. F airbairn, however, is the only
analyst so far who has taken up the task of the overall revision of
theory from this point of view. The result is an impressive in
tellectual achievement of practical clinical value.

In the summary quoted, F airbairn regards separation-anxiety
as the earliest and original anxiety, and as the basic cause of the
schizoid process of flight or withdrawal of part of the now split
ego from contact with the outer world. There are several causes
of separation anxiety.  Fairbairn earlier stressed that un
satisfied love-needs become dangerous and the infant draws
back, a very potent cause. Winnicott emphasizes (ii) the infant’s
direct fear of the ‘impingement’ of a bad-object, from whom he
must escape because he cannot defend himself; and further
(iii) the situation in which the infant finds himself simply
neglected, deserted. The mother just fails the infant. He can
draw no adequate response from her and must escape by mental
withdrawal from an environment that seems not persecuting but
empty. These three causes of withdrawal are pathological in
themselves. But (iv) Winnicott also puts great emphasis on
what may be termed a healthy origin of withdrawal. This is a
quite distinct problem of the infant becoming afraid to love
because he Hnds that his mother cannot tolerate the natural,
healthy, robust vigour of his love-needs, so that he comes to
feel he is a ruthless destroyer without intending to be so. The
mother is not frustrating, angry or neglectful, but she is not able
to stand up to the strain of her thoroughly alive baby and he
becomes frightened of this situation and withdraws, and has to
spend his energy on inhibiting his needs and all pleasurable
tensions and excitements they may arouse, leading eventually to
apathy. However caused, the danger of separation, whether by
desertion or withdrawal, is that the iry'ant, starting ZM2 with a
primitive and quite undeveloped psyche, just cannot stand the loss ty” his
object. He cannot retain his primitive wholeness for more than a short
period in the absence of mother, and cannot go on to develop a strong
sense cy” identity and sebfhood without an object-relation. Separation
anxieyf then is a pointer to the last and worst ]%ar, _#ear cy' the loss fy" the
ego itsem of depersonalization, and the sense of unrealigf. The reason
why patients hold on with such tenacity to their Kleinian world
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of internal bad objects, and their Freudian inner world of
ocdipal conflicts over sex and aggression, is that their external
object-relations have become so weakened by early schizoid
withdrawal inside, that they are compelled to maintain a world
of internal fantasied objects to keep their ego in being at all.

Conflicts over sex, aggression and guilt, in addition to having
their own obvious signihcance on their own specific level, are
also in the last resort frequently used as defences against with
drawal, regression, and depersonalization, and the patient is
reluctant to give them up. He will constantly go back to these
classic conflicts unless we keep them well analysed as to their
ultimate motives, rather than face the terrors of realizing how
radically small, weak and cut off, shut in and unreal he feels at
bottom. A dream of a male patient of 50 illustrates this:

I was engaged with someone (undoubtedly his tyrannical father) in
a tremendous fight for life. I defended myself so vigorously that he
suddenly stopped fighting altogether. I then immediately felt let
down, disappointed and quite at a loss, and thought ‘Ohl I didn’t
bargain for this’.

His real life was conducted very much in terms of rationalized
aggression, opposing authority, attacking abuses, defending his
independence (often when it was not threatened), all really in
the interests of keeping his insecure ego in being. He couldn’t
keep going without the help of a fight. Another patient said:
‘If I don’t get angry with my employees, I’m too timid to face
them. I feel some energy when I’m angry. Otherwise I feel just
a nobody.’ That is the basic problem in ,bsycho,bathology, the schizoid
problem of feeling a nobody, of never having grown an adequate #cling
of a real se# If we go far enough, it always emerges in some
degree from behind the classic conflicts. I suspect this- to be
more true of all human beings than we like to know, and that
the chronic aggression which has always seemed to be the hallmark of
‘man’ is but a defence against and a veneer over basic ego-weakness. We
must now consider this reorientation of psychodynamic theory
in greater detail.



V

THE CLINICAL-DIAGNOSTIC FRAMEWCRK

(THE MANIC-DEPRESSIVE PROBLEM IN THE LIGHT or
THE SCHIZOID PROCESS)1

The Historical Approach

THE last chapter traced in brief outline the four phases through
which psychodynamic theory appears to me to have developed,
a movement beyond biology to psychology, beyond instincts
to the ego or self that possesses them, and beyond depressive
to schizoid problems. It is, of course, not at all implied that
biology has no contribution to make to the understanding of
man and the treatment of mental illhealth. Any such suggestion
would be absurd. The matter was put in correct perspective by
Carstairs in his 1963 Reith Lectures:

It is not on logical grounds that medicine has so long resisted psycho
therapy. I believe that here we have another instance of events (in
this case the series of discoveries about the human mind which were
initiated by Sigmund Freud) that outstripped the grasp of human
imagination. We have been living in an era dominated by biology
and the physical sciences .... Medicine has profited by these dis
coveries . . . but I believe that as a result it has become too ex
clusively preoccupied with material techniques _ _ . which are far
from being the only valid means of studying the human mind. Even
in the practical realm of treating the sick, it may be that the great
upsurge of biological research has already made its major contribu
tion. Meanwhile we are neglecting some of the greatest health prob
lems of our contemporary society, the problems of faulty psycho
logical and social adjustment. (1963.)

Psychoanalysis cannot be accused of neglecting psychological
and social problems, but its theory has shown evidence of the
drag of the heavy emphasis on physical and biological science.
True, the entire problem of heredity and the provision of the
raw material of personality belongs to biology, along with all

1 First published in the Int.  Psycho-Anal., 43 (1962), p. 98, and is here
revised.
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the physiological aspects of bodily symptom formation and
organic conditioning, especially in the very earliest stages.
Biochemistry must provide the psychiatric drugs for symptom
control. The study of the organism must be the basis for the
physical treatments which have to be used when no psycho
logical treatment is available or practicable.

Nevertheless, we cannot understand the ‘person’ in biological
terms. Jung said that ‘human beings cannot stand a meaning
less existence’, and at this level of the ‘personal life’ lived in
terms of intelligible motives arising out of meaningful purposes,
we need a fully psychological analysis. Psychoanalysis needs to
disentangle itself from the biological matrix out of which it
arose, and realize itself as a fully psychological discipline. It
cannot explain everything about human beings, but its proper
task is to understand the development and functioning of human
beings as persons living in relationship with other persons. The
analysis of man’s moral life of impulse-management, guilt, and
depression, did not necessitate a clear transcendence of the bio
logical frame of reference, since it appeared to rest on the theory
of inherited antisocial instincts. It is the analysis of the schizoid
problem, centering on the stages of ego-growth in the medium
of personal relationships, which has necessitated a more fully
psychodynamic type of theory. In this chapter on the manic
depressive problem I have sought to trace in greater detail the
depressive and schizoid levels of conceptualization and analysis.
This provides our diagnostic clinical framework.

The increasing emphasis of recent years on schizoid prob
lems represents the emergence of a distinct point of view in
psychodynamic studies, which also diverges markedly from the
traditional centuries-old approach to human problems. Like
all other phenomena, psychopathological phenomena disclose
hitherto unrecognized aspects when looked at from a different
viewpoint. For a long time, the priority for Freud was hardly
the evolving of a theory, but rather the ‘seeing of what was
there to be seen’ and theorized about. So long as advance
depended at first mainly on the accumulation of data, Freud
could adopt and use the traditional theory of human nature as
a sufficient framework for his thinking: i.e. the theory of con
flicts arising from the need to control bad impulses rooted in
‘the flesh’. He could get on with the pressing task of observation
and description of psychopathological phenomena, not so
much from the outside like Kraepelin and Bleuler and psychia
trists in general, but from the inside as suggested by the work
of Charcot on hypnotic experiences and the unconscious. Up to
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somewhere between IQIO and 1920 that was his main work,
and so far as his results were conceptualized in theory in this
first period, it did not affect the simple traditional framework
or scheme, of natural instincts versus social controls. His great
theoretical concepts evolved in this first stage were those of
repression, resistance, the censor, transference, the meaning
of dreams and symbolism, infantile sexuality, the ‘family’ or
‘C)edipus’ complex, and so on.The work of observation and des
cription never ends, and since that period has been carried much
deeper with the fuller investigation of schizoid phenomena,
and the close study of the earliest mother-infant relationships.

By 1920, however, it was already apparent that the increasing
range of facts pressing on Freud’s notice were calling for exam
ination from other points of view than that of the traditional
theory of bad impulses rooted in the flesh and calling for
drastic control. That was the view of the pre-scientific philoso
phical and religious psychology of Greece and Palestine, and
had always been the universal common-sense view, as indeed it
is today. The ancient Persian Zoroastrians thought of a war
fare between matter as evil and mind as good. Plato’s famous
picture of human nature as a chariot with two horses and a
charioteer is described by R. Livingstone thus:

He described human nature by a simile. On the outside men look
like human beings, but under their skin three creatures are con
cealed: a monster with many heads, some wild, some tame, . . . the
desires and passions: alion-the spirited quality which will ight. . . !
and a human being-the rational element .... Plato urges us to
make the man supreme and see that, helped by the lion, he controls
the many-headed beast. (Greek Ideals and Modern LW, pp. 140-1.)

St Paul’s doctrine of unceasing warfare between the flesh and
the spirit, the law of the members and the law of the mind, the
Platonic simile, and the traditional trichotomy of body, mind,
and spirit, all represent the same diagnosis ofthe human predica
ment. As a flrst hypothetical basis for his investigations Freud
adopted this ‘theory’ and gave it a scientihc dress. The ‘many
headed beast of the desires and passions’ and the ‘law of the
members’ became the instincts of sex and aggression function
ing anti-socially according to a ‘pleasure principle’ and lead
ing to a Hobbesian world in which life would be ‘nasty,
brutish, and short’. (Cf. The Future fy' an Illusion.) The ‘lion’
becomes aggression taken up by the sadistic superego and
turned against the id instinct-derivatives. The ‘law of the mind’
and ‘charioteer of reason’ (on whom Freud, like Plato, pinned
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all his hopes as he makes clear in the last chapter of .New Intro
ductory Lectures), becomes the ego seeking to operate by a ‘reality
principlt-:’.

This basic way of looking at things Freud never changed, and
indeed the kind of change called for has only slowly become
apparent. But the terms id, ego, and superego, in which he
came to embody it, stand also for something that was to prove
of far greater importance than this traditional scheme. They
represent the fact that Freud made a second reorientation of
his thinking, from the psycho-biological to the endopsychic
structural point of view. Hartmann has stressed the tremendous
importance of Freud’s importation into psychodynamic science
of the structural viewpoint. He writes (1960):
It was above all Freud’s introduction of the structural point of view
that made the psychoanalytic approach . _ . more subtle and more
conclusive.

In fact it gave ego-analysis priority over instincts in psycho
analytic thinking. Ego-splitting, a concept which Freud pre
sents quite explicity as fundamental to psychoneurosis as
well as psychosis, in the last section of his unfinished posthu
mous Outline ry” Pgfc/zoanatysis, begins to take the place of im
pulse-control as the centre of interest. It is possible now to see
that this actually implies a shift of emphasis from a ,ogfchology
fy” depression to a psychology cy” the schizoid process. All psycho
pathological phenomena look different when viewed from the
schizoid rather than from the depressive viewpoint.

The ‘De,oressioe’ and the ‘Sc/zizoid’ Stundpoints

In Chapter II, I compared Freud’s structural analysis of the
personality, the id-ego-superego scheme, as a conceptualiza
tion of depression, with F airbairn’s revised theory of endo
psychic structure as a conceptualization of the schizoid process
(pp. 55 and 127). This differencein fact registers and consoli
dates the shift of viewpoint already referred to, and it enforces
a reassessment of all phenomena. F airbairn was the first, and
is as yet the only analyst, to attempt the explicit systematic
revision of theory on this basis, but it is implied and aspects of
it are to varying extents expounded in a great deal of con
temporary psychoanalysis. At the outset, after a searching study
of ‘Schizoid Factors in the Personality’ in IQ4O (which un
fortunately was not published till after his theoretical papers)
(1952, Chap. 1), he introduced his ‘Revised Psychopathology of
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the Psychoses and Psychoneuroses’ in 1941 (1952, Chap. 2) with
these words:

Within recent years I have become increasingly interested in the
problems presented by patients displaying schizoid tendencies ....
The result has been the emergence of a point of view which, if it
proves to be well-founded, must necessarily have far-reaching im
plications both for psychiatry in general and for psycho-analysis in
particular. My various findings and the conclusions to which they
lead involve not only a considerable revision of prevailing ideas
regarding the nature and aetiology of schizoid conditions, but also
a considerable revision of ideas regarding the prevalence of schizoid
processes and a corresponding change in current clinical conceptions
of the various psychoneuroses and psychoses . . . a recasting and
reorientation of the libido theory together with a modiiication of
various classical psychoanalytical concepts. (1952, p. 28.)

It seems now, looking back over the quarter of a century since
those words were written, a matter of considerable surprise that
that prophecy has not stimulated a more explicit theoretical
response, a realization that some fundamental change was in
process of developing, and specific attempts made to think it
out in detail. It is not a good thing that complete systematic
revision should have been attempted by only one analyst. What
has happened is that schizoid phenomena have been investigated while
in the rnain a pgfohology ry’ depression has been adhered to. This change
of viewpoint from the depressive to the schizoid position in
viewing human problems, appears to involve some quite special
difliculties. It is so radical and ultimate that it encounters our
deepest and most powerful resistances; and here the patient’s
resistance against experiencing what it is that needs to be
cured, can be supported by an unrealized resistance in the
analyst against having to see it. I feel driven to conclude that
the age-old ‘depressive diagnosis’ involves man’s greatest and most con
sistent se%deeeption. We have all been in unconscious collusion,
suffering individuals, religious philosophical and educational
thinkers, and now psychodynamic researchers, to keep atten
tion diverted from the deepest and ultimate causal factors
and concentrated on a middle region of defensive endopsychic
activity mistakenly regarded as causal and ultimate. This, I
believe, is the conclusion we must draw. The tremendous re
sistance to its recognition is based on mankind’s universal preference
for feeling bad but strong rather than feeling weak and afraid. The

depressive diagnosis fixes our attention on our badness, the schizoid’
diagnosis fixes it on our weakness-in a frightening change of em
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phasis and the more we explore it, the more far-reaching it
appears to be.

F reud’s id-ego-superego theory we have seen had two
aspects: it was the first great step in the adoption of the struc
tural standpoint, but it was also an embodiment of the tradi
tional theory, an analysis of human personality on the basis of
depressive phenomena. The id was the psychobiologieal source
of innate and in the end unsocializable instincts of sex and
aggression. Culture has to be defended against nature. If the
defence fails we get criminality, if it succeeds too drastically we
get neurosis. As Freud stated in his essay, ‘Analysis, Terminable
and Interminable’ (1937), psychotherapy is helping the ego in
its struggle against powerful antisocial instincts. The only way
of avoiding either criminality or neurosis is to achieve maturity,
not in the sense of basic socialization but in the sense of sublima
tion, a hypothetical process of detaching enough energy from
the original instinctive aims to be redirected to valuable cultural
goals. The original instinctive aims can, however, always be
found still being energetically pursued under repression in
the unconscious. I do not think there is any real difference
in principle here between Plato, St Paul, and Freud. For all
three, human nature is the scene of an unending internal strife
and there is no real possibility of ‘cure’, only of ‘compromise
and relative stability’ so long as man remains ‘in the {lesh’. The
views of all three involve the underlying dualistic philosophy of
body and mind, id and ego, as original, separate, and opposed
entities. This is not avoided by Freud’s idea of the ego develop
ing on the surface of the id, a metaphorical statement that has
no real meaning.

The classical psychoanalytical theory is that antisocial im
pulses, biologically determined, which certainly might be
better tolerated socially than they usually are, must be con
trolled by the ego and in the process such intense guilt and re
pression are developed that the whole psyche is liable to fall into
a state of illness and depressive paralysis. Unconscious guilt was
for Freud the great source of resistance to psychotherapy (T/ze
Ego and The Id, p. 72, footnote). The patient feels that he is bad
and ought to accept the punishment of going on being ill.
Official Christianity took the side of repression (though the
Gospels, the later St Paul, and the Johannine tradition had
wiser insights). Freud took the side of easing repression and show
ing more toleration of instincts while strengthening the ego for
rational control. But both agree as to the basic nature of the
problem.
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This depressive pattern has always been the favoured diag

nosis. lt is expressed in psychoanalytical terms as the alliance
of the superego and the ego to control the id, while psycho
therapy seeks to moderate the harshness of the superego control
and to strengthen the ego. The theory is simple, precise, under
standable, and it implies the possibility of practical measures on
the social level to deal with the situation. Police control, legal
punishment, denunciatory public opinion, moral disapproval,
religious preaching of sin, all conspire to discipline recalcitrant
instincts. In The Future fy” an Illusion (1927) Freud wrote:

Every individual is virtually an enemy of civilization, though civili
zation is supposed to be an object of universal human interest. It is
remarkable that, little as men are able to exist in isolation, they
should nevertheless feel as a heavy burden the sacriiices which civil
ization expects of them in order to make a communal life possible.
Thus civilization has to be defended against the individual. (p. 6.)

It seems rather that every civilization must be built up on coercion
and renunciation of instinct .... One has, I think, to reckon with the
fact that there are present in all men destructive, and therefore
antisocial and anticultural trends.

It is just as impossible to do without control of the mass by a minority
as it is to dispense with coercion in the work of civilization. For
masses are lazy and unintelligent: they have no love for instinctual
renunciation, and they are not to be convinced by argument of its
inevitability ; and the individuals composing them support one
another in giving free rein to their indiscipline. (p. 7.)

The only way Freud could see to better this situation was:

to lessen the burden of the instinctual sacrifices imposed on men,
and to reconcile men to those which must necessarily remain and to
provide a compensation for them. (p. 7.)

The fact that psychoanalytical therapy and every other kind of
therapy has always found this result so extremely difhcult to
secure with the individual, is surely all of a piece with the
catastrophic failures of practically all civilizations to maintain
peace, security, and reasonable human happiness for more than
short periods.

Nevertheless, though it seems to be proved beyond all doubt
that we are very bad, since who dare gainsay such a trio as
Plato, St Paul, and Freud, we may console ourselves that we are
not weak. We have cz mighty sexual instinct (Freud, 1908) and a
powerful and destructive aggressive instinct (Freud, 1927), and if we



CLINICAL-DIAGNOSTIC FRAMEWORK 137
are incapable of living together peaceably for long except as
controlled subordinates (and always supposing our powerful
coercive controllers do not fall out among themselves and drag
us into the fray), at least we can glorify aggression as heroism,
and live like Sir Tristram and Sir Palomydes and others of King
Arthur’s knights who idealized the role of picking quarrels with
all and sundry to prove what ‘mighty men of valour’ they
were. (Cf. Malory.) The incompleteness of the ‘depressive’
diagnosis is, however, seen the moment we realize that human
beings always prefer to feel bad and strong rather than weak.
The diagnosis fy’ ‘antisocial instincts’ has always been rnan’s most con
vincing rationalization of his plight, a subtle QIWZNCE against the alarming
truth that the real trouble is j%ar, jlight from IW at deep mental levels, and
the failure of basic strong egoiforrnation, resulting in consequent in
adequacy, both j%lt and factual, in coping with lw.

The fact that human beings prefer to feel ‘bad somebodies’
rather than ‘weak nonentities’ may be illustrated historically
and socially. There is the story of the ancient Greek who burned
down a temple because he could not get recognition in any
other way. Much crime and delinquency must be motivated by
a quest for power, and for notoriety for destructive behaviour,
to cover the felt inability to achieve true value by constructive
work. This comes out clearly in clinical work. One patient, a
married woman in the thirties, who had been actually cruelly
brought up and felt utterly useless and worthless, described how,
at her Hrst school, she felt a terrible need to be noticed by the
teachers, and bent all her energies to pleasing them by good
work and good behaviour. As a result she was simply taken for
granted as a girl who would not cause any trouble. Being
already very schizoid, this made her feel depersonalized. She
could not stand this and when she changed schools, she felt
she must compel the teacher to take notice of her or she would
feel just worth nothing at all. So she became a ‘bad’ girl and a
ringleader in mischief. She got plenty of notice then and felt
much safer that way.

Another married woman, also in her thirties, had grown up
to feel that she was regarded by her family as inferior. She had
not got the good looks or lively talk of her sisters, was shy, and
in fact experienced transient states of depersonalization at a
very early age. She was ignored by a busy father and was the
perpetual butt of the criticisms of a very unstable mother. She
would sit away in a corner when visitors came, feeling that it
was hopeless for her to make any mark by good qualities. She
was taken for granted as ‘the quiet one’ of the family. But in her
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late teens she suddenly developed a serious mental breakdown
and her parents were alarmed. Her father became sympathetic
and devoted to her, her mother said she was mad. She would
say: ‘No, I’m not mad, I’m bad’, because her most obvious
symptom was a compulsion to curse God, her parents, and
sisters, and ‘bad words and bad thoughts’, aggressive, mur
derous, and sexual (with a strong anal colouring) would be
‘running in her head’. She insisted on telling her parents all
these curses and bad thoughts, and quite consciously knew she
was shocking them. She felt proud of herself for being so daring,
though she felt she could not stop it. The reason was clear when
she said: ‘I felt strong, powerful, when I was cursing and
swearing. If I wasn’t being bad, I could only shrink away into
a corner and feel I was nobody.’

A male patient, a large employer of labour, came to analysis
because he was so aggressive with his employees that he was
always having labour troubles. He had been brought up on a
regime of demand that he should not be a nuisance to his parents,
and felt quite unwanted, unappreciated, and no good. If he was
anything at all, he felt he was ‘just a rotter’. He commenced
every session for a long time by saying ‘I’m cross as usual.’
When gradually he arrived at some insight into this, he said:
‘I know why I’m so aggressive with employees. I must get
angry or I’m just scared stiff of them. When I can get angry I
feel plenty of energy and I can do things; otherwise I’m nervous,
always tired, and feel I’m no good.’

Historically in ideolgy and psychologically in the individual,
the area of bad impulses, control, guilt, and depression lay right
across the path of psychodynamic investigation and blocked the
way to deeper insight, as it was intended to do. F reud’s great
task was to analyse this area. That is the significance of his shift
of interest from hysteria to obsessional neurosis, depression, and
the superego phenomena. So successful was his analysis that he
opened the way to what lay deeper and made a start with the
structural analysis of the psyche and the recognition of the im
portance of ego-splitting. Here lies the significance of Fair
bairn’s call ‘Back to Hysteria’ and his radical development
of Melanie Klein’s structural object-analysis into a parallel
structural ego-analysis. Until the ‘depressive’ area was analysed,
the ‘schizoid’ area could not be thoroughly investigated. But it
begins now to appear that only if the schizoid background is
taken into account, can the depressive foreground be thoroughly
understood. The ‘depressive’ area of conflict over bad impulses
comes into being when the individual exploits his active powers
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in antisocial ways to counteract a deep compulsion to with
draw, break off object-relations, and risk losing his ego. He
becomes bad in order to feel real. Moreover, it becomes clear
that the deeper schizoid problems have always been thrusting
through the more obvious depressive one. This we must now
examine.

The Manic-Depressive Condition and its Complexigf

Clinical depression needs now to be examined specifically
from the point of view of the schizoid problem. Fairbairn stated
that in his experience true depression is more rare in the con
sulting room than schizoid phenomena, and that is also my
experience. This could be due to a change in the general cultural
outlook, a decline in guilt-inducing forms of religion. We do not
now have the ‘Hell-fire’ preaching and the violent denunciatory
‘sin and repentance’ sermons of an earlier age. Few people have
even heard nowadays of ‘the unforgivable sin against the Holy
Ghost’ which used to be a marked depressive symptom. The
patients in whom I have most clearly found classic depression
were all religious people who had been driven to use and dis
tort their religious beliefs as a defence in terms of guilt-induce
ment against a basic schizoid state. Furthermore, the present
cultural era has seen a considerable shift of emphasis from the
ethical to the scientific attitude to life. It is more characteristic
of this generation to adopt a superior attitude to morality and
reject guilt and depression in favour of a ‘couldn’t care less’
attitude. This is a clearly schizoid phenomenon in its detach
ment and irresponsibility towards people. This trend, which
was noticed at the end of Chapter I, has probably weakened
the ‘depressive defence’ and made it easier for the ‘schizoid
background’ in personality to appear.

The manic-depressive condition is, in all its varying degrees
of severity, a mixed condition, and denotes a very complex
state of mind in which a basic problem is countered by defences
which in turn call for further defences. This is clear in the papers
in a ‘Symposium on “Depressive” Illness’ (Zetzel et al., 1960)
where the guilt factor seems to drop more and more into second
place and the factor of regression comes more and more to the
front. Guilt is the heart of the depressive problem proper in the
classical usage in which this term came to be technically
defined, whereas regression is a schizoid phenomenon. (Cf.
Chapter II.) It seems that one can see the schizoid problem
always pushing through the depressive defence. This would
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explain why patients say they are ‘depressed’ when they really
mean ‘apathetic’, irrespective of whether the apathy is associ
ated with guilt-feelings, conscious or unconscious, or with a
withdrawn state with loss of interest.

(a) The Mixed Condition

In the symposium referred to (Zetzel et al., 1960) the con
tribution of Nacht and Racamier presents the classic concep
tion, while the developing change in the basic theoretical con
ception of this illness is most apparent in the contribution of
Zetzel and Rosenfeld. But the earlier classic concept and the
newly developing concepts are not yet clearly demarcated and
related, so that the question ‘What is manic-depressive illness?’
has a somewhat confused answer. Both Zetzel and Rosenfeld
present clearly enough the change of emphasis from guilt and
repression fy’ sadistic instincts to the problems of frustrated ego-develop
ment, resultant ego-splitting and ego-weakness, and the dangers of
regression and ego-loss. Y et these two quite dwrent groups fy" psycho
pathological phenomena are still confusingly held together under the
term ‘depression’.

Rosenfeld states the classic diagnosis of depressive illness as
‘precipitated by an object-loss’ (1960, pp. 512-13) in which

the patients unconsciously believed that their aggression omni
potently produced the death or illness of the object.

To clarify the complexity of this illness as it presents itself
clinically, we must at this stage limit the term ‘depression’ to
this quite definite psychic state. Depression is then, as it has
been classically treated, a guilt illness, pathological mourning,
the paralysing effects of which are due to the repression of
sadism and aggression. This distinction is preserved when
Clifford Scott writes:

Our literature contains less about the relationship of pathological
mourning to more regressed states .... than one might expect with
such a crucial metapsychological problem which stands midway be
tween the schizophrenias and the neuroses. (1960, p. 497.)

Thus Zetzel says:

Abraham’s original formulations with regard to depressive illness
appear to have become more rather than less compatible with the
general body of psychoanalytical knowledge over the passage of
time. In particular, the importance he attached to object-relations,
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aggression, and mastery of ambivalence have been confirmed by
psychoanalysts of every school of thought.
Of depression in this sense it is particularly true that there are
‘infantile precursors of the illness in adult life’. Zetzel points out
that the work of Abraham, Rado, Jacobson, Spitz, and particu
larly Melanie Klein is an
attempt to understand adult depression by reconstruction of its
infantile prototype .... The most far-reaching analogies between
adult depressive illness and early developmental phases have been
proposed by Mrs Klein and the English school. A universal in
fantile depressive position has been postulated, the general charac
teristic of which determines depressive responses in adult life.
In this Connexion Zetzel mentions the ‘primary importance
attached to early object-relations’, and Rosenfeld writes:
It is characteristic of such situations (i.e. object-loss) that all earlier
experiences of object-loss are mobilized leading back to the earliest
anxieties of the infant-mother relationship, a fact which might be
regarded as a confirmation of the central importance of the de
pressive position as outlined by Melanie Klein.

This conception links depression particularly closely with the
Gedipus stage, as Melanie Klein stresses, with its ambivalence
of love and hate and its guilt. We must return presently to this
question. This is the classic concept of depression and it makes
depression clear, specific, and identihable. It is of depression in
this sense that Fairbairn said that it is not presented clinically
anything like as frequently as schizoid problems. Moreover, it
becomes ever more clear that it does not by any means cover
the whole clinical picture of what has, evidently too loosely,
been termed depression.

There is another group of phenomena which, as clinically
presented, is commonly to be found mixed up with depression
as above defined, whenever that is present. These phenomena
are not illuminated by the concepts of ambivalence, sadism,
repression, and guilt. They are the phenomena that led to the
increasing concentration on ego-psychology and the facts con
cerning ego-splitting and regression, i.e. the schizoid problem.
The two sets of facts, depressive and regressive, antisocial im
pulses and ego-weakness, come face to face with competing
claims to priority when Rosenfeld writes:
the psycho-analysis of ego-disturbances, like the splitting of the ego,
has an important contribution to make to the understanding of the
depressive illness,
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but then goes on to say that:

The importance of the internal object-relationships has, however,
still to be regarded as the most important aspect of the depressive
illness.

Rosenfeld shows that, clinically, the classic view of depression
does not cover all the facts in a very complicated illness, and
recognizes the different nature of the phenomena now more and
more attracting attention; but he does not say outright that t/ze
classic view of depression,  applied to the total illness, is inadequate.
\/Vhile it is no doubt true that ambivalent and guilt-burdened
object-relations are the important element in classic depression,
nevertheless depression in that narrowly dehned sense is not the
most important element in the actual total illness as we meet
with it in the patient. I shall hope to show that depression in the
classic sense is set up by the failure ofa certain type of dwnce against
an acute t/zreat fy” ego-loss and regressive breakdown ‘precipitated by an
object-loss’ as Rosenfeld stated. We have to turn our attention to ego-loss,
ego-splitting, and regression. This does not imply that guilt is
nothing but a defence and has no reality of its own. There is a
rational and a pathological guilt. We may say that rational
guilt is felt realistically by a strong ego and faced, and reparation
made for the wrong done. The guilt can then die away. Patho
logical guilt of the kind that leads to depression is usually
unrealistic guilt, as when a child is afraid to face the fact that he
is not loved by parents and finds it easier to conclude that it is
he himself who is all wrong. Pathological guilt and the depres
sion it leads to is a product of gross insecurity and there is always
a powerful escape motive. Faced with an object-loss, the under
mined ego cannot accept and deal with the situation and risks
breakdown. To stave that off, hate of the lost object and fan
tasies of aggression develop to restore the ego, but that en
genders pathological guilt and depression. If guilt can be born
without succumbing to depression, it functions as an object
relations experience.

Rosenfeld puts alongside the classic concept of ‘object-loss’,
as the precipitating factor in depressive illness, the parallel
concept of ‘ego-loss’. He writes:

We might ask if it is only a disturbance in an object-relationwhich
may mobilize depression. Freud had raised the question early on
whether an injury to the ego or to narcissism may alone precipitate
depression. I found in some of the patients breaking down with
acute depression that they were confronted with a situation which
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made them aware that they themselves or their lives had been in
complete in certain ways. The patients were overcome by an acute
sense of failure. They felt they had not fulfilled the promise of their
gifts or had not developed their personality sufficiently. They were
suddenly overwhelmed by a conviction that it might now be too late
for them to find themselves and their purpose in life . . . This depres
sion may be regarded as an awareness that certain parts of the
patient’s personality had been split off and denied .... These parts
include not only aggressive features but are related to a capacity of
the ego to bear depression, pain, and suffering.

Rosenfeld goes on to say that the problem of depression

has to be understood not only from the point of view of object
relations but in terms of ego psychology.

‘Ne do not, however, adequately distinguish and properly
relate together these two different levels of this complex illness,
unless we emphasise that the importance ry" object-relations lies in
t/ze fact that wit/zout t/zem t/ze ego cannot maintain itsef It is not a
question of object-loss and ego-loss being alternative precipitat
ing factors, nor of the split-off and denied parts of the person
ality being either or both aggressive features and ego-capacity
to bear pain. The situation I have found with patients is that in
order to escape the terrors of ego-loss as a result of an object
loss in reality, throwing them back on their underlying schiz
oid detachment from object-relations (depersonalization), they
have fled back into ambivalent object-relations only to find that
their hate threatens them with object-loss again and now also
guilt, and depression, and recurring fear of ego-loss once more.
The depression arises out of a failure of a defence against an
underbang schizoid condition. Thus a patient whose basic isola
tion stimulated intense fears and needs, became afraid of
directing towards both analyst and family an intensity of need
which seemed potentially destructive. She sent a message that
she could not come for her session, she felt such a horrible
person, and was so depressed. She had withdrawn from both
analyst and family both in outer reality and in her thoughts.
She did not come to the session and shut herself in her room,
feeling that she was bad for the family. The logical result of this
breaking-off of all object-relations would have been to throw
her back on her deep inner feeling of being utterly alone, and
led to a developing fear of losing her own ego. This she staved
off by maintaining active self-hate and depression.
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I would rather say therefore that ‘depression has to be under

stood . . . from the point of view of object-relations’, i.e. the need
and struggle to retain object-relations (guilt being an object
relation), but that the deeper problem of regression which it masks
has to be understood ‘in terms of ego psychology’. In the long
run it is only ego-psychology that can supply the key to any and
all psychological problems. Rosenfeld himself says:

In such depressions there is a regression to the phase of infancy where
the original splitting of the ego has taken place.

This is on a much deeper level than that of the repression of
‘aggressive features’ which plays so obvious a part in depression
proper. The repression of sadism is not the deepest ‘splitting off
or denial’ of a part of the personality. I have suggested else
where (1961) that the deepest ego-split is that which occurs
under either object-loss or persecutory anxiety in what F air
bairn called the infantile libidinal ego, a split into an active oral
ego which remains in a sado-masochistic inner world, and a
passive regressed ego which seeks a return to the womb for security
away from an empty outer world or terrifying bad object
relations. Winnicott considers that this corresponds to what he
calls ‘the hidden true self’ awaiting a chance of rebirth. I regard
this as the basis of all schizoid characteristics, the deep secret flight from
lM:, in seeking a dQ%nce against which the rest cy' t/ze personality lands
itse# in a variety fyfpgrchotic and ps)/choneurotic states, among which
one of the most important is depression.

It would clear up much confusion to restrict the term de
pression to its narrow and classical delinition, to correlate
depression with ambivalent and guilt-burdened object-loss. We
can then regard it as arising through the failure of one type of
defence against the dangers of regression and ego-loss as the
final result of object-loss. We must recognize two strata of
the complex illness which has hitherto gone by the name of
depression. Rosenfeld speaks of ‘a progressive and reparative
drive, namely an attempt to regain these lost parts of the self’.
This represents a swing back from schizoid withdrawal to a
recovery of object-relations, good, bad, or ambivalent accord
ing to the chosen strategy of the patient. Among other things
this will lead to the manic defence, which presumably can
operate, if with different characteristics, against both the de
pressive and the regressive schizoid dangers. Against depression
it will take the form of a repudiation of all moral feeling and
guilt: against the dangers of regression to passivity and ego
breakdown resulting from basic withdrawal it will take the form
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of compulsive activity. This latter is, in my experience, much the
commonest form of manic state, and exists more often than
not in particularly secret and hidden mental forms as an in
ability to relax and stop thinking, and especially to sleep. The
total illness is very inadequately called manic-depressive, and
should at least be called manic-depressive-regressive, recogniz
ing that the schizoid component is more dangerous and deeper
than the depressive one.

We may here refer to the brief contribution to the symposium
by Melanie Klein, entitled ‘A Note on Depression in the Schizo
phrenic’. She writes:

The often observed connexion between the groups of schizophrenic
and manic-depressive illnesses can in my view be explained by the
developmental link existing in infancy between the paranoid
schizoid and depressive positions. The persecutory anxieties and
splitting processes characteristic of the paranoid-schizoid position
continue, though changed in strength and form, into the depressive
position .... The link between these two positions-with all the
changes in the ego which they imply-is that they are both the
outcome of the struggle between the life and death instincts. In the
earlier stage (extending over the first three or four months of life)
the anxieties arising from this struggle take on a paranoid form, and
the still incoherent ego is driven to reinforce splitting processes.
With the growing strength of the ego, the depressive position arises.
During this stage paranoid anxieties and schizoid mechanisms
diminish and depressive anxiety gains in strength. Here, too, we can
see the working of the conflict between life and death instincts. The
changes which have taken place are the result of alterations in the
states of fusion between the two instincts. (1960, p. 5o9.)

C

The statement that The persecutory anxieties and splitting
processes characteristic of the paranoid-schizoid position con
tinue . . . into the depressive position’, confirms my view that
depression rests on a schizoid basis, and that the schizoid
trends can always be seen pushing through the depressive
overlay. But I do not find that clinical evidence supports Klein’s
contention that ‘paranoid anxieties and schizoid mechanisms
diminish in strength and depressive anxiety gains in strength’.
I believe that to be a very deceptive appearance. It would be
true of a process of healthy maturing, but clinical depression
is due to a failure of healthy maturing. If true depression de
velops, it is a sign that a defence is having to be put up against
‘paranoid anxieties and schizoid mechanisms’ which are still
weakening an already split ego. Whenever I have treated
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depression as a struggle to keep in object-relationships, employ
ing bad-obj ect relations of an accusatory or morally persecutory
kind, as a defence against the dangers of schizoid withdrawal
from all object-relations, I have found that with surprising
rapidity the depressive reaction was pushed aside by an out
break of markedly schizoid symptoms. These showed no sign of
having been diminished by depression; rather it was clear that
it was the hidden power of the schizoid lack of contact with
outer reality, that was being counteracted by seeking refuge in
ambivalent object-relations, only to Hnd that these in turn led
to depression.

The source of Klein’s views on this matter seems to derive
from the confusing use of the unscientilic and unverified hypo
thesis, one ought perhaps to say the mythology, of the life and
death instincts, instead of abiding by purely factual clinical
analysis. This hypothetical death instinct, of the reality of which
hardly any analysts have ever been convinced, was assumed to
be an innate destructive drive aimed primarily against the
organism itself, and regarded by Klein as projected by the
infant on to his environment. Persecutory anxiety is therefore
self-manufactured and unrealistic in the last resort. So far as I
can see, clinical evidence establishes the exact opposite of this
strange view. Fear, persecutory anxiety, arises in the first place
as a result of an actually bad, persecutory environment, what
Winnicott calls ‘impingement’. Anger and aggression arise as
an attempt to master fear by removing its cause, but in the
infant they only lead to the discovery of helplessness, and there
with the turning in of aggression against his own weak ego. This
powerfully reinforces the splitting processes tending to be set in
motion by the fear with its natural consequence, flight from the
bad outer world. This turning in of aggression, however, does
not necessarily lead to fear of death, but more often to maso
chistic suffering in the inner world which the patient cannot
easily be helped to give up. It is true that under certain circum
stances this can mount up to schizophrenic terror of being torn
tobits, but I have usually found that the fear of death related
ultimately to an unconscious inner knowledge of the existence
of an ego-undermining, powerful drive to a flight from life and
reality, the dread of the collapse of a viable self into a de
personalized state of combined object-loss and ego-loss. If there
is any meaning, then, to be found in the terms ‘Life and Death
Instincts’ it will refer to the conflict between active and passive
trends, progressive and regressive drives, in the personality.
This can mount in intensity to a veritable struggle between
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living and dying, but little light is thrown on this by instinct
terminology.

To return to Zetzel, her position is the same as that of Rosen
feld. She observes that ‘our concepts of anxiety and depression
. . . have changed with the development of ego-psychology’.
She quotes Bibring (1953) as saying:
Anxiety and Depression represent diametrically opposed basic ego
responses. Anxiety as a reaction to danger indicates the ego’s desire
to survive. The ego challenged by the danger mobilizes the signal
of anxiety and prepares for fight or flight. In depression the opposite
takes place; the ego is paralysed because it finds itself incapable to
meet the danger.

Zetzel comments: ‘The key word, of course, in this more recent
formulation is “ego”.’

It seems to me, however, useful to keep anxiety and depres
sion closely associated by means of Melanie Klein’s valuable
formulation of two kinds of anxiety, persecutory and depressive.
We can then use Bibring’s reference to the fact that the en
dangered ego can react in either of two ways, by ‘fight or flight’.
If it reacts by flight, the infant ego can only fly in one way, in
side itself. It is precipitated into schizoid withdrawal and ego
splitting. It usually does do this, and leaves an active outer
reality ego (in contrast to the now withdrawn and passive part
of the ego) to ‘fight’ and so hold on to object-relations. This it
may do on two levels. A frightened ego, struggling not to give
way wholly to ‘flight’, has only bad object-relations to keep
contact with. This is a decision then to face danger rather than
withdraw altogether, i.e. to make use of bad object-relations to
keep in touch with the object world. On a more primitive level
this exposes the ego to persecutory paranoid anxieties which
may mount to schizophrenic terrors. On a more developed
level, it leads to guilt under moral persecution which may
mount to depressive anxieties and even to the paralysis of
severe depression in which the ego is inhibited from all activity
by a sense of utter badness. The opposite possibilities of flight
and Hght lead on the one hand to regression and on the other to
psychotic conflict-states and further to psychoneurotic defences,
which are attempts to deal with ultimate internal bad objectrelationships. '

Zetzel confuses these different things when she says first that:
Depression, like anxiety, is a subjective experience, integral to human
development and mastery of conflict, frustration, disappointment,
and loss,
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but then adds,

It is also the main presenting symptom of a regressive clinical
syndrome.

The first statement applies to the results of the ‘hght’ reaction,
i.e. classic depression, while the second refers to the effects of
the ‘flight’ reaction or regression. We are brought back to the
necessity for distinguishing between regression as a schizoid
phenomenon differing from and underbring depression as a guilt
paralysis in ambivalent object-relationships. It is the difference
between fear and anger, and between withdrawal and the re
pression of sadism. Aggression is characteristic ofthe depressive set-up,
while #ar ana' _/iight are the keys to the regressive situation, against
which the former is emplfyfea' as a rnain a’e}%nce. It is, of course, true,
as Melanie Klein has shown, that a further development is the
use of either of these two opposites alternately as a defence
against the other.

just as Rosenfeld contrasts depression as due to object-loss
with another type of depression (really regression) involving
ego-loss, so Zetzel regards disturbed infantile prototypical
object-relations as repeated in classic depression, but evidently
correlates the regressive aspect of the illness with the propensity
of early disturbances for causing developmental failure of the
ego. In contrast to Abraham, Jacobson, Rado, and Spitz, she
says that Bowlby, Rank, Mahler, and Rochlin
rather emphasize the primary importance of early experience in
determining ego-development and the capacity for genuine object
relations. (pp. 477-8.)

From the point of view of ego-psychology we would say that
biological events (such as childbirth, involution) are able to
evoke ‘depression-regression’ when they play upon a basic ego
weakness and stimulate a ‘fight and flight’ reaction. Zetzel says:
It is essential to make a distinction between the total helplessness
implied by Freud’s definition of a traumatic situation, and the
relative helplessness implicit in Bibring’s conception of loss of self
esteem.

This seems to be a matter ofthe depth to which any trauma pene
trates in activating basic ego-weakness and consequent flight
from life, or of the extent to which a deeply repressed feeling of
not having a proper ego breaks through into consciousness.

The fact is that in Zetzel’s exposition, regression looms ever
larger in the picture:
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The ego of the seriously damaged patient has undergone qualita
tive regressive alterations with associated intrapsychic changes of a
varied nature. (p. 479.)

Nevertheless, she still holds fast to ‘the significance of the
aggressive instinct’ and ‘the crucial importance of unmastered
aggression in the theory of depressive illness’, and she quotes
Bibring as saying:

The blow to self-esteem is due to the unexpected awareness of the
existence of latent aggressive tendencies within the self.

Certainly the discovery of ‘latent aggressive tendencies’ can
damage self-esteem and lead to the ego-weakness of depressive
paralysis, but that is not the ultimate analysis. The first trouble
arises because both flight and aggression arise at a time when
the infant is factually too weak to Hght effectively and is over
powered by his environment. The deepest blow to self-esteem
comes from the discovery of one’s actual weakness. Zetzel has to
come back to

the whole problem of the regressive implications .... It is here that
current ego-analysis appears to differ most widely from the early
formulations. (p. 48o.)

The only way to clear up this confused oscillating is to separate
classic depression as the defensive top layer of aggression and
guilt, from regression as the bottom layer of fear, flight, and
infantile ego-weakness.

The whole illness is a complex mixture of depression and schiz
oid factors. If the presenting picture is at first one of classic de
pression and guilt, it is best relieved in the long run, after initial
analysis of the problems of aggression, by exposing it as a defence
against still deeper withdrawal from any and all kinds of object
relations into a schizoid condition. In my experience one more
often finds the schizoid patient whose regressive trends be
come unconsciously activated and intensihed and who then
intermittently struggles forward into guilt and depression.
Classic depression can then be seen to arise out of failure of an
attempted defence against ultimate regression by resort to
‘fight’ rather than ‘flight’. Bad object-relations are better than
no objects at all, until they run away with the patient in his
inner world, get out of hand, and produce their own insoluble
problems. In passing, it may be repeated that unless we allow
for a universal resistance to the proper recognition of our basic
fear and weakness, it is hard to explain why an ‘instinct of
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aggression’ has been given such prominence in psychoanalytic
theory, while the equally obvious phenomena of ‘instinctive
fear and flight’ have been so passed over. Classic psychoanalytic
theory has always treated anxiety as secondary to the working
of sexual and aggressive drives. We now have to recognize that
pathological sexual and aggressive drives are not primary facts
but are secondary to the working of elementary fear, anxiety,
and flight.

(b) Abraham’s Picture of Classic Depression

In their contribution to the same ‘Symposium on Depressive
Illness’ S. Nacht and P. C. Racamier (1960) write:
We define depression as a pathological state of conscious psychic sujering
and guilt, accompanied by a marked reduction in the sense of personal values,
and a diminution of mental, p.9»cho-motor, and even organic activity unrelated
to actual dqicienqf.

It may be said that the last half of the definition concerning
‘marked reduction’ is just as true of people suffering from plainly
regressed states, though people suffering from guilt-depression
usually show little diminution of mental activity so far as self
accusation is concerned. However, Nacht and Racamier’s defi
nition is based on the general theory of man that has prevailed
in psychoanalysis. They write:
The study of depressive states leads the psychoanalyst to the centre
of the fundamental drama that troubles the heart of man, for man
is possessed by two apparently equal and contradictory powers,
pulling him in opposite directions. Yet sometimes these forces may
be intimately blended and linked together, and even, occasionally,
replace each other. Thus man is moved by an imperious need to
love, to create and construct, and by an opposing and equally
tyrannical desire to hate and destroy.

Earlier in this chapter I have already shown reasons for
rejecting that view, as the psychoanalytical equivalent of the
age-old doctrine of evil lusts and passions of the flesh opposed
to the rational mind, and the doctrine of original sin. It appears
to me that the conflict fy’ love and hate in human sociegf is secondagf
to the conjlict of love and _]%ar, or the need for human relationships
versus the _#ear-ridden flight ` from relationships, itseyf the product cy” our
basic weakness, vulnerabiligf, and struggle to maintain a viable ego.
This comes out clearly in Abraham’s classic pioneer picture
of depression in IQI 1, at a time long before any realistic ego
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analysis had been initiated by the Freud of the IQ2O’S, a time
when the psyche could only be thought of in terms of an in
stinctive unconscious and a regulating ego of consciousness.

The case history Abraham describes as ‘depressed’ is that of
a basically schizoid personality struggling to keep a precarious
contact with the object-relations world by means of hostility,
hatred, and aggression in sporadic outbursts, countered by guilt.
‘He had an indehnite feeling that his state of depression was a
punishment.’ (IQI 1, p. 141.) Certainly at that date the priority
for analysis was this problem of guilt-depression. It was the
success and thoroughness of the analytical exploration of this
area of mental life that opened up the deeper schizoid level.
But one can also see that when Abraham wrote: ‘I do not wish
to discuss states of depression occurring in dementia praecox’
(p. 139) the sound policy of not trying to analyse everything at
once but taking problems one by one, led here to a non-recogni
tion of the schizoid factors in the case he did describe. The
patient as a child was depreciated in comparison with his older
brother while a delicate younger brother got most of the atten
tion. He never felt satished at home, and got little with which to
develop a soundly based ego. He grew up to hate both parents
and brothers and feel jealousy to a degree that once led to a
violent and injurious attack on the younger brother. That all
this, bringing in its train feelings of moral unworthiness and
guilt, was part of a desperate struggle to keep in effective re
lationship with his object world, is clear from the rest of the
descriptive data.

Abraham observed that

Every neurotic state of depression . . . contains a tendency to deny
life. (p. 138.)

This boy’s denial of life took the form of a manifest schizoid
withdrawal from human relationships. He

never made any real companions, kept to himself . . . had no friends.
He was quite aware of his lack of real energy when he compared
himself with others. (p. I4O.)

That this withdrawal from human contacts as emotionally
hurtful was adequately motivated, is clear. He had ‘no en
couragement at home. His father was contemptuous of him in
his presence’ (p. 140). His Hrst attack of depression occurred
in a specific way when his teacher once called him ‘a physical
and mental cripple’ in front of the class (p. 140). The ‘de
pression’, it is to be noted, was called out by the accusation not
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of being ‘bad’, but of being ‘weak’, which was also implied in
his father’s ‘contempt’ of him. He himself added the accusation
of being ‘bad’ and was no doubt confirmed in this by being
blamed for his hostility to those who despised him.

Even later he made no companions. He kept away from them in
tentionally too, because he was afraid of being thought an inferior
sort of person .... His life was a solitary one. He was positively
afraid of women .... He showed little energy in practical life; it was
always difficult for him to form a resolution or to come to a decision
in difficult situations.

This is a picture not of a primarily guilt-burdened but of a
devitalized personality. Grief over the loss of a good object is
normal-Devitalization as a result of not having any good object
is schizoid. In that situation, guilt and depression will arise out
of an attempt to fend off depersonalization by the internaliza
tion of accusing bad objects, and identifying with them as a
basis for self-accusation.

The problem of divitalization is of crucial importance. In
view of the chronic fatigue and exhaustion such patients fre
quently suffer, it is as important a descriptive term for this illness
as depression and regression. Cf the above patient Abraham
notes:

In every situation he suffers from feelings of inadequacy and stands
helpless before the problems of life. (p. 139.)

In his depressive phase the patient’s frame of mind was ‘depressed’
or ‘apathetic’ (I reproduce his own words) according to the severity
of his condition. He was inhibited, had to force himself to do the
simplest things, and spoke slowly and softly. He wished he was dead
and entertained thoughts of suicide. He would often say to himself
‘I am an outcast’ or ‘I do not belong to the world’. He felt non
existent and would often imagine himself disappearing from the
world without leaving a trace. During these states of mind he suffered
from exhaustion. (p. I41.)

These are the characteristic ways in which schizoid patients
describe their experience of feeling withdrawn and cut off from
outer reality, and so losing ‘self ’ also in a vacuum of experience,
while the attenuated ‘central ego’ tries to keep touch with the
real world though feeling utterly deprived of all energy.

The classic theory as stated by Abraham was that this loss of
energy was the result of the repression of the sexual and aggres
sive instincts.
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His sexual instinct, which at first had shown itself so strongly, had
become paralysed through repression. (p. 14o.)

He was weakened or deprived of his energy through the repression
of his hatred or . _ . of the originally overstrong sadistic component
of his libido. (p. 139.)

Surely this puts the cart before the horse. I see no reason to think
that sexual ana' aggressive potentialities operate in disturbed and anti
social ways, except in the j%ar-ridden person, and then they represent the
exploitation cy" two among other actioe capacities as a method of over
coming devitalization and passioigf. We need not postulate ‘an
originally overstrong sadistic component of the libido’ in this
patient. Those on whom he depended made him hate them,
and the only way he could try to gain any position in life was
to fight for it and be met with disapproval and contempt.
Naturally his whole ‘active’ nature would become inhibited,
sexually and aggressively, and even generally intellectually and
physically. But there is more here than the direct repression of
active processes. While one part of his split ego was putting up
a fight only to succumb to the pressure of environmental hos
tility and guilt, another part of him had taken flight, had con
tracted out of object-relations; his energy was flowing in reverse
away from real objects into his inner world, and powerful
regressive drives would involve sexual impotence as part of a
general devitalization. Abraham says ‘Depression sets in when
(the neurotic) has given up his sexual aim’, but in fact it is the
other way round. This, however, was only one item in a
general devitalization of his private and social life and his
school work. He was not only afraid to be active in case he
should be destructive, but also an important part of him had
withdrawn and given up the very will to be active. As he oscil
lated between flight and fight the will to activity would reappear
again in outbursts of sexual and aggressive behaviour as parts
of the manic defence of overactivity.

A study of the manic defence should serve to complete the
reorientation of theory concerning this illness, and the whole
field of psychopathology. It is usually held that manic elation
is essentially an anti-moral revolt against the burden of guilt.
The paralysing restraints of the sadistic superego are suddenly
overthrown and the person feels omnipotently free to do as he
likes. This, however, is a secondary characteristic of the manic
defence. Abraham wrote of his patient:
(At 28 years) a condition of hypomania appeared and this now
alternated with his depressive attacks. At the commencement of this
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manic phase, he would be roused out of his apathy and become
mentally active and gradually even over-active. He used to do a
great deal, knew no fatigue, woke early in the morning, and con
cerned himself with plans connected with his career. He became
enterprising and believed himself capable of performing great
things, was talkative and inclined to laugh and joke and make
puns .... At the height of his manic phase his euphoria tended to
pass over into irritability and impulsive violence .... In the periods
of depression he slept well but during the manic phase he was very
restless, especially during the second half of the night. Nearly every
night a sexual excitement used to overtake him with sudden violence.
(p. 142.)

It is clear from this that the basic characteristic of this state is
not amoral violence, but simply over-activizpf. The manic state is
not primarily a repudiation of the repression of active sex and
aggression, though that can at times enter into it. It is a des
perate attempt to force the whole psyche out of a state of
devitalized passivigf, surrender of the will to live, and regression.
The harder the struggle to defeat the passive regressed ego, the
more incapable of rest and relaxation the patient becomes. His
mind must be kept going non-stop, night and day. Deep sleep is
feared as regression and every effort is made either to prevent
its occurrence by insomnia (which is then a manic symptom) or
to keep up a constant interference with it by intense dreaming
and repeated waking. When the battle becomes a losing one, it
may well happen that, as Abraham observed, euphoria turns
into aggression and violent sexuality. The pathological forms of
sexual and aggressive impulse are aspects of the struggle, on the
one hand to wring satisfaction out of a reluctant environment,
but on the other to defeat regression and the flight from life on
the part of a person who feels that, at the deepest mental level
he hardly has an ego at all to be active with. There are also
other ‘active’ capacities which can be used for this purpose
besides sex and aggression, such as thinking, overworking, the
hectic social round, and so on. Abraham writes:

The affect of depression is as widely spread among all forms of
neuroses and psychoses as is that of anxiety. (p. 137.)

This will not surprise us when we realize that the deepest
psychopathological problem is the struggle to keep active at all
with a basic ego that is fear-ridden and undeveloped, and a
central ego that is devitalized.

We may at this point seek to make a summary statement of
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the overall clinical diagnostic framework within which we must think.
When an infant hnds himself in a ‘bad’ human environment,
hostile and impinging, tantalizing and unsatisfying, or neglect
ful and deserting, he is in a serious predicament. How can he
keep himself in being, let alone develop a personality in such a
medium? What are his alternatives? He needs and wants good
relationships if he is to achieve a sound ego-development, but
they are unobtainable, or not sufliciently obtainable, and his
world makes a bad, disturbing impact on him. He can, as it
were, either fight or fly. He can try to put up with bad relation
ships and struggle angrily for their betterment, and discover
that ‘a'e,bression’ is a tie to bad objects, the inevitable state ry" rnina' in
relationships where one cannot love without hating. There appear to
be two main reasons for the development of this guilt-burdened
state. In the first place, when one’s basic nature and real need
is for good relationships, one will come to feel, as adult patients
say, ‘a horrible person’ for having bad, aggressive, destructive
emotions and impulses aroused. In the second place, this is
powerfully reinforced by the fact that, since an infant or small
child is factually so dependent and helpless, it is simply too
frightening to face the full reality of being at the mercy of a bad
world. Traumatic experience cannot be dealt with outside one
self and has to be taken inside. It feels safer to think of yourself
as bad, and try to see the bad world as justified in its bad treat
ment of you. Fairbairn expressed this in the symbolic language
of religion by saying that it is safer living as a sinner in a world
ruled by a good God, than to be a saint in a world ruled by
devils, and this do`es show vividly the predicament of the child
in an environment that does not meet his need. Everything con
spires to drive him into a position where he feels guilty about his
hate and aggression and eventually about allowing himself to be
an active person in any sense.

The only other choice open to him, if he finds this ‘bad
object-relations’ position intolerable, is to take flight mentally
from his environment, and escape the provocation to hate by
ceasing to feel anything consciously at all for his bad world, i.e.
to become withdrawn and schizoid, and at a deep inner level to
regress in unconscious fantasy, maybe even back to the womb
for security. It then becomes increasingly diflicult to maintain
external life. It can only be done in a cold and mechanical way,
which is a precarious compromise. In fact both alternatives are
so uninviting that they push him on to the other one, his un
consolidated ego ‘splits’ under the strain, and he attempts both
reactions in different parts of himself. This interpretation is
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based on the meaning of ego-object relations, which allows im
pulses to be understood as governed by the nature of our
personal relationships. An ‘impulse-psychology’ which treats
impulses as ‘given’, as innate and instinctive and there to begin
with, helps to buttress depression by fostering the idea that
our human nature is bad intrinsically, aggressive at heart. For
that reason Fairbairn held that interpretations in terms of
aggression increase guilt. The human predicament is that, since
we are so at the mercy of our human environment as children,
if it fails to evoke our trust and love, and arouses insecurity,
aggression, and hate,it dooms us either to paranoid anxiety and
subsequent depression or to schizoid detachment, both of which
involve serious regressive dangers. Probably most human beings
find a way of keeping going in some position in between these
two extremes, having a few good relationships to keep their
true nature alive, while for the rest they exist in some degree
of vague general depression varied by some outbursts of aggres
siveness; while behind all this and deep within their uncon
scious, their potentialities of a true self that can love and create,
are locked in. In this condition so many people live far beneath
their real capacity.

In psychopathology we can only really diagnose the total
situation, the overall predicament of man, and then use our
various diagnostic labels for the psychoses and psychoneuroses
to indicate various aspects of this whole complex problem which
are tending to predominate in different patients or at different
times in the same patient. Even though some individuals as it
were ‘petrify’ in some more or less fixed state, the majority of
patients ring the changes on a variety of reactions all of which
find their place in the complex total diagnosis. This may be
briefly expressed as manic-depression-regression.

T/ze Analysis fy' a Case M Manic-Depression

The foregoing conclusions may best be summarized by
presenting a brief account of the analytical treatment of an
actual case. A deeply religious man in the late forties, married,
with one child, had been diagnosed twelve years earlier by a
psychiatrist as constitutionally manic-depressive, and told that
there was nothing to be done but control the condition by
means of drugs. This ‘control’ proved in practice to be of little
use to him and his life was a misery as he swung between
periods of profound depression with sluggish inactivity and
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acute guilt over his uselessness, and periods of compulsive early
rising and hectic overwork. He could at such times feel strong
guilt over sexual fantasies and aggressive outbursts in real life
which he found hard to control, especially with his wife and
child. Apart from these extremes, in his general attitudes he
was rigidly puritan, intolerant of many things ‘on principle’,
a strict disciplinarian, and extremely independent. He said,
‘I have St Augustine’s “heart of steel towards myself ”.’

Analysis of his guilt brought out ever more clearly that it was
aimed mainly against his feelings of weakness, and guilt was
mixed with contempt of himself. lt was weak to be depressed, to
be inactive and unable to work, to indulge in sexual fantasies or
to want sexual relationships. It was weak to be unable to control
his temper and irritability, and also to need anyone’s help. His
‘ego-ideal’ was that of the strong and rather silent man who had
iron self-control, which he could relax at times for the child’s
amusement in nonsense talk and joking; behind this he re
mained a deadly serious person. With his university training
and gifts of leadership he was, when at his best, a successful and
valuable obsessional personality, but this was always breaking
down into the manic-depressive mood swing.

It emerged that he could and did periodically use the defence
of a conversion hysteria technique against his depression, and in
one period of eighteen months during his analysis he had re
curring bouts of four or live weeks of laryngitis or lumbago.
Invariably as these faded out under analysis he would begin to
feel consciously depressed again. These two physical conditions,
however, so clearly symbolized a state of withdrawal from
active life into weakness and incapacity, in which he could
hardly talk, or hardly walk about, and had to be off work, that
they proved to be a valuable means of directing his attention
away from his ‘bad’ impulses, sexual and aggressive, and to
wards the more unwelcome insight that he felt weak. His life
had been one long struggle to keep going at all, since he had
really always felt inadequate and apprehensive. He said, ‘It’s
hell, going through life having to screw yourself up all the time
to face everything you have to do, even though you know you
can do it.’ Gradually analysis focussed less and less on guilt over
sex and aggression, and more and more on his fears, timidities,
shrinking from life, and the constant tension of forcing himself
on, in the teeth of these drawbacks. His manic-depressive cycle
appeared to him now as an oscillation between ruthless over
driving of his secretly frightened inner self, leading on to
collapse into physical and mental exhaustion. He could see
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clearly enough how his parents had completely undermined or
prevented the development of any natural spontaneous self
confidence in him, and how seriously beset he had been in his
teens by a crippling feeling of inadequacy and inability to
‘make good’.

For practical purposes his treatment began to focus on his
inability at that time to relax and rest. He was afraid to ‘let go’
in sleep and could not still his overactive mind. The analysis of
his hidden manic drive in terms of his dread that if he once
stopped he would never get started again, enabled him to see
its real significance. It was a desperate struggle to overcome
the emotionally crippled and fear-ridden child inside, and to
force himself to be adult-a well-intentioned but self-defeating
method of working hard to keep his ego in being, to be alive, to
be a real ‘person’ while a weak infantile ego in which he felt he
was a ‘nobody’ was hidden in the depths of his unconscious.
My interpretation of his depressive guilt as all a [Jart cy” his organized
system cy” seMj%rcing, and as a defence against his secret and hidden
frightened child’ se# who was in a state @' constant retreat from lw,
led to the revelation fy" ZW-long but hitherto undisclosed schizoid charac
terzstics.

This occurred when, after three-and-a-half years of analysis,
he entered on a period of five months which proved to be a
fundamental working through of the hard core of his self
frustrating personality make-up. After that, with diminishing
and minor ups and downs, he entered on a long period of
quiet and steady improvement. He was able to feel much
greater interest in his work, a marked betterment in his rela
tions with his wife both emotionally and sexually, greater
patience with his child, more tolerance with other people and
with himself, much less fear of facing people and a marked
improvement in capacity for tactful handling of people, and
finally a more simple and straightforward, conflict-free relation
ship with me. I shall summarize briefly this critical break
through period. (The numbers in brackets represent the
chronological order of only the most significant sessions during
those five months.)

(I) ‘I get a picture of myself in the dark behind a door,
banging on it. Ah! It’s a memory. We were shut up in a dark
cupboard when naughty .... I shut myself in now and get
panicky. I’ve got a fundamental fear. At times it gets near to
undermining the adult and I fear co1lapse.’

(2) His father had died a few months previously at an ad
vanced age, and he said: ‘Consciously I don’t bother about
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father’s death. He’s just gone. It’s impersonal. But I want to get
down to my real feelings.’

(3) ‘I never had a father who loved and cared for his children.
I’m sensitive to the sufferings of children.’ I commented, ‘But
you infiict suffering on your own childself.’ He replied, ‘I’m
tired and would like you to put me to sleep, and wake and find
all my troubles solved.’ That was one of the first signs of real
dependence on my help. (Cf. session 5.)

(4) ‘It’s warm and comfortable in your room but I feel I
ought to be uncomfortablef He reported a dream:
I saw a coflin open and a man in it talking. I was very concerned
because the lid was to be put on and he’d be buried alive. Then he
folded his arms and said, ‘Maybe now I’ll be able to relax.’

The patient added, ‘I’m talking at a terrific rate now. I used to
be terrified of being buried alive.’ I pointed out that he was
frightened of becoming quite withdrawn, of being buried alive
and cofiined inside himself, and was talking at a terriHc rate to
fend it off; that a part of him had been for long so buried, and
he feared relaxation, sleep, and any dependence on me or his
wife because he felt it would mean losing his active self and
slipping down into this regressed one. Until he could see his
regressed self as something more positive than just a menace and
get over his fear of it, he could not begin to recuperate at a deep
unconscious level. He said, ‘I feel I ought not to want my wife’s
breast or any comfort. Sexual intercourse ought to be purely
mechanical. I’m afraid to let go and let you help me.’

(5) The basic problem, should the weak and frightened child
in him be allowed to depend and be helped, or should he be
ruthlessly driven on in a forced pseudo-adult way, now became
focussed in the transference. He had a long series of fantasies
each week as he approached my rooms and saw my car outside.
At first he would fantasy smashing it up; then later he would get
in and drive off; then again I would be in it and he would get
in and lean his head on my shoulder and put an arm round me,
but then suddenly attack me and take over the driving. Later
still he fantasied me driving and himself as in the passenger seat,
and finally he saw himself getting in my car, curling up on the
back seat and going fast asleep knowing that I would approve.
His hostile resistances to me and fantasied aggressions against
me earlier on were clearly a defence against his fear of helpless
dependence on me, and masked a fantasy of a return to the
womb. The whole series of fantasies gives a striking picture of
how mental changes can go on under analysis.
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(6) This was the most critical session. He felt ‘in a queer

mood. Can’t concentrate. I just sit and stare and can’t apply
myself to the job in hand. I lose interest. I want to escape from
all responsibility to people. I feel I haven’t got a mind. I had to
go to a business meeting and had no feeling, no interest, no
anger, only sad. I had intercourse with my wife and had no
particular feeling.’ Here was a schizoid, detached, impersonal,
apathetic state, something much deeper than his earlier de
pressive guilt. I interpreted this to him and he said: ‘I’ve
always been a keen cricketer. In 1946-7 England were touring
Australia and I was apathetic and couldn’t understand why
men should bother to play cricket. It was when I was becoming
friendly with the girl I married. I had months of this apathy.
It was awful, empty, nothing to live for, everything futile.’ I
suggested that he had been withdrawing in deep fear from the
challenge of a human relationship, his growing friendship with
the girl, and now he was withdrawing again in deep fear from
his growing disposition to trust and depend more frankly on
both his wife and me. That session was a turning point.

(7) At the next session he felt better and from then on he in
creasingly frequently reported improvement. He mentioned a
dream:

I went down into a tower and then had to go through a tunnel to
get out. Though I had come in that way I was horrified.

A clear fantasy of a return to the womb, showing that he was in
touch with his lost regressed ego in the deep unconscious, the
cause of all his schizoid reactions. He said, ‘I wish you’d attack
me and give me a chance to light. A love relationship is smoth
ering. I used to have premature ejaculation but now I go on and
on and can’t react, holding back. I’1l be swallowed up. It’s
equivalent to lying on this couch.’ The couch had been for a
few weeks the focus of his conflict between the dependent child
and the compulsively independent adult. From the start he had
compromised and never allowed the couch problem to be
analysed till now. He did not want to sit in the patient’s arm
chair; that seemed exclusively adult. He did not want to lie on
the couch; that seemed exclusively infantile. So he sat on the
couch with his feet on the floor, for the first three-and-three
quarter years of analysis. In this session, for the first time, he
tentatively put one foot up on the couch, and at once began to
say: ‘Should I sit in the chair? Lying on this couch suggests
going to sleep, surrender, losing independence to you. I’ve
always been afraid of an anaesthetic. Now I sit on the couch
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with one foot on the ground, afraid to be absolutely in your
power. I had a dream that you’d taken my penis off and I just
put it back on and it stayed there.’

(8) At the next session he lay down at once and said, ‘Now
I’m lying on the couch properly, much more comfortable. The
last two nights I’ve had satisfying intercourse with my wife.
I’ve always wanted to get away from the real world. I had very
little happiness in life and marriage till I came to you. Now I’ve
got a lot and am very grateful.’ Then he suddenly added, ‘Now
I want to get off the couch. I’m afraid of any close relationship.’

(9) He produced another fantasy of smashing my car and then
said, ‘It would be so nice to give up the struggle and sink back
into warm human flesh, surrender, letting go.’ I said, ‘You’re
frightened of that as well as needing it. If you can let your
passive exhausted self of early life recuperate here, you’ll be
come better able to be active outside without driving yourself.’
He replied: ‘When you said that I felt a great sense of relief.’

(Io) The four sessions 6 to 9 seemed to be the turning point
of the analysis so far as his specific manic-depressive illness was
concerned. That pattern had quite gone and did not return. It
had changed into an understandable conflict over accepting his
regressed ego in sessions so that he could maintain an active
adult central ego in his outer life without forcing and exhausting
himself. But the problem was not to be easily solved. In this
session he was tense. He said, ‘I’ve been wanting to come and
was all for lying on the couch and relaxing, but then I lashed
myself, accused myself of being lazy and drove myself to work
by discipline. The only way I’ve ever known how to solve my
problems was to drive myself.’ This is, in fact, what Fairbairn
called the antilibidinal ego, the struggling child trying to crush
out his needs and particularly the passive ones.

(1 I) Not long after this he came in to one session and said,
‘I’ve only two things to say.’ He said them and added: ‘Now I
want to relax.’ He lay on the couch and sank into a deep doze
for about forty minutes.

(IQ) At the next session he said, ‘Last session has changed
something in me. I feel somehow calmer and stronger.’ Follow
ing the critical Hve months in which these twelve sessions
occurred, he was able to make steady progress, his variations of
mood bearing no resemblance to his original cyclothymia. Fif
teen months later he reported in one session: ‘Generally I feel
very fit these days, a positive attitude to life, things are going
well. I’m more in love with my wife and sex relations are en
joyable. There are still some problems but life has a different
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feel. It’s a breaking free and getting out of prison.’ One must
admit that not all regressions can be contained within the
analytic situation as this one was, but even then I believe them
to be treatable by combined support and analysis, if one is
prepared to do it. I have been able to do this for several patients
for whom hospitalization was necessary.

Eighteen months after this account was written the patient
had retained and improved on his gains, and diminished the
frequency of his sessions. Minor ups and downs were analysed
with the valuable result of preventing the re-accumulation of
unresolved and repressed anxiety. He had learned to accept and
live with the fact that human personality is complex, does not
develop all on the same level throughout, but is structured as it
were in layers, and that there is always a legacy of childhood
weakness persisting in the deeper layers. The concept Q' ‘continuous
development’ replaced that cyf ‘cure’. As with the case recorded at the end
of Chapter III, the elimination of ‘the illness’ le# an ultimate and oegf
deep problem to be anabfsed in a more leisurebf way, to reach a more julbf
established result.

It may be well at this point to summarize briefly the state
ment of F airbairn’s structural terms as given on pages 71-2
of this present book, and to dehne carefully the term ‘passive’
as applied to what I have called the schizoid regressed ego.
Fairbairn regarded the pristine unitary infantile ego as split,
under the impact of bad experience, into three fairly easily dis
tinguishable aspects, sufliciently distinguishable to be recog
nizable operating in effect as three sub-egos: a central ego seeking
adjustment to the outer world (and therefore in the main a
conformist ego); a libidinal ego in a state of frustration, denial
and repression (embodying the infant’s needs in so far as he
could not get them met), and an antilibidinal ego, comparable
with F reud’s superego, which is directly concerned with hostile
repression of the needy libidinal ego (and which embodies the
infant’s struggle to carry on without needs and without other
people’s help).

To avoid creating the impression of ‘psychic entities’, we will
speak of the central ego aspect Q” the psychic functioning of the infant
in distress who seeks to keep himself disencumbered from
emotional conflicts, and to live largely by reducing needs to a
minimum compatible with the demands of outer reality. This
includes the phenomenon referred to by Winnicott as ‘a false
self on a conformist basis’, though it is not restricted to that
solely. The central ego is capable of developing and using many
valuable abilities and cultivating realistic interests in everyday
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living, without having full possession of creative spontaneity.
The antilibidinal ego aspect fy' psychic functioning is specifically and
aggressively ‘against needs’ and on that basis can easily join
forces with a conforming central ego which is subservient to
authority, conferring on it a sadistic attitude to the libidinal
infant who is regarded as socially unacceptable. These two
developments in the personality clearly come into being in
response to the infant’s difficulties with an unsatisfying human
environment. The libidinal ego aspect cy" psychic functioning repre
sents, therefore, the infant’s original nature, the possessor of his
basic and unmet libidinal needs, in a state of rejection by the
outer world and by the central ego, persecution by the anti
libidinal ego, and repression by both of them combined.

I have suggested, and Fairbairn accepted, that in this predi
cament the libidinal ego aspect of psychic functioning itself
undergoes a Hnal split. This occurs on the basis of the ‘fight or
flight’ pattern discussed in this chapter. The infant cannot give
up his active libidinal needs entirely or he would die. He must
in part carry on a fight for their satisfaction, and get what he
can masochistically out of clinging to bad-object-relationships,
in so far as good ones are unobtainable. This maintains him
in a sado-masochistic inner world of fantasy and symptom
formation which is a pattern also often projected and imposed
on his external world as well. At the same time he also in part
shrinks away from this suffering and seeks to take flight from
object-relations in a state of hopeless despair. Thus the libidinal
infant is pulled in two opposite directions, not now by the fact
that he faces a split of his object into a good and a bad object,
but rather by the fact that he faces a contradictory situation in
himself, feeling on the one hand unable to do without objects
and on the other hand unable to do with them. The choice lies
between bad objects and no objects at all. While the central
ego on the conscious level gets along with relatively good objects
considerably emotionally neutralized, at a deep unconscious
level the final split in the libidinal ego occurs between an ego
actively clinging to bad objects and a fear-ridden ego devoted
to escape from all objects.

In the first of these I am using the term libidinal ego in
Fairbairn’s sense, to stand for the frustrated libidinal infant
actively struggling to maintain himself in touch with an un
satisfying outer world and a persecutory inner one. This is an
active, and on the deepest level, an oral sadistic ego. By contrast
I have adopted the term passive regressea' libidinal ego, to stand for
the infant in that part of himself where he feels hopeless and
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despairing and longs only for a flight from reality; not at first
into non-existence but into secure inactivity which makes
possible a passive receptivity to healing influences. This would
correspond largely to what Winnicott has termed the true self,
hidden away in cold storage with a secret hope of a chance of
rebirth into a more favourable environment. By ‘[1assive’ I in
tend what the Concise Oxford Diotionayf gives as the meaning
of ‘passive’, i.e. ‘suffering action, acted on, offering no opposi
tion, submissive, not active, inert’. Yet in one respect the re
gressed ego can be extremely active, in its flight reaction, rush
ing away into a retreat, striving with great determination to Hnd
a safe hiding place, as we shall later see clinically illustrated.
There is a positive meaning of passivity as receptivity, pleasure
in submissive intake, trustful acceptance of help, which is
healthy and far from inertness, but which only becomes charac
teristic of the regressed ego as it finds its way into a therapeutic
relationship.

In its active flight, the regressed ego is striving after that goal,
seeking a state of restful near-oblivion, a safe shut-in withdrawn
ness which is expressed externally by the house-bound agora
phobic, and internally by the silent aloofness of the extreme
schizoid character, and especially in fantasies of a return to the
womb. The passive goal can be very actively sought, but when
found it becomes a complete contracting out of life, which can
only be described as hallucinated return to the womb for re
cuperation in quiescence. Yet for that very reason, the rest of
the personality fears it as simply a breakdown and a point of
no return. A regressed illness is usualbr a oonjliot between a struggle to
keep going at all costs, and a longing to give up, in which the latter drive
is fy” dire neoessily winning over the former. One last fact has to be
taken account of. When the suffering of the persecuted libidinal
ego becomes too great, and the secret hope of the regressed ego
fades into hoplessness, a simple wish to die, to escape once for
all, to give up finally, can develop.



Part III

THE NATURE OF BASIC
EGO-WEAKNESS



VI

EGO-WEAKNESS, THE CORE OF THE
PROBLEM OF PSYCHOTHERAPY1

THE position we have so far reached is that the two ultimate
mental disasters are the development of the two feelings: (i) ‘I
am bad, a horrible person, guilty’; (ii) ‘I am nobody, a nonen
tity.’ The first is the state of depression and ego-parabfsis. The
second is the state of depersonalization and ego-loss, the Hnal result
of the schizoid processes which were surveyed in Chapters I to
III. The end-product of these schizoid processes is the result
of primitive fear, and out of the struggle to ward it off emerge
schizophrenic and paranoid disorders. The end product of the
depressive process is the result of pathological guilt. Melanie
Klein has described the developmental basis of psychotic states
in what she terms the ‘paranoid-schizoid position’ and the
‘depressive position’. The schizoid psychopath and the seri
ously paranoid person have presumably failed to develop be
yond the earlier paranoid-schizoid position, and are arrested
on an amoral, pre-depressive level of experience. They do not
genuinely feel for other people, do not form transference rela
tionships, feel only for themselves, and may well be unreachable
by psychotherapeutic influences. They do not see the outer
world as it is and do not question that it is identical with their
isolated internal fantasy world, in which they are simply cut off
from external reality.

Most individuals manage, even through a disturbed infancy,
to grow at least sufficiently through the paranoid-schizoid
position and on to the depressive one, so that they can feel for
their objects, though not with fully healthy emotion. The ‘split
ting’ of their psychic wholeness is shown in the fact that they are
in part still in the paranoid-schizoid position, even though in
part they have also moved on into the depressive one. A number
of writers feel that ‘depressive’ is not a good term for this devel
opmental stage, and indeed it would seem wiser to reserve the
term ‘depressive’ for specific illness. Winnicott therefore speaks
of the infant reaching, not the ‘depressive stage’ but the stage

1 This chapter, with Chapter VII, was first published in the Brit. _7.mea'.
Psychol., 33 (1960), p. 163, and is here revised.
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of being capable of feeling ‘ruth’ or ‘concern’ for others. By
contrast, the infant at an earlier stage is ‘ruthless’ though he
does not know it. He pursues his personal ends without as yet
any capacity to understand the effects he has on mother, until
presently he is made frighteningly aware of this, and begins to
fear his own vigorous needs as destructive, the one natural and
normal starting point of ‘depression’. Especially if this combines
with objectively real bad experiences, he cannot grow suffi
ciently out of the earlier schizoid anxieties. His undeveloped
ego is not strong enough to develop ‘concern’ and make ‘repar
ation’, but succumbs to guilt, and with that ‘depression’, and
he cannot grow properly beyond that stage either. The result
then is the one we so commonly Hnd. There is an intermingling
and overlapping of schizoid and depressive anxieties. I n adult
analysis, whichever state emerges Hrst clearly, the other is sure
to have to be analysed afterwards; not merely as a result of
minor oscillations between the two, but in a radical way. Both
problems must be cleared before the patient can become
adequately stable. In the last chapter I gave an account of a
clearly manic-depressive patient in whom the schizoid problem
emerged in a very dehnite way. After that was analysed, he then
returned, not to his earlier manic-depressive state, but to a
more realistic, uncomplicated depression and guilt about his
mother who had had, in fact, a cruelly hard life. Thereafter we
slowly analysed, not manic-depression, but infantile dependence
and basic ego-weakness.

For comparison, I will briefly summarize a case in which
analysis worked the other way round. Here an extremely
schizoid and hallucinated patient emerged, after a long analysis
to a point where she could ‘feel’ for people and have needs of
her own, only to Hnd that she generated so much guilt and
depression that, till this was dealt with, she could make no
real improvements. Her moods with her husband constantly
changed between anxiety, depression, and aloofness, and she
remarked, ‘I get so anxious about loving. It isn’t safe.’ Then
suddenly she reported that she still had the letters and photos
of her Hrst boy friend, and could not read them. She had men
tioned this boy early in her analysis but nothing very important
had ever emerged about him. She was only 15 at the time and
he was 2 5 and in the Army during the last war. Their friendship
had lasted only about six months when he was sent abroad on
war service, and after a few months caught an infection and
died. His letters were simple, sincere, and genuinely affection
ate, and there was no doubt but that he intended to marry her.
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She had been astonished that he had even noticed her, let
alone wanted her. She was the youngest of a family without
affection and felt that he was the very first person who had ever
loved her. The shock of his death was great and she became
and remained deeply depressed for two years, crying alone in
her room at bedtime most nights and hiding it all from her
family, whose attitude was ‘Don’t be silly. You’ll get over it.’
She put his letters and photos in a box and never dared look
at them again. I suggested that she bring them to her session
and read them with me, which she did. This was over twenty
years after the events, and she was now married with two chil
dren. Nevertheless, reading the letters called forth the depres
sion she suffered on his death with unmistakable force. She was
able, however, to get over this fairly quickly, and in talking of
how that friendship had been the very first thing in her life that
had brought her real enjoyment, she began to come alive in a
new way. She realized that she had never really enjoyed any
thing since then. She had come to analysis in a very ill state,
hallucinating representations of intense hungry needs, but in
real life being affectless and shut in.

She now began to experience acute anxiety about me and
about her husband, and the point of her remark that ‘I get
anxious about loving. It isn’t safe’ became clear. I put it to her
that she was unconsciously convinced that if she loved anyone
that person would die and she was bound to lose him; more
over she also felt that she dare not enjoy anything at all and
could hardly let herself be alive. It was as if her mother was
always saying ‘Stop laughing or you’ll be crying in a minute.’
She replied, ‘That is exactly what they were always saying to
me’, and in fact she rarely laughed, and felt it was wrong to
enjoy oneself. Her mother began to come into this in a big way.
The mother had become a widow only a couple of years after
the patient’s birth, had had a hard life, and was an awkward,
hardworking, undemonstrative woman who endured life joy
lessly, provided for the family’s material needs, and was
unaware of their emotional needs. Earlier in analysis the
patient had dreamed that
she entered a room where a group of women (her mother and sisters)
were talking together and entirely ignoring a baby lying on the
table. She got on the table and lay down on the baby and became
one with it.

She grew up in the position that, in order to escape depersonal
ization through a sheer lack of any genuine relationships she
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had to cling to mother with some sort of a relationship which
would be, as it were, manufactured from her side because it was
not given by the mother. She could not get a loving relationship
so she tied herself to mother by ‘duty’. She felt she must not ever
leave her mother, must stay at home and look after her, and in
the process became a passive, shy, silent, self-effacing girl. The
one and only major revolt was when at sixteen she responded to
the call of love. The young man’s death aroused intense guilt.
She should never have let herself be drawn away from mother
into the prospect of marriage, and his death was her punish
ment. She felt guilt towards both mother and the man, and was
overwhelmed by depression, of a severity that would have made
life impossible but for the fact that gradually a friendship grew
up with another young man whom she later married. This
enabled her to bury the trauma and depression of her first tragic
love. The man’s letters were put away and never looked at, i.e.
repressed, but the safety of her marriage was ensured by the
fact that she was quite unable to enjoy it or anything else. To
have enjoyed life would have been to release a flood of guilt and
depression. Now, after a lengthy analysis, she was beginning to
‘feel’ once more and escape from her schizoid, affectless con
dition, only to find that she was compelled to revive and relive
her repressed depression and guilt. Every time her husband was
out she was a prey to anxiety about his safety till he returned.
The unconscious conviction was active in her that her marriage
was disloyalty to mother; she ought not to have made it and
she would be punished for it. Thus her analysis recapitulated
the development from the schizoid to the depressive position,
and opened the way for growth beyond that to normal relation
ships, though not till her depression was analysed, was she able
to go deeper with the analysis of her schizoid troubles.

This case brings us back to the fact that ego-weakness under
lies pathological depression. The ‘stage of concern’ (Winnicott)
may not be reached at all by the infantile ego that is too pro
foundly disturbed and remains stuck in a paranoid-schizoid
state, a state of sheer fear of the outer world and drastic with
drawal from it. A return to object-relations can then onbf be
made in the form of a paranoid fear and suspicion of all objects.
But lesser degrees of disturbance permit a weakened ego to
move on to a capacity to feel ‘concern’ for objects, and to
experience anxiety and depression at the possibility of harming
or losing or destroying them. But the ‘eoneern’ for others #lt by a
weakened ego is not a fulbf healthy objective eoneern arising out of
appreciation ofthe worth ana' the interests cy” the object. Fear in the ego
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for itself plays a big part. Panic at t/ze loss of a supportive object and
guilt over the loss of a love-object are mixed together. It takes a strongly
developed ego to love disinterestedbf and care for another person basioalbf
for that person’s sake, even though in practice no one is ever as
mature as that. So we are brought back again to the problem
of ego-weakness as a legacy of disturbed development in the
earliest formative years, a problem which makes it obvious that
psychotherapy in any radical sense cannot but be a gradual
and lengthy process of re-growing.

Ego-Pgfehology

In IQI3 Freud wrote:

To shorten analytic treatment is a justifiable wish, and its fulfilment
. . . is being attempted along various lines. Unfortunately it is
opposed by a very important factor, namely, the slowness with
which . . . changes in the mind are accomplished. (1913, p. I3O.)

Nothing has happened since those words were written to modify
that judgment. Psychotherapy remains a slow and difficult
process. Nevertheless, we cannot remain scientifically content
with this. Even if profound mental change can never be other
than slow and difficult, we want to know why this is so, and
there is always the chance that greater understanding may
enable us to make psychotherapy more effective. If change
were too easy and mental structure too fluid, the result would
not be quicker psychotherapy but general instability. Relative
stability at any point in the scale between immaturity and
maturity involves that once an individual has developed a cer
tain organizational pattern of personality, he is able to retain
it with a high degree of persistence. Disturbed patterns persist
as stubbornly as more harmonious ones. Yet, some personality
patterns are so disadvantageous to their owners that we would
gladly know whether and how they can be changed quickly
enough to give the person a chance to live normally. The whole
situation is a challenge to deeper investigation, and perhaps
also to a rethinking of things that we are familiar with. It could
be that the slowness of psychotherapy is not onb due to the
inherent diiliculty of the problem, but also the possibility that
our psychodynamic interpretations have been missing some
thing vital. Everything in a given field cannot be seen from one
point of view, and often a change of viewpoint leads to deeper
understanding.

Psychoanalytic therapy was at first based on interpretations
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designed to uncover repressed libidinal needs and aggressive
impulses. The phrases ‘releasing the patient’s libido’ and ‘re
leasing the patient’s aggression’ were characteristic of that
approach. It led to the creation of a popular ideal of ‘the
uninhibited person’. But it was found that in so far as this was
achieved, it made only a very doubtful contribution to the deep
maturing of the personality as a whole. It may relieve the
patient of some practical disabilities that spring from in
hibitions. He may be better able to ask for what he wants and
better able to stand up for himself superhcially. Yet, when he
has done so, he all too often recognizes that the impulses he has
released are very immature ones, and he is liable to incur not
only social criticism but also an increase of guilt in self-con
demnation. In fact he is having to defy unconscious guilt to act
more uninhibitedly, and if the guilt does not become conscious,
he will not progress any further. To aim simply at the release
of repressed immature and anxiety-driven impulses as if that
were equivalent to the freeing of the healthy instinctive drives
of a mature person, was seen to be naive and a therapeutic
delusion. Neither do impulses automatically mature by becom
ing conscious and being expressed. It is useless releasing
impulses unless they are considered all the time as expressions
of an ego, and indicative of the state in which that ego exists.
This was what led Fairbairn to abandon impulse-psychology in
favour of more radical ego-analysis.

The striking feature of the development of psychodynamic
theory in the last thirty years is that, through the work of
Melanie Klein in which the emphasis was shifting from the
impulse to the object, there has now begun to emerge a steady
trend towards concentration on the ego, as we saw in Chapter
IV. Adler raised the problem of the ego in his theory of the
inferiority-complex and the will-to-power; but he raised it
superficially, prematurely, and mostly at the social level. It was
from Freud himself that the real impetus to ego-analysis came
in the 192o’s. His structural scheme, id, ego, and superego, in
spite of its ultimate inadequacies, was a tremendous first step
towards putting the ego in the centre cy' the picture where hitherto
psychobiological impulse had reigned supreme. This is clear
from Anna F reud’s statement (1936):

There have been periods in the development of psychoanalytical
science when the theoretical study of the individual ego was dis
tinctly unpopular ._ . . Whenever interest was transferred from the
deeper to the more superficial strata-whenever, that is to say,
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research was deflected from the id to the ego-it was felt that here
was the beginning of apostacy.

However, it is also clear from this that the dynamic depths of
the psyche were still regarded as an impersonal ‘id’ while the
‘ego’ belonged to ‘the more superficial strata’. So long as that
relic of the earlier ‘impulse psychology’ remained, no satisfac
tory ego-theory could develop.

Freud stated clearly (1937) that:

We shall achieve our therapeutic purpose only when we give a
greater measure of analytic help to the patient’s ego.

Earlier he had written of ‘the therapeutic efforts of psycho
analysis’ that

Their object is to strengthen the ego, to make it more independent of the
superego [present writer’s italics], to widen its field of vision, and so
to extend its organization that it can take over more portions of the
id- (1933-)

With some re-interpretation of terms, nothing could be nearer
the truth about psychotherapy. It is our psyohotherapeutio charter.
Its great importance, however, was obscured by the fact that
the Freudian theory of an ego limited to the ‘superficial strata’,
could give no meaning to ‘ego’ adequate to the implications of
this statement. Freud’s theory remained one of ego and super
ego control of psychobiological impulse. The ego remained a
superhcially developed control apparatus ‘on the surface of the
id’ and not a true seli not the real heart of the personality. We
require the term ‘ego’ to stand for the ‘whole’ wf the individual’s nature
and sefknowledge as a ‘,oerson’, an ‘I ’ in personal relations with other
‘I ’s, whose wholeness can be ‘split’ by too disturbing experiences. Fair
bairn wrote: ‘All inner problems resolve themselves ultimately
into ego-problems.’ W innicott writes of ‘therapeutic regression’
in search of the ‘true self’ which has early been repressed and
lies hidden behind a ‘false self’ which functions socially on a
conformist basis. This is a point of view which classical psycho
analytical theory cannot explain intelligibly. In fact, psycho
dynamic theory is changing its orientation from ‘release and /or
control of instinctive impulses’ to the ‘maturing of the ego into
an adult personality’. Perhaps we should put it in an even more
elementary way as ‘the individual’s struggle to achieve and pre
serve a stable ego’. We must rethink all the familiar problems
from this point of view.

Moreover this is really the patient’s point of view. A patient
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of mine who had never heard of Winnicott said to me years ago:
‘I have grown up an outer shell of conformities inside which I
have lost touch with the real “me”.’ She felt she had not got a
proper ego and yet in some sense she fzlt it was potentially there. Fair
bairn presented the view that we must go beyond the repression
of memories, emotions, and impulses and consider the repres
sion of the object, making use of Melanie Klein’s theory of
‘internal objects’ (F airbairn, 1952). His work, however, went
on to direct attention to the other half of the obj ect-relationship,
namely the ego. Gur need for object-relationships lies in the fact
that without them it is impossible to develop an ego that is
sound, strong, and stable: and that is what all human beings
fundamentally need. Fairbairn quotes a patient as saying:
‘You’re always talking about my wanting this or that desire
satisfied; but what I really want is a father’ (1952). Now, how
ever, we have to go a step beyond that and say the reason why
the patient wants a father (and needs an analyst) is that with
out a satisfactory relationship with another person he cannot
become a developing ego, he cannot iind himself. That is why
patients are so often found complaining ‘I don’t know who or
what I am; I don’t seem to have a mind of my own; I don’t feel
to be a real person at all.’ Their early object-relationships were
such that they were unable to ‘find themselves’ in any dehnite
way.

The primary drive in every human being is to become a ‘person’, to
achieve a solid ego formation, to develop a personaliyf in order to live.
This can only be done in the medium of personal object-relationships.
If these are good, the infant undergoes a natural and unself
conscious good ego-development. If these are bad, good ego
development is seriously compromised from the start, as the
work of Bion is showing in a new way. There are no fears worse or
deeper than those which arise out cy’ having to cope with lw when one
feels that one is just not a real person, that one’s ego is basioalhf weak,
perhaps that one is hardhf an ego at all. These are the ultimate fears
in our patients. Thus one patient who was often driven to make
the kind of complaints cited above, burst out with: ‘I’m afraid
of life, of everything. Fear’s the key.’ Psychotherapy, defined as
a process whereby the patient is helped to achieve a mature ego
and overcome his deep fear of life, is the logical goal of Winni
cott’s work in the clinical and therapeutic field and F airbairn’s
revision of theory. It is the discovery of the ‘true self’ which
Winnicott regards as buried behind the defensive operations of
the years, and it is the overcoming of the ‘infantile dependence’
which F airbairn regarded as the root cause of psychoneurosis
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(the Oedipus complex being an example of infantile depend
ence). These two points of view seem to be the starting points for
research on psychotherapy today. ‘Infantile dependence’ could
not be more clearly illustrated as the cause of trouble than in
the remark of a patient: ‘I’m sick to death of dragging round
with me wherever I go a timid small child inside me’, the weak,
over-burdened basic ego that just could not stand up to life.
This baby has then to be repudiated, at the demand of the outer
world, later internalized as an inner demand, as in this dream:

I was eating my favourite meal when my mother came into the
room and snatched it away from me. As I protested she said, ‘Don’t
be a baby.’

These two instances deline for us in the patient’s own terms the
nature of the problem they bring to us. /In infantile ego has been
nyeeted and repressed. It remains ther¢>re undeveloped and weak, and
deep maturing ry" personality comes to a standstill.

T/ze Fear ry" Ego- I/Veakness

If we now, for a moment, forget the complex theories of
psychiatric, psychoanalytic, and psychological learning, and
watch human beings at first hand as they struggle with life in
and through their dealings with the people round them, we may
ask ourselves the simple question, ‘What are people most afraid
of P’ The multifarious ways in which people are on the defensive
against one another, in business, social life, marriage, and
parenthood, and even leisure activities, suggests that the one
omnipresent fear is the fear of being and appearing weak, inade
quate, less of a person than others or less than equal to the
demands of the situation, a failure: the fear of letting oneself
down and looking a fool in face of an unsupportive and even
hostile world. This fear lies behind all the rationalized self
assertiveness, the subtle exhibitionism, the disguised boasting,
the competitiveness or avoidance of competition, the need of
praise, reassurance and approval, the safety-Hrst tactics and
security-seeking, and a multitude of other defensive reactions to
life that lie open and on the surface for all to see.

If we now turn back to our patients with this in mind, we iind
the same fear of appearing weak, often in the manifest form of
a sense of shame and humiliation in having to seek this sort
of treatment at all. In this context, fear of the hostile world
appears as fear of being despised if it is known that they have
such treatment. ‘People will think I’m a “nuts” case.’ But
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behind this fear, without exception, we come upon the fact that
patients suffer from very serious feelings of actual weakness and
inadequacy as a result of which they are in a state of perpetual
anxiety. Their fear of appearing weak has a foundation in fact,
and likewise their fear of a hostile world also has a foundation
in fact. It is true that feelings of weakness have no direct rela
tionship to the patient’s actual ability. They are found in the
most able people, professional folk with good qualifications,
men successfully running their own businesses, and so on. One
of the most undermined personalities I have known, so far as
basic lack of self-confidence was concerned, was a surgeon who
had practised excellently for twenty years. But he said that no
one knew the torture it had been. Every time the telephone
rang he was in a state of utter anxiety, feeling certain he would
be asked to perform an operation he could not do, or that he
would fail in it. The feeling of weakness arises out cy” a lack qf a
reliable feeling cy’one’s own realizy and identity as an ego. ‘I’m not sure
of myself; sometimes I feel I’m just a nobody.’

With many patients, however, this deep down fundamental
weakness of the ego is not obvious to them. We may be able to
recognize its signs, but the patient’s energies are strenuously
devoted to hiding, denying, disproving, disguising or mastering
and crushing out if possible whatever degree of these feelings
of weakness, fear, timidity, and inability to cope with life that
they find in them. The famous ‘resistance’ to psychotherapy
which was one of F reud’s most important discoveries is, in the
first instance, mainly an attempt to deny the need for treatment.
Patients will either play down their problems, minimize
their symptoms, state frankly that they feel psychotherapy is
humiliating and that they ought to be able to manage these
difliculties themselves, resent the most carefully and tactfully
made interpretations as criticism, and are very anxious that no
one should know that they are consulting a psychotherapist; or
else they may set forth their problems as unfair or inexplicable
inflictions, with an attitude implying: ‘There’s nothing really
wrong with me but somehow these misfortunes have befallen
me’, and feel they can rightly claim help for such things (a
claim in which, in fact, they are justified in the end). Most
patients, apart from the few who have had the opportunity of
gaining some insight, seek the removal of their symptoms, with
out realizing the necessity of undergoing some basic changes
in themselves, for they do not recognize their symptoms as
evidences of basic weakness in their personality. If they do, they
all the more regard treatment as a humiliation, and are on the
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defensive from the start. These patients are often right in their
feeling that they will be looked down upon, judging by the
rather thinly-veiled contempt with which hysterics are usually
referred to by psychiatrists. In any case the patients look down
upon themselves. One of my patients dreamed that she went
past my rooms on top of a tram, but looking down she also saw
herself entering in, and thought, ‘Look at that silly creature
going in there.’

The more one reflects on things from this point of view, the
more impressive the facts become. The resistance to psycho
therapy is strictly on a par with the defensiveness of people
against one another in everyday life. If we study this question
in the light of the mass of psychopathological data at our dis
posal today (which did not yet exist in the early days of psycho
analysis) we shall come near the heart of the matter. There is
a greater or lesser degree of immaturity in the personality
structure of all human beings, and this immaturity is experi
enced as definite weakness and inadequacy of the ego in face
of the adult tasks of life. The unremitting and strenuous efforts
to overcome or hide this weakness, which they do not know
how, genuinely, to grow out of constitutes, together with the
weakness itself, the mass of psychopathological experience and
behaviour, as seen not only in patients but also in the general
low level of mental health in the community. T/ze struggle to
force a weak ego to face ZW, or, even more funa'arnentalb», the struggle
to preserve an ego at all, is the root cause of psychotic, ,osye/zosornatie ana'
psyo/zoneurotio tensions ana’ illness.

It is not inevitable or accidental that so many human beings
are in a state of constant anxiety because they feel weak and
inadequate at the very core of their inner self. Maybe we are
barely emerging from the psychological Dark Ages so far as the
mass of the population is concerned, in the matter of bringing
up children. There are one or two primitive tribes whose simple
culture is totally ignorant of our scientific civilization, yet their
pattern of ‘permissiveness’ and parental affection embodies far
more psychological wisdom than any forms of capitalist or
communist society known to our anxiety~ridden world. Some
other primitive tribes have been described as having a paranoid
culture pattern, a term equally applicable to Nazism. The
struggles to achieve democracy illustrate the enormous diffi
culties modern man encounters in trying to create a society in
which human beings are valued as, and helped to be, persons
in their own right. In fact, throughout our modern civilization,
East and West, right and left wing, religious and scientific,
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a mass production of basically insecure and psychologically
weakened human beings goes on, outstripping our ability to
iind a method to cope with them. Masses of children grow up
frightened at heart, at the mercy of parents who work oil" their
own fears and tensions on the children. Moreover our patients
constantly meet a critical and unsympathetic reaction from
friends. ‘Oh, we could all give in like that if we let ourselves;
you must pull yourself together. You should think less of your
self and more of other people.’ So the cultural attitudes drive
them to feel ashamed of weakness and to simulate strength.
Ian Suttie, many years ago now, spoke of the ‘taboo on tender
ness’ in our culture. But the matter goes deeper. The reason
why there is a taboo on tenderness is that tenderness is regarded
as weakness in all but the most private relations of life, and
many people regard it as weakness even there and introduce
patterns of domination into love-life itself. The real taboo is on
weakness; the one great crime is to be weak; the thing to which
none dare confess is feeling weak, however much the real
weakness was brought into being when they were so young that
they knew nothing of the import of what was happening to
them. You cannot afford to be weak in a competitive world
which you feel is mostly hostile to you, and if anyone is so
unfortunate as to discover that his infancy has left him with
too great a measure of arrested emotional development and a
failure of ego-growth in the important early stages, then he
soon learns to bend all his energies to hiding or mastering the
infant within.

The Basic Emotional Predicament

The problem of ego-weakness has been slowly thrusting itself
to the forefront of psychodynamic research. Perhaps the terrihc
resistance to admitting and facing ‘basic ego-weakness rooted
in fear’ that all human beings show both in social life and as
patients, is reflected in the slowness with which psychiatric and
psychoanalytic research has come to face this problem. It may
be that we ourselves would rather not be forced to see it too
clearly lest we should Hnd a text-book in our own hearts. It is
less disturbing even to theorists to think in terms of mastering
instinctive drives or reconditioning behaviour patterns rather
than of helping a frightened infant inside to grow up. For one
thing, if this latter emphasis is correct, the therapeutic problem
cannot be solved only by analysis. Analysis must be seen as ‘ex
posing’ a developmentally arrested psyche to the support and
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new stimulus of an understanding relationship in which the
therapist, like the parent, must wait while the child grows. The
history of psychodynamic theory can be seen as the story of our
long struggle to overcome our scientifically rationalized resist
ance to this fact. That this point of view is coming to dominate
psychoanalysis today, may be illustrated by the following
quotation from Zetzel (1965):
Successful emergence and resolution of the transference neurosis
in clinical psychoanalysis is contingent on the establishment and
maintenance of the therapeutic alliance at all times. The qualities,
moreover, in the analyst which best foster the therapeutic alliance
correspond in many ways to those intuitive responses in the mother
which lead to successful early ego development in the baby.

We must beware of becoming overweighted with complex
analyses and, nowadays, statistical studies of secondary pheno
mena, of interesting psychodynamic morbidities, while missing
‘The Basic Human Dilemma’ in which our patients are caught,
namely, that they were born into a situation in which they were
unable to lay the foundations of a strong ego development, and
have grown up feeling at bottom inadequate to the demands of
living, even though they may not be conscious of this, full of
fear and struggling with considerable though varying degrees
of success, to keep going and shoulder their responsibilities. This
fact of basic ego-weakness is the hard core of all personality
disturbance and of the problem of psychotherapy. The one line
of research most relevant to all forms of mental illness other
than the purely organic in origin, is that which goes to the tap
root, the failure or inability of the child in the environment it
is born into, to lay the foundations of an adequate, strong, well
developed, self-confident, and capable personality equal to the
adult tasks in life.

From the point of view of psychotherapy two problems arise.
(i) How and why does the initial ego-failure occur? We defer
the answer to this question to Chapters VIII and IX. (ii) Why
ana’ how, or in what stmcturalizedjiirm, does this earbf arrest of ego
cleoelopment persist? Once initial failure has occurred in laying the
foundations Q' a non-anxious ana' active self in infangf, a mental organ
ization eoidentbi comes into being which ejlectivehf blocks the possibility
cy" any further deep-level emotional growth. Life then turns into an
unceasing fight to force oneself to be equal to adult living with
out ever feeling to be so. (Cf the case history given in Chapter
V.) It is this psychic situation on its inner side that proliferates
into all the psychic disorders and we must examine it in detail
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before we proceed further. The one fact which overrides every
thing else is that the baby must grow up to become a capable
adult, strong enough to look after himself and make his own
contribution to life among other people. Probably a majority
of human beings never do feel thus adequate to living and are
involved in the process of ‘screwing themselves up’ to face life.
Freud pictured this state of things when, in his own terms, he
spoke of the poor ego being so hard pressed by three task
masters--the id, the superego, and the outer world. Fears of
ego-breakdown and ego-loss within, come to be even greater
than the original fears of outer reality. Freud’s ego is only the
‘ego of everyday life’, in a purely controlling sense, and not the
dynamic centre of the whole personality. Freud called it the
reality ego, the ego in touch with the outer world, what Fair
bairn called the central ego and what W innicott, in at any rate
one of its aspects, calls the false self. It is not of this familiar ego,
not of this part of the total psychic self, that basic ego-weakness
is characteristic. True, a profound sense of weakness and in
adequacy does break through into this familiar conscious ego
of daily living, but it does not originate there. When this break
through occurs, it is because the normal central ego defences
have cracked. Usually this ego functions as a defence against
the underlying sense of weakness, to prevent its invasion of con
sciousness. The obsessional character gives us a striking example
of a central ego organized on a rigid and unyielding pattern of
absolute self-control with no weakness shown; though in fact the
central ego may here be said to have been captured by the
Freudian sadistic super-ego, to slave-drive the weak needy infant
within.

At this point it seems necessary to refer again to the structural
terminology available. (Cf. pp. 71-2, 162-3.) \’Ve need terms
by means of which we can identify and refer to the various
aspects of psychic functioning, in order to discuss the problems
that here face us. There does not exist as yet a generally agreed
and thoroughly satisfactory set of terms, largely because the
analytical distinguishing of different aspects of the inner com
plex conflict-state has grown so much more subtle since Freud
first opened up this area of investigation with his distinctions
of id, ego, and superego, We have to conceptualize three main
aspects of psychic functioning, each of which has its own com
plexities: (i) the conscious self of everyday living, reacting,
and adjusting to the outer world; (ii) the primary nature or
innate potential self with which the infant is born, and which
becomes in varying degrees developed or inhibited by post
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natal experiences; (iii) a very complex set of functions in which
the psyche interferes with itself, either under pressure from the
outer world or else at the same time under pressure of its own
fears of breakdown-the phenomena Fairbairn referred to as
‘internal sabotage’. We have three suggested terminologies,
which are not in any sense mutually exclusive, put forward by
Freud, Fairbairn, and Winnicott.

The terms reality ego, central ego, and false self must be
considered as denoting the conscious self of our ordinary daily
life. None of them is wholly satisfactory. ‘Reality ego’ to be pre
cise would have to be expanded into ‘outer reality ego’, for the
outer world has no monopoly of the characteristic of ‘reality’.
The psyche has its own reality. But ‘outer reality ego’ is too
cumbersome for regular use. ‘Central ego’, as Fairbairn used
the term, stands for what is left in touch with the outer world
after the libidinal and antilibidinal egos have been repressed.
It is the ‘remainder’ of the pristine infantile ego which at first
was in simple contact with its outer world, even though not
conscious of it as such. However, in view of the fact that this
‘outer reality ego’ usually develops so many conformist charac
teristics as to warrant Winnicott’s calling it a ‘false self ’, it seems
hardly adequate to refer to it as the ‘central ego’, The dynamic
centre of new growth so often seems to be outside of this socially
adaptive ego. Yet, on the other hand, we can only promote the
release of spontaneous energies dammed up in the unconscious
by working through this ego of consciousness and it does possess
and use much that must be regarded as belonging to the per
manent possessions of the ‘whole self’ in any event, such as
knowledge, skills, and interests which are not in any sense false.
Without feeling that the terminology is fully satisfactory, I shall
use the term ‘central ego’ to stand for the conscious self of our
daily living, and use the term ‘false self’ to stand for that aspect
of it which is most rigid and stereotyped on the basis of ‘con
formity for safety’s sake’, and which acts therefore as a barrier
inhibiting the spontaneous flow of genuine self-expression.
‘Central ego’ is thus an extremely complex concept.

The primary natural potential self of the infant is not in any
sense satisfactorily denoted by the term ‘id’ for this is not strictly
speaking a psychological term at all. It can only convey the
bare notion of impersonal biological instinctive energy, and
that is something we never meet with in clinical experience. We
meet only with energies that represent the functioning of a
personal aspect of the total psychic self, mature or immature.
The term ‘id’ can only suggest that our psychic energies have
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an ultimate biological source, what H. S. Sullivan called the
‘biological substrate’ of the personal self. That alone is an
inadequate concept. Winnicott’s term ‘true self’ stands for all
that the child is, potentially, and all that he can and will
become, if a sufficiently favourable environment facilitates his
normal development. The term is valuable in making us realize
that all human beings are potentially much more than in prac
tice they ever succeed in becoming. F airbairn preferred the
term ‘natural self’ to ‘true self’, but there seems no compelling
reason for preferring one to the other. His term ‘libidinal ego’
does seem to me to be valuable as in line with familiar psycho
analytical usage. He meant by it the primary nature of the
infant as we can see it actively expressed in his urgent libidinal
needs. ‘Libidinal’ in this sense means not just sexual libido,
though that will be one aspect of it, but rather the total ‘life
drive’, the dynamic urge to be, and develop as a person specifi
cally by seeking and entering into object-relationships. Fair
bairn did not regard ‘aggression’ as a specific innate factor, a
kind of ‘entity per se’, but as a reaction to thwarting of libidinal
need, and therefore as secondary to the libidinal factor. T/ze
term ‘libidinal ego’ cannot therqfore be criticized as omitting aggression,
for it is the libidinal ego itseQ‘ which owns the capacity to fight to achieve
its ends  it is frustrated. On the whole, libidinal ego seems to
me the best term we have, on a par with F reud’s superego,
to denote the pristine natural self of the infant which, when
smothered in the course of development, is only the potentiality
of the individual’s true self. The true self does not yet exist: it is
what psychotherapy must help the libidinal ego to become.

F reud’s term ‘superego’ and Fairbairn’s term ‘antilibidinal
ego’ are valuable alternative terms, each useful in different
contexts since they denote the same broad area of psychic
functioning (that of internalized parental and social controls
which have become self-controls), though they are not exactly
identical. ‘Superego’ covers a wider range of phenomena than
does ‘antilibidinal ego’. Roughly we may say that ‘superego’
includes both ‘sadism turned against the self’ and ‘mature
morality’. It expresses well the fact that no human being can
live as if he were entirely his own master. The world outside
us has legitimate claims on us which the maturely developed
person accepts. There is, as it were, a ‘superego’ larger than
our own individual ego, which should be represented inside our
psychic organization, not as a harsh tyrant but as a supportive
and friendly authority. However, to whatever degree anxiety
and illness pervades our inner being this internal authority is
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a cruel dictator in which all our rage and hate of a bad outer
world has become concentrated into self-suppression and in
particular aimed at the suppression of our own libidinal needs.
For this particular aspect of the Freudian ‘superego’ the term
proposed by F airbairn, ‘antilibidinal ego’, though somewhat
clumsy is entirely accurate, and emphasizes the clear-cut way
in which the infant can be turned into sadistically hostile
antagonism to his own needs. The ‘antilibidinal ego’ is specifi
cally ‘against needs’ and is basically an internalization of the
outer world’s intolerance of the needy infant who is regarded
as a nuisance to be kept quiet. For the narrower purposes of the
following analysis, the terms central ego, libidinal ego, and anti
libidinal ego seem most useful, while the wider terms, outer
reality ego, true self, and superego, are valuable in larger con
texts of discussion.

We seek to understand how and why basic ego-weakness is per
petuated structuralbf in the lw of the psyche. Ego-weakness in the ulti
mate sense in which it is basic and causal for all kinds ofpersonalizpf
disorder is primaribr a properly/ ry” the infantile libidinal ego, whose
development has been and remains arrested. The primary nature of the
infant is endowed with innate libidinal needs and energies in
virtue of which, in a good environment, it will grow into a
strong, active, and deiinitely individual personality. This is
neatly expressed in the title of Winnicott’s 1965 book, The
Maturational Processes and the Facilitating Environment. But where
personality disorder exists, this has not happened. The libidinal
ego then represents the structural differentiation of that primary
aspect of the total psyche in a state of deprivation, frustration,
and distress, and hence of impotent rage, fear, and awareness
of its own weakness. It is this infantile frustrated and fzar-ridden
libidinal ego that is the seat of ‘basic ego-weakness’ and this is a deeper
problem than that portion ry" the J%eling ry" weakness that seeps through
at various times into the ego of everyday consciousness. Here is an ego
weakness, the greater part of which is kept hidden and re
pressed, dammed in behind all the antilibidinal defences that
enable the central ego to function even if with anxiety on the
adult plane. Resistance in analysis is directed with tremendous
determination to the task of keeping this weak and panicky
infantile ego under heavy repression. Ego-weakness consists not in
lack fy" energy or innate abiligf, but in this unrernitting state of basic fear
and distress and lack of se%conjidence of which the individual j%els
ashamed, and fy' which he develops considerable secondagf ]%ars. The
main practical problem for psychotherapy is ‘Can this patient
stand the return to consciousness of his basic ego-weakness?’
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When it does return, he is most likely to feel ‘I can’t stand it, I
only want to die.’

The most obvious ways in which the person with a basically
weak and immature ego seeks to protect himself in face of outer
world pressures and inner world fears, is to hide the part of him
self that is a child facing a life that feels too big for him, behind
central ego detachment, or conformity, or aggressiveness, or
conversion of tensions into bodily illnesses, or obsessional self
mastery, sheltering from realities behind technical professional
knowledge, compulsive addiction to duty, or unselfish service
ableness to others, and so on. All the psychoneurotic defences
come into play. The more serious pathological states of depres
sion and schizoid apathy, depersonalization, suicidal trends,
and schizophrenic disintegration of the ego, undoubtedly repre
sent complex conditions in which the infantile libidinal ego
feels driven towards the ultimate psychic dangers. The psycho
neurotic defensive states represent rather the struggle to force
a pseudo-adult pattern which masks the frightened child inside.
This basically weak infantile libidinal ego has, as it were, been
split off and repudiated in an attempt to live without conscious
fears. This represents the hate and fear of weakness of which
we have spoken. Gur fear and intolerance of weakness is
naturally great, and is so embedded in our culture pattern, and
is so additionally stimulated in the infant by the adults who
handle him, that he is driven to a premature repudiation of
his weak infantile ego and to an attempt to force an equally
premature pseudo-adult self. In seeking to overcome his weakness,
the ohila' emplfyfs a method which ensures its perpetuation, creating an
enclopyfehie situation in which natural development is impossible. We
must try to set this forth in more scientific terms, but it repre
sents what we may well call ‘The Basic Emotional Predicament’
for human beings in growing up, the human dilemma; though
there appear to have existed a few simple cultures in which this
dilemma did not necessarily arise.

All the psychoanalytical investigation that has been devoted
to the ramihcations of the disease processes once they are in
being in the personality, has now begun to lay bare the tap
root of it all. We must be careful not to miss the basic shape
and meaning of the illness in studying the variety of its mani
festations. That this is being generally understood seems to be
suggested by the fact that in The International journal of Pgfoho
Anahfsis for 1948 and 1949 the word ‘ego’ did not appear in the
title of any paper; in 1955 it appeared in two titles; in 1964 it
appeared in seven titles in such striking phrases as ‘splitting of
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the ego’, ‘structuration of the ego’, ‘ego distortion’, ‘ego restric
tions’, ‘ego core’. Such casual statistics may not prove much
but they probably do indicate an important trend. Human
infants, so long biologically and psychologically dependent on
their parents, are not in the mass very successful in growing up
to mature adulthood. What keeps the child alive inside so long?
Why is he not normally and naturally outgrown as the years
go by, along with increasing physical and intellectual maturity.
A person in a good state of mental health as a result of a good
early emotional development does not feel himself to be an
inadequate and frightened child inside. Une does not have to
have outstanding powers or exceptional endowments to feel
quite sufficiently self-confident for normal purposes. lt is much
more a matter of the emotional attitude in which one lives with
oneself in one’s inner mental make-up, primarily at a deep
unconscious level. An enormous number of people are unable
to achieve an emotional development to mature, unafraid,
self-reliant, and affectionate adulthood. Why, however, is it not
easierfor human beings to make a belated growth in ego-strength a_]9fer
childhood is leg? behind?

On a purely conscious central ego level many people, in fact,
do. But it is startling to Hnd through deep analysis how little
this has affected the situation in the profoundly repressed
unconscious. We may therefore state in this way the problem
of the psychodynamic hard core of resistance to psychotherapy:
when once the infantile ego has become disturbed and arrested
in its development in the earliest stages, so that it comes to
feel its weakness and to exist in a state of fear, what is it that
keeps it thereafter fixed so stubbornly in that position of basic
ego-weakness? What is it that leads to the perpetuation of a
weak, undeveloped, fearful, and therefore infantile dependent
ego? It remains buried in the deep unconscious and makes no
progress to maturity, in spite of the individual’s strenuous
efforts in the ‘self of everyday living’ to grow and function as an
adult. Why is this endopsychic situation so hard to change?
And in what form does it persist so statically? This is the basic
emotional predicament.
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RESISTANCE, THE SELF-INDUCED
BLOCKAGE OF THE MATURING PROCESS

IN the last chapter the question was raised as to why the
infantile weak dependent ego persists so stubbornly in the deep
unconscious. We are now so used to saying that the causes of
neuroses lie back in childhood that we may miss the vital point
of this problem. It is true that the origins of the trouble were in
early childhood, but the actual emotional cause of instability
and weakness in the personality in later life is something that is
going on in the personality right here and now. It is a peculiar
feature of the mental organization ofthe person (his endopsychic
structure) which keeps him in that original state of basic fear
and weakness, and perpetuates it and even intensilies it as time
goes on. We have stated this in non-technical language as the
fear and hate of weakness in the face of the necessities of living,
and in comparison with other people. But we need to show how
this fear and hate come to be permanently embodied in the
organizational structure of the psyche.

Antilibidinal Resistance to P.>jyc/zo!/maj)/zy

The situation must arise in this way: an inadequate environ
ment, and particularly an inadequate mother, exposes the
infant to steadily increasing awareness of his smallness, weak
ness, and helplessness. He will be what Winnicott calls ‘a col
lection of reactions to impingement’ but somewhere in the
midst of that chaos the psyche, the basic subject of experience,
who is potentially a whole self and owns these reactions, is
unable to grow a secure sense of his wholeness, but can feel
acute states of fear. The speciHc feeling of being little, helpless,
and frightened can emerge with great dehniteness in deep
analyses. Gradually the child must grow to feel, if he could put
it into words, that it is too frightening to be weak in an un
friendly and menacing world, and also that one cannot afford
to have needs that one cannot get satisfied. As he grows
steadily out of earliest infancy and becomes more acquainted
with his outer world, he must realize that such needs make one
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dependent, and if you cannot change your world, you can try to
change yourself. Thus he comes to fear and hate his own weak
ness and neediness; and now he faces the task of growing up
with an intolerance of his immaturity. This is bound up with
and reflects the impatience and intolerance that grown-ups
have of the dependence of the infant and the childishness of the
child. One patient described how his crying as a child drew on
him such contempt and ragging that he managed suddenly to
repress it, only to find the crying Hts replaced by temper attacks.
Another patient described how his attitude to his small son
changed during the course of his analysis. At first when the
boy cried, the father would feel in an absolute fury of intoler
ance and shout at the boy to stop it at once, which only made
him worse. Then later on he managed to moderate this and
would say: ‘Come on now, stop this crying. You’re a big boy
now.’ The patient explained that as a boy he was himself often
very frightened of his father but never dared to cry, though he
often felt like it. But his son was not ‘a big boy now’ and the
father was trying to force him to a premature assumption of an
attitude older than his years, because this was what had hap
pened in his own case. Finally, however, he worked through to
a third position, and said: ‘N ow, when the lad cries I don’t feel
that old fury. I can accept his childishness better and I say
“I’m sorry old chap you’re so upset. I know how you feel, but
never mind. You have your cry and you’ll feel a lot better
soon.”’ That, he says, works far better, and in a short time the
tears are dried and the boy has forgotten it all. But all too often
the child is educated into the same intolerance of his childishness
that the parents felt towards their own. A self-frustrating situa
tion of deep internal self-hate arises, along with a concentrated
attempt to drive and force oneself to the conscious feeling and
behaviour that is regarded as adult, in the light of the pseudo
mature patterns of the grown-ups around.

This pseudo-adult pattern may be conventional, practical,
moral, critical, intellectual, or even aggressive, angry, cruel, but
it always masks an inward self-hate and self-persecution which,
for intermittent self-relief, is turned outwards on to other people
as occasion offers. The child models his own fear and hate of his
immaturity on the parental attitudes of intolerance and rejec
tion of it, so that he comes to treat his own primary needy
dependent but now disturbed self as if it were a part of his whole
self that he could disown, split off, hide and repress, and even
crush out of existence, while his ‘ego of everyday living’ is
compelled to develop tougher or at least more socially approved
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characteristics. This ‘ego of everyday living’, hiding the child’s
primary disturbed self, is based on adaptation to the demands
of the outer world. Some measure of such adaptation is, natur
ally, always necessary, but when it covers over a denial of the
spontaneous nature which is in a disturbed state, then it
becomes what Winnicott calls the ‘false self on a conformity
basis’. The simple, elementary wholeness or unity of the child’s
nature is disrupted and we need terms by which we can identify
the various persisting ways in which the psyche now functions in
a state of internal disunity. I have examined in foregoing pages
terms proposed for this purpose by Freud, Fairbairn, and
Winnicott, and dehned their usefulness in various contexts. I
should make it clear that I regard such terms as having only a
utilitarian value until better ones are found. I do not regard
them as having any kind of linal truth. Meanwhile, for the
purpose of identifying and discussing the three main differen
tiated aspects of this condition of disunited psychic function
ing, I have found Fairbairn’s terms accurate and valuable.

The child’s ego has been disrupted and now functions in
three fairly clearly marked aspects. These are not ‘bits’ or
‘entities’, even though we use the metaphor of ‘ego-splitting’.
They are overlapping ways of one and the same psyche’s
functioning. Nevertheless, they are broadly distinguishable
and at times have quite startling sharpness and distinctness.
The original neea'y, object-seeking, ana' ego-developing infant psyche
remains the basis cy" all 12.910/ziofunotioning, but in a rejected state of
fear and unsatisfied need which F airbairn called the libidinal
ego to indicate that it is not an impersonal biological ‘id’ but
the primary aspect of the potentially personal ‘whole’ psycho
somatic self, an ego, however primitive and undeveloped.
Over against this, a newly developing persecuting ego-function
develops in which the psyche directs its energies to hating its
infantile weakness and striving to subdue it rather than pro
tect it. This Fairbairn at first called the internal saboteur,
and then the antilibidinal ego. It produces a psychical condition
in which natural maturing becomes impossible. It is Freud’s
‘sadistic superego’, which can only be the basis of a pseudo
or pathological morality, and of illness. Over against these
functionings which become mainly repressed and unconscious,
and are most easily recognized in sado-masochistic dreams,
fantasies, and symptoms, there is an ego-function in which the
psyche is seeking to cope with the outer world and the demand
of everyday living, often seeking security by conforming to
approved standards. This Fairbairn called the central ego which
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is in principle conscious. Central ego is a familiar term in
psychoanalysis, but I am not sure of its appropriateness here.
In what sense is this ego-of-outer-world-living ‘central’?
Fairbairn regarded it as the core of the original psychic whole
in touch with the outer world, from which the libidinal and
antilibidinal egos are ‘split off ’. It seems to me that in this
sense the libidinal ego would have more right to be called the
central ego, the primary needy nature of the child over against
which the total self has to develop defences and the capacity to
conform to the outer world. Perhaps we may call it the central
ego in view of its being the conscious self through which the
psychotherapist must w'ork towards the reintegration of the
whole self. This illustrates the difficulties of finding a satis
factory terminology. For the time being I shall continue to use
F airbairn’s terms, and speak of the central ego as in principle
conscious, being the ego of external living, while the conflict
between the antilibidinal and the libidinal egos is repressed
and kept unconscious so far as possible, to disencumber con
sciousness in its dealings with the external object world; though
its effects can and do seep through into consciousness as im
mature needs, fears, loves and hates, and symptoms. In the
hysteric, the central ego is much influenced by the suffering
libidinal ego and is dependent and help-seeking. (‘Attention
seeking’ is a most inadequate description.) In depressed and
obsessional persons the central ego may be all but captured by
the antilibidinal ego. In these patients, hostile self-attack and
punishing self-mastery are quite visible. All sado-masochistic
phenomena are expressions of the deep-down persecution of the
libidinal ego by the antilibidinal ego.

Here is an accurate analysis of the fact that Freud made quite
explicit, that veg' earbr in ZM2 a human being tends to become _cruelly
divided against himself and becomes a seQ‘f-frustrating and at times even
a seMdestroying creature. Such an individual falls ill eventually
because his secret sadistic attack upon himself, his despising of
his immaturity, his hating of his weakness, and his attempts to
crush out his unsatisfied libidinal needs for spontaneous and
creative living, become a much greater danger and menace to
him than the outer world normally and usually is. This extra
ordinagf condition Q" the psyche makes all the normal processes fy’
maturing impossible and is the source of resistance to pgfchotherapy.
The libidinal ego’s fear of the antilibidinal ego comes to be
even greater than the fear of the external world, which is often
felt to reflect it. Difficulties in real life that could actually be
met and coped with, are repeatedly felt to be intolerable
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because of the weakening effect of the self-persecution and the
incessant fear and hate kept going inside; the basis on which
later morbid guilt is developed.

While the primamf failure of ego-development, which we must con
sider in the next two chapters, is the ultimate source of all personaliyr
‘dQ?iculties’, we must regard the hard core of personaligf ‘illness’ as this
persisting structuralized version of intolerance and rejection, through
fear and later guilt, of the originally disturbed child, now existing as
the deepest repressed immature level of the personaligf, debarred from the
opportunity of further maturing. This is compensated for by the
forcing of a pseudo-patterned adult ego on the level of everyday
consciousness, an artifact, not a natural growth from the depths
of the primary nature. The degree of self-hate and self-perse
cution going on in the unconscious determines the degree of
the illness, and in severe cases the person can become hopeless,
panic-stricken, and be driven to suicide as a way out. An
estimate of the intensity of this can sometimes be got from the
patient’s reactions to actual diflicult children and to immaturity
in grown-ups, and also from their sado-masochistic dreams,
and the painfulness of their physical psychogenic symptoms. A
patient in a panic over extreme environmental pressure which
she was in no condition internally to cope with, said, ‘I wish I
could have a baby and give it hell for years and years like I
have had.’ The central ego is partly a struggle to cope with the
outer world, and partly a defensive system against the dangers
of the inner world. It perhaps deserves a better label than
Winnicott’s term ‘false self ’. It is the result of an often heroic
struggle to stay alive and discover a modus oioendi, and in this
process the individual has had to make use of his actual
abilities and has often achieved important results. The central
ego possesses knowledge and has developed skills that must
remain a part of the whole matured self. Yet it is a ‘False
Self’ in so far as it is a conformist self in which creativity and
originality have had to be sacrihced to safety and the need for
external support. The pattern that is conformed to will vary
with the cultural environment and may be tough, hard, com
petitive, submissive to authority, self-sacrificing, intellectual,
obsessively moral, and so on. But it is not really the patient’s
true and proper self for it finds no room for his uniqueness and
individuality. ‘False self’ might more truly describe the anti
libidinal ego; yet even that must be respected as the patient’s
desperate struggle to keep himself functioning in the absence
of genuine help. The sado-masochistic deadlock between the cruel
antilibidinal ego attacking the weak and sujkring libidinal ego in the
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deep unconscious is the hara' core cy” the illness, against which the central
ego, so far as its internal functions are concerned, is a dfyffnce. That
ego-weakness is not due to lack of energy is evident from the
tremendous energy shown by the antilibidinal ego in psychic
self-attack. The libidinal ego feels weak because the focus of
energy has shifted to the antilibidinal self-persecuting function.
Ego-weakness can exist along with psychic strength.

Une patient, a single woman in her early forties, in whom
‘the illness’ so seriously sabotaged her capacity to carry on
normal relationships that it was only with great difficulty that
she could keep a job, revealed this internal self-persecutory
situation naively and without disguise. She would rave against
girl children and in fantasy would describe how she would
crush a girl child if she had one, and would then fall to punch
ing herself (which perpetuated the beatings her mother gave
her). One day I said to her, ‘You must feel terrified being hit
like that.’ She stopped and stared and said, ‘I’m not being
hit. I’m the one that’s doing the hitting.’ Another patient,
much older, exhibited the same self-persecutory set-up verbally.
Whenever she made any slight mistake, she would begin shout
ing at herself at the top of her voice: ‘You stupid thing! Why
don’t you think! You ought to have known betterl’ and so on,
which were in fact the very words her mother used against her
in daily nagging. We see in an unmistakable way the anti
libidinal ego as an identihcation with the angry parent in a
vicious attack on the libidinal ego which is denied comfort,
understanding, and support, treated as a bad selfish child, and
even more deeply feared and hated as a weak child. The first
of these patients said she was always crying as a child and
despised herself for it. Ultimately she managed to suppress this
symptom of childhood misery and depression and its place was
taken by these furious outbursts of self-hate.

In these two examples the central ego has been captured by
the antilibidinal ego, which is openly and undisguisedly a self
hater. In the following example, the whole pattern of threefold
splitting is revealed, though the antilibidinal ego is kept under
strong controlling repression. The patient, a man in his forties,
had a most unhappy early home-life and was a badly depressed
child. He grew to despise himself as a ‘cry-baby’ and a ‘little
worm’. He repressed this tearful little boy and built up a
rigidly controlled, capable, unemotional, and aloof central ego
to deal with the outer world. But he suffered from recurring
bouts of depression and his emotional life in the inner world
was expressed in violent sado-masochistic fantasies and dreams.
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After a long analysis during which his depressed childhood
self was drawn nearer to consciousness in recognizable form, he
came to his session one day saying: ‘just before I set out I felt
apprehensive, as if I could burst into tears; a reaction I suppose
to coming here.’ When I asked him why he should feel de
pressed at coming to see me, he replied: ‘I see a picture of a
little boy shut up alone in a room, crying. If one were in a
house where there was such a child, it would depend on how
interesting one’s work was whether you were aware of him.
Sometimes I am aware of him and at other times when very
busy I can forget him.’ I said, ‘Your fantasy is really that you
as a grown-up person are working in one room and wanting to
forget a crying little boy shut up in another room. What about
that?’ He answered, ‘The obvious thing is to go to the child
and find out why he’s crying and comfort him. Why didn’t I
think of that at first? That strikes me as very odd.’ When I
replied by asking who shut the little boy in that room and why,
he said, ‘He’s a nuisance. You can’t get on with your work with
a crying child around.’ That answered his question. He did not
think of going to help the child, because he regarded him as
a nuisance, and he was the person who had shut him away
there so as to forget him, or some part of him that did not appear
in the fantasy had shut the child away. I suggested that a part
of him that aggressively hated the child was being kept hidden,
itself repressed, but that it guarded the door in the uncon
scious and tried not to let the child out or let me in to help. He
said that he saw that that must be true but he was not conscious
of feeling any such self-hate. I was able to remind him that in
the previous session he had said: ‘I like to think that I can be
tolerant to a problem child and to the problem child in myself,
but I can’t. I am intolerant and aggressive to myself, and
though I disagree with the way my parents brought me up, I
operate en bloo all their standards against myself.’ (Trans
ference implications in this material have not been touched on,
as it is used specifically to cast light on endopsychic structure.)

Here is a clear picture of the threefold differentiation of the
ego: the central ego of everyday living working in one room
and wanting to forget what is going on elsewhere; the distressed,
weak and helpless child shut away in the unconscious as a
disowned and hated libidinal ego in an immature state; and the
implied, if repressed, antilibidinal ego hating the child and
regarding him as a nuisance to be got rid of It is as  once the
ohild is badbf disturbed, and developed enough to realize that he is too
weak to alter his environment, he feels driven to attempt the only other
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thing possible, narnew to alter hinisebf in such a way that he no longer
feels so frightened and weak, or at least seeks to prevent hirnseQ‘ from
being conscious of it. Unless there is someone to understand and
help, this will be his only way of avoiding complete with
drawal into himself and the development of a schizophrenic
ego. He comes to dislike himself intensely in the state he is in
and, so to speak, detaches this hostile part of himself and sends
it on a mission to crush out the frightened, needy, and therefore
dependent child, so as to leave the rest of himself free to cope
with the outer world with something more of the feeling of
being a personality. He cannot know that his outer-world self
will thereafter suffer a perpetual fear of the inner weakness. It
is the struggle for an ego all the time. The more superhcially
successful this trick is (and parents so often help and educate
the child to perform it), the more self-destructive it becomes,
because the crushed child is the primary, natural self and his
repression progressively leads to self-exhaustion. We have to
think of this threefold ‘splitting’ of the ego as the pattern of a
total strategy for facing life in an attempt to ‘negotiate from
strength, not weakness’. Again we must remind ourselves that
this terminology of ‘three egos’ simply represents the fact that
the same psyche can function in different ways at the same
time, sometimes quite consciously so, and these three particu
lar ways are so persistent and important that we need terms to
identify and refer to them. The one thing that the child cannot do for
hinzsehf is to gioe hirnseQ‘ a basic sense of security, since that is a func
tion cy" object-relationship. All that can be done is for the central
ego to seek to become independent of needs for other people.
The patient can become self-blinded and deluded into believing
that hating is the only way to carry on, including hate of him
self in so far as he wants to be different; and some aspects _of the
outer world support that view. In fact, justice must be done to the
antilibidinal ego because it is the child’s struggle to keep himself going
when he j%els afraid ana' has no real help.

We may now refer back to F reud’s statement about psycho
therapy as ‘aiming to strengthen the ego and make it more
independent of the superego’. This view embodies prophetic
insight and gives us a basic truth about psychotherapy, but
the terms now need reinterpretation. The ego that needs to be
strengthened is not just the central ego or ‘outer-reality ego’
of everyday living in consciousness, but the patient7s primary
nature which is repressed and arrested in development in a
state of frustrated, weak, frightened, and suffering immaturity.
A problem of theory forces itself upon us here. Freud thought

SP-G
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of the primary nature as consisting of separate and distinct
biological instincts apart altogether from the ego, which he
regarded as a superficial ‘structure’ invaded by primitive
impulses arising from the instincts, the ‘id’. Winnicott appears
to retain this concept of ‘impulses originating outside the ego’
with one hand while he lets it go with the other. He writes:

I think it will be generally agreed that id-impulse is only significant
if it is contained in ego-living. An id-impulse either disrupts a weak
ego or else strengthens a strong one. (1965b, p. 33.)

This way of writing implies more than that the psyche has a
biological substrate or basis. It implies that ‘ego’ is limited to
Freud’s superficial ego which is only one aspect of the psychic
whole, so that impulse originates outside the ego which it
invades. But this use of ‘ego’ is no longer adequate. We need t/ze
term ‘ego’ to denote a state or developmental condition fy” the psychic
whole, the entire se# ‘Ego’ expresses the psye/ze’s seMreaIization and
eoegf psychic process has ‘ego-qualigf, be it that of a weak ego
or a strong one, a barely more than potential primitive ego in
the new-born infant or a fully developed ego in an adult. W e
must say rather that a psyche with a too weak ego-sense is
disrupted by its own impulses. The whole history of the psyche
is that of ego-development towards the goal of self-realization,
self-awareness, and self-responsibility, not by integration of
disparate elements but by differentiation within a growing
whole. The psyche begins as a potential primitive ego at an
absolute starting-point, and should end as a fully matured ego,
and from beginning to end its impulses are its own. Id and
ego, energy and structure, as separate elements, is not a pos
sible concept today. What orthodox theory has called ‘id
impulse’ is not only not significant if it is not contained in ego
living; impulse can only be thought of as contained in either
weak or strong ego-living, for ‘ego’ means the growing poten
tiality of the psyche for realizing itself as a ‘person’. In the
absence of an ego, however undeveloped, there would be no
psychic subject of which impulse could be predicated, except
at the very earliest dim beginnings of an individual’s psychic
existence.

When Winnicott writes: ‘an id-impulse disrupts a weak ego’,
he is describing the condition I described in the words ‘Ego
weakness can exist along with psychic strength’ (p. 209). The
psyche’s energies are innate factors, and the psyche’s potential
ego-quality is also an innate factor that awaits development.
The infant psyche whose ego-development is as yet elementary
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needs the help of the mother’s closest support for containing
and finding satisfaction for its energetic needs, as Winnicott
convincingly shows. If he is left inadequately supported, he
rapidly loses the simple wholeness that is the starting-point of
ego-growth. He becomes what Winnicott calls ‘a collection
of reactions to impingement’. Splitting processes have begun.
The use of the term ‘id-impulse’ as if it stood for some entity
originating outside the simple infant ego or psychic whole,
invading and disrupting it, seems to me inconsistent with
Winnicott’s fundamentally ‘ego-psychology’. I would not say
that ‘id-impulse strengthens a strong ego’ but rather that
‘strong impulse is here part and parcel of a strong ego’.
‘lmpulse’ cannot even be thought except as part of ego
living, otherwise there is no one whose impulse it is. This is
involved and implied when Winnicott (1965a) writes: ‘From
the beginning it is possible for the observer to see that an infant
is already a human being, a unit’ (I965a). Thus whereas
Freud thought of the superego as a tyrant ordering the hard
pressed ego to master powerful id-impulses that were not part
of itself, we must think of the central ego repressing and the
antilibidinal ego persecuting an infantile libidinal ego which
is both too weak and undeveloped and too weakened by early
ego-splitting to be able to manage its own vital energetic needs.
As I have already stated, the id-ego theory lands us in the
philosophical dualism of ‘matter and mind’. I shall, therefore,
express F reud’s insight into psychotherapy by saying that it
‘aims to strengthen the infantile libidinal ego and make it
more independent of the sadistic superego, the antilibidinal
cgo’. In truth, this means helping the patient to become recon
ciled to accepting help for his weakness, so that the libidinal
ego may become re-endowed with the energies that had been
turned to antilibidinal ends.

If the primary natural self, containing the individual’s true
potentialities, can be reached, protected, supported, and freed
from the internal persecutor, it is capable of rapid develop
ment and integration with all that is valuable and realistic in
the central ego. The total psyche, having regained its proper
wholeness, will be restored to full emotional capacity, spon
taneity, and creativeness. Resistance to this therapeutic process
is long kept up by the antilibidinal ego which dedicates all the
patient’s anger, hate, and aggression to crushing his needs and
fears. The antilibidinal ego is not re-integrated qua antilibidinal.
Its aggression is taken back into the service of the libidinal
ego and matured. The patient, in his antilibidinal functioning,



196 BASIC EGO-WEAKNESS
to quote Fairbairn (1952) ‘uses a maximum of his aggression
to subdue a maximum of his libidinal need’. The reason is that
libidinal need is held to be the main characteristic ofthe depen
dent infant, and all dependence is hated as weakness. The
antilibidinal ego seeks to maintain a personality without needs
for other people, self-sufficient, ultra-independent, hard and
rejective. It always fails to recognize that its patterning by
identification with the rejective parent, and its ‘power-cult’ in
relationships of domination over others are actually only thinly
disguised dependence. That is why persons of this conscious
type of personality usually break down when they lose those
they have tyrannized over.

The hostility, however, of the antilibidinal ego to direct
dependence on anyone for help, and its hating to admit needs,
is the most stubborn source of resistance to psychotherapy, and
of resistance to the psychotherapist. It hates the needy child
inside and hates the therapist to whom he desires to turn ibr
help. Its opposition is so unyielding that it is the great barrier
to psychotherapy. It keeps the basic self weak by active perse
cution and by denying it any relationship in which it could grow
strong. This is illustrated remarkably clearly in two dreams of a
patient:

I was a little girl, standing at the door of a large room, trembling
with fear. I saw you inside and thought, ‘If only I could get to him
I’d be safe.’ I ran across the room but another girl strode up and
pushed me back to the door.

Some two years later, when the patient was trusting me much
more fully, she dreamed this same dream again. This time she
got to within an inch of being able to touch me when the other
girl emerged, as it were, from nowhere at the last moment,
smacked her viciously across the face and drove her away
again. This is the field of detailed psychopathology where close
psychodynamic analysis is so necessary if one is to find out
exactly what is happening in the patient. I have had a number
of dreams from a variety of patients in which one or other of
their parents sought to interfere with or stop the analysis. One
woman dreamed that her mother followed her into my room
and tried to shoot her as she was entering. Another woman
patient felt that her mother was hovering outside the window
trying to break up the session. A male patient dreamed that his
mother burst into the room and planted herself between him
and me, saying to him, ‘What have you been saying about me?’
and to me, ‘What ideas are you putting into my son’s head?’
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Such dreams represent a process of opposition that is develop
ing in the patient’s mind against the analyst and hostile to the
treatment, and the process belongs to the Antilibidinal Ego
with its identihcations with rejective parents. The identifica
tion is not usually so obvious and undisguised as in these
instances.

Moreover, it is not necessarily clear to the patient that his
rejection and hate of the analyst and of his own infantile libidinal
self go together. He may voice one or the other, but only rarely
both together. One patient expressed a serious degree of ego
weakness followed by equally virulent self-rejection, thus: ‘I
feel inferior, I’m not sure of my identity, I’ve made a mess of
life, I’m feeble, poor, and don’t feel worth anything. Away
from mother it all feels messy inside me, not solid, like a jelly
Hsh. I’m nothing definite and substantial, only frightened,
waffling, and clinging to anything for safety, it’s an inde
scribable feeling.’ Then she went on: ‘I hate myself, I wish I
wasn’t me, I’d like to get rid of myself.’ Here is her self-rejec
tion, her antilibidinal concentration on running herself down,
but on another occasion her antilibidinal reaction turns to rob
her of my help. She said: ‘I felt very small all this week and
dependent on you. Then I felt I ought to be more independent
of you and stop coming to you. Mother thinks I ought to be able
to do without treatment now. I feel guilty about it, but I’m not
strong enough yet not to have your support.’ Often the anti
libidinal reaction against the analyst is more serious. 0ne
patient, at a time of great strain over an event which greatly
disturbed her, oscillated between an intensified need for my
help and, on one occasion, an outburst, motivated by very
serious fear of her panicky feelings of weakness, in which she
said with great tension: ‘You want me to come creeping and
crawling to you, but I’ll show you.’

Nevertheless, the more difficult antilibidinal reactions to
treatment are those which are subtly disguised and only
develop slowly in the unconscious. It is certain that whenever
a patient begins to turn to the analyst with any deeper and more genuine
measure fy” trust and dependence and acceptance cy” help, at once a hidden
process ry” opposition starts up, and will sooner or later gather
strength and lead to a subtle change of mood that makes the
patient no longer able to co-operate as fully as he consciously
wishes to. These antilibidinal reactions to anyone from whom
help or affection is needed and sought are not confined to
analysis, and they conspicuously sabotage marital and sexual
relations. In fact the patient’s mood can turn against anything
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and everything that is good, valuable, and helpful in life, as if
in secret he were playing to himself the part of the mother in
the dream of the patient who was eating her favourite meal,
when the mother snatched it away and said, ‘Don’t be a baby.”
The antilibidinal ego will snatch everything away if it can:
analysis, friends, religious comforts, creative activities, mar
riage, and we need to be able to determine the exact source of
its power, remembering that it is not an entity per se but one
aspect of the patient’s total, if divided, self, and withal to be
respected as his genuine struggle to keep his ego in being,
originally in the absence of all help.

T/ze Static Internal Closea' .Sjfstem

We may now recognize the antilibidinal factor in the per
sonality, which is the source of resistance to psychotherapy, as
the same factor which has all along obstructed any natural basic
maturing of the ego, once it has become disturbed. This anti
libidinal factor arises out of the child’s necessity, as it seems to
him, to make himself independent of all help, since the kind of
help he requires does not seem obtainable. He must make his
own internal arrangements to maintain his personality and
stand by them. These arrangements consist of his own version
of an antilibidinal ego sadistically mastering the weak and
frightened libidinal ego. Bound up with this is the world of
internal objects which Kleinian analysis has laid bare. With
regard to this set-up in its entirety, Fairbairn (1958) spoke of:
A further defensive aim which I have now come to regard as the
greatest of all sources of resistance-viz. the maintenance of the
patient’s internal world as a closed system.

He describes the dreams of one patient as reflecting
a movement in the direction of maintaining relationships with
objects in the inner world at the expense of a realistic and thera
peutic relationship with the analyst, viz. a movement having the
aim of preserving inner reality as a closed system. Such an aim on
the patient’s part seems to me to constitute the most formidable
resistance encountered in psychoanalytical treatment.

He also regards this ‘closed system’ as a ‘static internal
situation’.

Thus, one of my patients, writing to me from a residential
Conference, explained why she had not written earlier although
she had felt extremely anxious, saying: ‘It was important to



RESISTANCE 199
me to be able at least to contain it without having to come
Hying to you for help. I would just be too humiliated.’ The
same patient once said: ‘Sometimes I feel I can only keep
myself going by hating, I can’t stop fighting, I won’t give it up,
I can’t give in. I feel I’ll lose everything if I do’, a desperate
antilibidinal struggle for an ego by means of independence.
This desperate state of mind had come into being because she
had had to fight all through her childhood to maintain a per
sonality of her own in face of an over-powering, frightening
father. But to resist his dominion, she had to iight not only
against him but against her fear of him. The frightened child
had to force herself to defy the angry father, even though that
could only mean increasing fear and emotional exhaustion.
Her mother told her that at the age of three, she had stood
screaming at her father ‘I hate you, I hate you.” In having to
hght him with his own weapons she reproduced some of his
attitudes, such as the view that all human beings are selfish and
only Hght for their own ends, and that love is weakness, a truly
antilibidinal attitude embodying a cynical view of life. This
cynical antilibidinal ego was a mental reproduction of her
father so far as her attitude to her needy and frightened child
self was concerned. That had to be crushed out for the purposes
of the ‘light’, so that her libidinal ego was in the terrifying
position of being faced with an internal version of the intolerant
father as another part of herself from which there was no escape.
This can drive a personality into a state of disintegration as a
defence.

The antilibidinal ego, being considerably based on identi
fication with the external bad object, involves resisting that
bad object by a method that opens the gates of the fortress and
lets him inside. By the time the patient had left home, she was
more persecuted by her paternal antilibidinal ego inside than
by her actual difficult father outside. Yet in this predicament,
every patient agrees in saying: ‘I can’t change. I feel hopeless.’
Whatever his more realistic central ego desires, the closed self
persecutory system of his inner world will only admit the
analyst if it can fit him into its own pattern. It will not admit
him as someone seeking to change the state of affairs and rescue
the suffering libidinal ego from its plight. This ‘closed system’
situation is illustrated by a painting done by the above-quoted
patient. It was a closed picture frame, the inside edge of which
was an unbroken array of sharp teeth all pointing in at the
patient. She lay as a helpless masochistic ligure in the bottom
righthand corner, faced with two menacing swords and a great



Qoo BASIC EGO-\/VEAKNESS
hammer crashing down on her. Detached, but also inside the
frame, were two praying hands stretched out appealing for
help, but in vain because there was no one inside that set-up
who represented a helper; the hands could not get outside to
make their appeal, and no one could get in to bring aid. This
is how the unconscious sado-masochistic inner world, inside
which the distressed child is imprisoned, is felt by the patient,
and it will not surprise us that this patient had suffered a
paranoid-schizophrenic breakdown; yet it was she herself
who maintained this ‘static internal situation’ as a ‘closed
system’ while feeling hopeless about her inability to change it.
The meaning of this we must consider later. I have found this
inner prison often dreamed of as a concentration camp, and at
least one such patient dreamed that he had decided to stay in
because he might be worse off outside. So it is not only that the
antilibidinal ego blocks psychotherapy by shutting the libidinal
ego in the torture house and shutting the helpful analyst out.
There is a further factor to take into account. The libidinal
ego does not seem to be able to give up its persecutor. Clearly
the motivation of this function is more complex than we have
yet considered.

The problem of the analyst is, on the one hand, how to pre
vent himself being merely fitted into the pattern of this inner
world as either a persecutor hated by the libidinal ego, or the
libidinal object hated by the antilibidinal ego, two types of
negative transference; and, on the other hand, how to break
into this closed system as a helper to initiate change. The system
cannot be absolutely closed or no progress would ever be made
at all, but every little breach that is made in it at once evokes
a powerful antilibidinal reaction aimed at closing it again.
Every time the patient seeks help and protection through
relying on the analyst in a positive transference, a negative
transference immediately begins to develop unconsciously and
presently breaks out. Thus a naive enthusiasm on the part of the
analyst in taking sides with the libidinal ego, and an over
anxious pressing desire to ‘save’ the patient is most likely to
provoke a fierce antilibidinal reaction and be self-defeating.

Freud wrote concerning the ‘negative therapeutic reaction’:

There is something in these people that sets itself against their
recovery and dreads its approach as though it were a danger ....
In the end we come to see that we are dealing with what may be
called a ‘moral’ factor, a sense of guilt, which is finding atonement
in the illness and is refusing to give up the penalty of suffering. We
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are justified in regarding this rather disheartening explanation as
conclusive. But as far as the patient is concerned this sense of guilt
is dumb; it does not tell him he is guilty; he does not feel guilty, he
simply feels ill. This sense of guilt expresses itself only as a resistance
to recovery which it is extremely difficult to overcome. It is also
particularly difficult to convince the patient that this motive lies
behind his continuing to be ill; he holds fast to the more obvious
explanation that treatment by analysis is not the right remedy for
his case. (Freud, I923.)

There can be no doubt that guilt does block psychotherapy
in this way. In its most profound form it can be a feeling of
guilt about going on existing at all. I have found more than one
patient with a definite sense that he ought not to have been born
at all, he was not the right sort of child and was not wanted,
and was the cause of his parents’ unhappiness and troubles;
and if he does go on existing he must pay an unceasing penalty.
One such patient, whose parents quarrelled a great deal, would
always search back till she came upon something she had done
which she was sure was the cause of their quarrel; it was all her
fault.

Nevertheless this kind of guilt is not a simple reaction to
events, and though it is a powerful factor in the ‘negative
therapeutic reaction’, it calls for deeper understanding. Guilt
is felt not only over destructive impulses, but also over weakness;
but further than that, guilt is itself an object-relation, and
pathological guilt is the maintenance of a guilt-relation to an
internalized bad parent whom the patient feels quite unable to
give up. Any kind of object-relation, even if it cause suffering,
is a defence against more primitive terrors which we shall ex
plore in the next chapter. Meanwhile we are back in the static
internal closed system in which the patient suffers without hope.
Freud adds a footnote to the passage in which he says:

The battle with the obstacle of an unconscious sense of guilt is not
made easy for the analyst. Nothing can be done against it directly,
and nothing indirectly but the slow procedure of unmasking its
unconscious repressed roots, and of thus gradually changing it into
a conscious sense of guilt.

This is even more true when we seek to go deeper than the guilt
motive. Freud is drawing attention to the need for more
rigorous analysis and the making conscious of all the motives
that sustain what now appears as the closed system of the inner
world of internal bad objects and the antilibidinal ego, in which
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is concentrated all the patient’s secret and repressed hatred of
his infantile dependent libidinal ego, the source of his basic
weakness; but also his fear that if he were to give up or escape
from his bad objects, he could be left with no objects at all and
be facing the ultimate, and what Winnicott (I965b) calls the
unthinkable, anxieties. If direct assault on this inner redoubt
only intensihes resistance, perhaps an analysis that goes deep
enough can infiltrate and get behind it.

Anobfsis cy” Motives Sustaining the Antilibidinol Ego

We seek to know how a patient can escape from his self
hate and his destructive relationship to internalized bad
objects, so as to be free to enter into a constructive therapeutic
relationship with the analyst. The closed system itself must have
constructive implications or the patient would not maintain
it with such desperate determination when it involves him in
so much suffering. The factors that sustain it are certainly
complex.

(cz) The Antilibiofinol Ego represents an Object-Relationship wit/z
Parents

Whether we view the libidinal ego as in bondage to guilt or
fear, that is imposed by an antilibidinal ego which in part
represents the frightening or accusing parents who have them
selves disturbed the child. Fear and guilt are both object
relations, and undoubtedly in the end human beings prefer bad
relationships to none at all. The infant in the first place was in
distress because he could not get a good relationship. Thus his
need of his parents was intensified, and had to be met both by
suffering under them and identifying with them as bad objects.
It is a long-standing psychoanalytical view that identification
is a substitute for a lost object-relation. The infant comes to
possess his disturbing parents in himself, in developing an
antilibidinal ego, and its dissolution will therefore feel to him
to be the equivalent of loss of parents. An inability to separate
from parents with whom the relationship is mainly bad is illus
trated by a patient sent for treatment during the war. She
stated that she knew what was the matter with her. She had to
live with her parents and they hated her and she hated them,
but she could not get away. It was wartime and she could not
get another job with as good a wage, and digs were hard to
get. But it emerged that, a few weeks before seeing me, she had
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been offered promotion with an increased wage, with accom
modation provided in another town, and she had refused it.
She was too insecure to venture and therefore too attached to
break away. She had made her external life an exact replica of
her internal closed system and could not escape. Nor could
she let me help, for when she had given me this information
she abruptly stopped coming. Though the internal bad-object
situation is felt to be persecution and a prison, the infantile
libidinal ego is afraid to leave it. Thus a male patient dreamed
of being in prison and being offered a chance to escape, and
pointing out of the window and saying, ‘But how would I get
on if I found myself out there all alone?’ Another patient
dreamed of wondering why he did not try to escape from a
concentration camp; but thought that though it was a bad
place to be in, it was probably worse outside, and he was used
to the camp, familiar with its life, and knew how to ‘get by’;
and he decided to stay in.

This clinging to the closed inner world seems based on the
fear that, since one must have parents at all costs, bad parents
are better than none, and if you break away you will be out of
the frying pan into the Ere. That attachment is also at work is
shown in the patient who operated all his parents’ standards
against himself even though he disagreed with them. There is
deep loyalty to the parental mores. The antilibidinal ego goes
on ‘bringing the patient up’ in the same way as the parents
did. Furthermore the disturbed child feels a need to be
controlled, even though it be by the very parents who upset
him.

Out of this, a clash in the patient’s mind between parents
and analyst often becomes visible in dreams. Thus a female
patient who had had physically cruel treatment by her mother
as a child, dreamed that she was being hurried along a road by
her father who was cross and nagging her, when she saw me on
the other side of the street, pulled her hand out of his and
dashed across the road to me, refusing to return when he
shouted at her. On another occasion she reported a dream that
her mother had been beating her when I arrived and drove her
mother away. Then later I had to go off on business the end of
the session) and she burst into tears and ran after her mother
who began beating her again. A bad object is better than none,
she could not be alone and her relation to a cruel mother was
her most deeply rooted object-relationship. A striking dream
of a female patient was to the effect that she met a terrifying
lion and lionesss and fled up a nearby tree for safety. But the
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tree was a young one and bent under her weight, putting her
nearly but not quite back within reach of the animals. She
said, ‘Cf course, the lion and lioness are my parents, and I
think you are the young tree. I’ve known them all my life but
I’ve only known you a year or two, and that’s too young a
relationship to protect me from their influence. When I’m here
I’m sure you know best but when I’m at home I feel they must
be right.’ One sees here the little-developed libidinal ego which
has no convictions of its own.

Patients, however, easily miss the real implication of these
dreams, as if it were now still a question of relationships with
their actual parents. They do not easily grasp the fact that the
parents in their dreams are parts of themselves, processes going
on in their own minds, and represent now not so much their
real parents as their own parent influenced sell; the antilibi
dinal ego in which they possess their parents by identifying
themselves with them. It is necessary to make this clear, not
only in the interests of solving their internal problems, but also
in the interests of allowing for improved realistic relations with
the actual parents where they are still alive.

(b) The Antilibidinal Ego further represents the Struggle to Possess
an Ego

The more ill a patient is, the more certain it is that analysis
will in the end bring to light extremely frightening feelings of
having no proper or satisfactory ego of his own. Here is the
basic ego-weakness of which we have spoken. We have seen how,
in the struggle to achieve an ego strong enough to live by, the
child turns against his own actual ego as infantile, weak, and all
too prone to betray him into the power of disturbing adults
through his dependent needs. The ferocity with which this
internal ‘turning against the self’ can persist for years into
subsequent adult life is seen in this dream of a man of forty.

I saw a small dog in the house. It looked weak and was falling over
on its side and lay there as if injured. I tried to shoo it away but it
did not move. I suddenly felt an intense fury against it and wanted
to kick it out. I felt I shouldn’t treat it like that, but if I pushed it
with my hands even that little dog might bite. Then it wasn’t there.
Then it was there again.

The little dog, like the fantasy of the crying little boy quoted
earlier, was the infantile libidinal ego, the small hurt little child
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of years ago still alive within, hated, ignored but thrusting itself
again 1nto notice.

In proportion as the repression of this original libidinally
needy self is successful, it leaves the child with little ego of his
own: or perhaps we should say that in order to achieve this
repression of his original self, the child must borrow an ego
from elsewhere to do it with. However we put it, an identifica
tion is made with parents, and this comes to take the place of
any further natural development in the child of an ego that is
genuinely his own. The identihcation with bad objects serves
as a substitute for proper ego-growth. Thus the dissolving
of this identification is likely to be felt by the patient as the loss
of his own personality, as well as the loss of parents. Since he
has not been able to grow a mature ego of his own with deep
roots in his primary nature, if he gives up the antilibidinal ego
he has nothing to fall back on but his infantile dependent self.
This amounts to a loss of object-relationships in his inner world,
and he feels threatened with a regression or a collapse, the
extent of which he cannot foresee. We must remind ourselves
that the antilibidinal ego represents the inner retention of a
bad object-relationship as a means of carrying on the struggle
to retain an active ego to live by in spite of fears. Thus, since it
represents both an object-relationship and an ego, in a situa
tion where the patient does not possess either in a satisfactory
form, it is apparent that he will have the greatest difficulty in
growing out of this unnatural growth in personality structure.

(e) The Antilibidinal Ego eonprs a Sense of Power, even  onhf over
the Self

This is involved in the two previous situations. The child
feels weak because he cannot master his environment to better
his situation. If he identities with the persecutory adults in
order to repress his infantile selt; he is taking on the per
sonality of those who appear as the powerful iigures in his
little world. Undoubtedly, patients experience a sinister sense
of power and satisfaction in exercising a cruel and destructive
repression of their own anxious child self. This is apparent when
one patient fantasied scenes of angry and aggressive treatment
of a child: ‘Wouldn’t I love to make it squirm. I’d break every
bone in its vile little body, I’d crush it.’ This cruelty to the
child in fantasy is cruelty to the child within and is the root
of all cruel treatment of real children. One regularly finds
patients who are parents dreaming of their inward treatment
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of their own immature ego under the symbol of similar treat
ment of their own children. One such dream is particularly
clear. The patient, a male, dreamed:

I and my father and my little boy were walking in the park by the
lake. Suddenly my son broke away, dashed to the rowing boats,
jumped into one and pulled off. He wanted to do things on his own.
My father and I looked at each other. The lad had to be taught a
lesson and I got into a boat and rowed after him, tipped him into the
water to teach him and then pulled him out and brought him back
to where my father was.

Here is the original father-son relationship repeating itself, by
means of an obvious identification, in the next generation. But
the sense of power over the child is itself an ego-booster. The
child whose self-conhdence has been undermined seeks to
restore it by the exercise of power over himseli a dangerous
antilibidinal situation that effectively puts an end to all normal
development, especially of the power to love. Enjoying a feeling
of power in self-hate easily alternates with feeling a sense of
power over others by hating them. The cultivation of a fictitious
sense of strength in the hating, antilibidinal ego, i.e. an em
bittered personality, has to substitute for genuine ego-strength.

Thus, in and through his antilibidinal ego, the patient enjoys
a feeling of object-relationship and the security of being under
control, the sense of the possession of an ego, and the feeling of
power, even though it is all in a fundamentally self-destructive
way. He is not likely to be able to sacrifice all this easily, unless
he feels very sure of getting something far better in exchange.
His problem is that he must risk dropping all pretences with
himself that he is more adult and tough than he really feels to
be deep down, in order that he may come back to the anxious
child that he once was and still feels to be inside; and begin
again from there, and this time in the security of a parental
personal relationship, to treat this injured part of himself in a
more constructive manner that promotes genuine growth
instead of an artificial toughness as a mask for hidden fear.

The Anabftieal Ouyfanking qf the Internal Closed System

We have seen that Freud, faced with the negative therapeutic
reaction, came to the conclusion that nothing could be done
against it directly. In fact, the analysis of the antilibidinal
resistance to psychotherapy in terms of the motives described
in the last section, does not by any means dissolve the resistance,
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though it paves the way for it. If it did, analytical psycho
therapy would be a speedier process. My impression is that
continued analysis of the internal bad-object world in terms
of its contents only, perpetuates anxiety and conhrms the
patient in its maintenance. He becomes bogged down in an
‘interminable analysis’ of what is actually a ‘security system’
in spite of its psychopathological effects. If we cannot break
up the closed system by a direct attack, perhaps we can out
flank it by dealing with what it is a defence against. If laying
bare its motivations piece-meal, motivations of both object
relations and ego-maintenance, does not of itself enable the
patient to relinquish it, then we must take it as a whole and
seek to know more of what lies behind its existence as a total
structure. Why do human beings maintain an internal object
relations world at all, especially when it is a bad one? What
greater danger is being avoided in electing to face the dangers
of internal bad-object experience, which in the extreme may go
as far as schizophrenic terrors of a paranoid variety and depres
sive paralysis?

The answer to this question must provide a still deeper under
standing of the basic ego-weakness that is the tap-root of all
later problems. So far we have only considered the repression of
the weak, though still actively needy and demanding libidinal
ego, in the interests of the central ego of outer-world living.
There is another range of phenomena of a quite different kind
consisting of withdrawal. What is repressed is thrust into un
consciousness because it is felt to be a danger to our conscious
life and activity in the social world. But withdrawal is a retreat
from the dangers which in the Iirst place come from the outer
world. Part I was devoted to a descriptive clinical study of this
schizoid retreat from the outer to the inner world, which of
recent years has attracted increasing attention. Fairbairn’s
view was examined that withdrawal is due to the outer world
arousing needs of destructive intensity, so that the fear of
destroying love-objects precipitates a breaking-off of object
relations. Winnicott stresses impingement or pressure of an
intolerable kind by external reality on the tender infantile
psyche, causing it to shrink back into itself out of reach of
harm. Perhaps most fundamentally he stresses the failure of
supportive mothering, into which we must enquire more
closely in the next chapter. Whatever the occasion, very early
and elementary fear is the motivating force behind the with
drawal of an essential part of the whole self from object
relations in real life.
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Both repression of, and withdrawal by, the infantile libidinal

ego prevent further normal development of the basic natural
self. But schizoid withdrawal into an inner world seems ulti
mately a more important cause of ego-weakness than repres
sion, especially when we consider how far it may go. It is a more
radical process than repression, which I suggest is a secondary
phenomenon arising when attempts to counteract withdrawal
lead to the generation of dangerous anti-social impulses. These
arise out of the maintenance of an internal world of bad
object relations, which suggests that the function of this world
as a whole is to prevent a too drastic schizoid withdrawal from
the condition of an active ego in object-relations. It halts the
retreat from reality half-way, and saves the ego from a total
breaking off of object-relationships. The destructive love
needs Fairbairn describes call for both repression of antisocial
impulse (oral sadism) and the withdrawal of the oral sadistic
libidinal ego from the outer world to operate only in an inter
nal fantasy world. The fear-dictated retreat from impingement
of which Winnicott speaks must be continued into an attempt
even to escape from internal bad objects, a withdrawal of a
more radical kind such as constitutes regression. Much clinical
material seems to me to demonstrate that we are here dealing
with two different levels of inner reality. Only when we reach
and deal with the patient’s deepest ‘withdrawnness’, are we
getting at the real roots of his trouble. Here all the problems
of regression will be encountered, the most difficult of all
problems for psychotherapy.

Some degree of withdrawnness from full contact with outer
reality can be found in the background of all psychopatho
logical phenomena, as the result of fear. Thus a patient in his
forties recovered sufficiently under psychoanalytic treatment
to be able not only to resume work, but to pass some accoun
tancy exams he had never before been able to study for eflec
tively. At that stage he said: ‘I find I don’t take much notice of
the weather. I’m too busy inside watching myself and I don’t
take a lot of notice of what goes on outside me. Mother said I
used to “swoon” and I’m afraid of fainting. It’s like losing myself,
it feels like going down inside myself and losing consciousness.
At times I’ve been afraid to go to sleep. As a boy I was afraid
to lie down in bed in case I got smothered, and could only sleep
propped up on pillows. I remember when small thinking “I
wonder who I am? Why am I here” I suspected I didn’t
belong to the family and would feel thousands of miles away.’
Here are all the marks of an early schizoid withdrawal into
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himself, and it carries with it the threat of depersonalization of
the conscious self. He begins not to know himself. He then
dreamed:

I suddenly found I still had the little dog I possessed as a boy. I’d
had it shut up in a box and forgotten all these years and thought
‘Why is it in there? It’s time I let it out.’ To my surprise it wa.sn’t
angry at being shut in but pleased now to be let out.

The dog represented a specifically withdrawn ‘ego of childhood’
recognizable as structurally distinct. Only now could he feel
that it might come out again. This appears to be what Winnicott
means by a ‘true self’ put in cold storage and awaiting a
chance of rebirth.

The difference between repression and withdrawal was
brought home to me forcibly by a patient who worked through
an hysteric phase to reveal a basic schizoid condition. In the
hysteric phase she dreamed of being undermined in her adult
life by a hungry baby whom she kept hidden under her apron,
and who needed feeding though she could not attend to it.
Here was her needy, demanding, internally active oral libi
dinal ego, and energy had to be drawn off from her outer
world life to keep it repressed. Gradually she worked through
the hysteric phase and lost the physical symptoms associated
with it, only to find herself frighteningly detached and out of
touch with everything, living in a mechanical way, and
markedly schizoid. Against this danger, her hysteria had been
a defence. She would then begin every session with the quiet
remark, ‘You’re miles away, you’ve gone away from me’,
projecting on to me her own withdrawnness. She then reported
a lump in her tummy. She was sure it was in her womb and
was terrified that if she told the doctor he would ‘take it away’
and that would be the end of her; she would be only an empty
shell. Clearly she felt this lump symbolized the vital heart of her
self. She thought of it as a baby but never as an active hungry
baby, only as a dead baby, or buried alive, lying still, never
moving, growing bigger perhaps but it could never get out.
She would say, ‘I can’t come out. I’1l only be rejected.” She
had been an unwanted baby, parked out on her mother’s sister
who did not want to be burdened with her. Faced with her
frightening withdrawnness, she had reverted again to the
hysteric defence of a conversion symptom, but now the bodily
substitute represented not a hungry oral ego but a withdrawn
frightened regressed ego buried in the womb of the unconscious.

In this part of the personality one finds that what is important
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is not sex or aggression but fear simply. Thus an elderly spinster
lost by death a valued friend, and felt empty, lifeless, and would
wake at night with ‘airy fairy feelings like a little nothing
floating in the void’. This depersonalization by loss of a good
object, she began to counteract by taking refuge in bad object
relations in the form of quarrelling with neighbours. Then
insomnia developed as a defence against the felt risk of losing
herself in sleep, and she lay awake ‘thinking’. She said, ‘It
doesn’t matter what I think about so long as I keep thinking
about something’, a struggle to keep her adult ego in being.
(Cf. p. 65.) She became exhausted and could hardly drag
herself out of bed in the morning. I suggested that she was
afraid of facing the world without her friend, and felt an intense
need to withdraw and bury herself in bed for safety, and yet
she was lighting against that. She replied: ‘I’ve got a peculiar
thought. When you said that, I associated myself with an egg
cell in a womb. Yesterday I listened to a radio talk on that
and it fascinated me. The man said the fertilized egg finds a
soft place in the lining of the uterus and hides away there and
grows. I got a mental picture of it and it’s come back now.’
Then after a pause she became tense and said: ‘Ohl a terror of
adults has suddenly welled up in me. I feel overwhelmed by
the feeling of grown-up people who are so masterful and over
bearing. It’s awful, they grip the life out of me. (That was an
accurate picture of both her parents.) I couldn’t tell this fear
to neighbours or friends, only you would understand.’ The
bereavement has laid bare her withdrawn libidinal ego of an
infancy in a hard home. It was no longer either sexual or
aggressive, but weak, afraid and longing to remain shut in. Its
exposure rearoused her old intense fear of the adult world, and
she was only reassured by feeling safe with me.

The deepest root of psychopathological phenomena then is
not sexual and/or aggressive instincts. These are the natural
energies of the whole psyche and will be experienced primi
tively in a primitive ego, maturely in a mature ego and
pathologically in a pathological ego. In this last case, these
instinctive energies belong very much to the struggle to stay
in object-relationships and are mobilized in an attempt to
counteract a too drastic retreat from reality. They will then
flourish in the inner world of dreams and fantasies, where inter
nal object-relations are maintained to serve a double purpose.
They satisfy the need to remain withdrawn from the outer
world, while they halt the headlong retreat inside short of
complete regression to a womb-like state. For regressive trends
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always tend to fantasies of a return to the womb, intensihecl
needs for bed and sleep, inability to get up in the morning,
longings to escape from responsibility and activity, to retire and
to feel exhausted, rather than to feel healthy impulse-tension.
Impulse-tension is then felt as counterbalancing flight to some
safe-inside position.

T he more specific is the regressed ego in the personality, the
more deep dreamless sleep seems to be equated with re-entry
into the safety of the womb, or, from the central ego point of
view, profound regression. Then dreaming becomes, not a
healthy equivalent of a child’s play, but a defence against ego
loss by regression. Sleep will be intensely desired by one part
of the personality and intensely feared by another. The dream
world is then half-way between the womb and the outer world.
Dreams allow of simultaneous withdrawal from outer reality
and the maintenance of an active ego. Daydreams show clearly
the withdrawnness from external reality. Night dreams show in
addition a resistance to passive dependence in sleep. Insomnia,
or refusal to quit the central ego level, is an even more drastic
attempted defence against regression. All this is part of the
struggle to maintain an active ego in face of a powerful fear
driven urge to withdraw, the struggle to counteract the ‘shut
in’ self. When this state of being ‘locked up inside’ is converted
into physical symptoms, we are then confronted with constipa
tion, retention of urine, sexual impotence, sinus blocking, the
tight band round the head; and the patient’s secondary fears
of not being able to escape from this self-imprisonment, a
claustrophobic reaction, lead to the use of ‘opening medicine’,
nasal inhalers and sprays, and the development of diarrhoea
and frequency of micturition. The real trouble is that the
patient cannot respond to the outer world with any true feeling
except fear. One male patient who gave all the signs of being a
hearty extravert, a successful energetic business man, com
plained of being ‘stopped up’ physically, and reported all the
symptoms I have just mentioned. In fact, he was a bad relaxer,
and hard-driven activity betrayed a characteristic drive to
maintain perpetual motion. He had to ‘keep going’ . At his second
session he reported a simple vivid dream which startled him:

I walked out of my business, and left my home, wife, and family. I
just went away, I don’t know where.

-a revelation of the regression and withdrawnness against
which he was putting up such a light. In the deepest with
drawn regressed libidinal ego we do not find active sexual and
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aggressive impulses, but fear and the desperate need to be
quiet, still, safe, warm, and protected while recovery takes
place. If we are to speak of instincts, then the deepest cause of
psychopathological phenomena is not sex or aggression, but
fear and the instinctive reaction of flight from the outer world
of real bad objects in infancy. Everything else in psychopath
ology is defence: the struggle to counteract and over-compen
sate the retreat of the withdrawn regressed ego.

The distinction I have already suggested (in Chapters II and
III ) , based on a split in the libidinal ego itself, between an active
oral libidinal ego and a passive regressed libidinal ego, enables
us to carry thc analysis of ego-weakness to the deepest level. We
have seen how the child struggles to cope with the outer world
and its demands on him, while he seeks to master his weakness
by turning his aggression against his own libidinal needs; and
how this leads to the formation of an internal ‘closed system’
of self-persecution, the internal world of bad object-relation
ships, the sado-masochistic inner world of psychoneurosis and
psychosis. This was illustrated by the painting of the patient
inside a closed framework of teeth; not only, however, was she
lying in one corner helplessly suffering under murderous attack,
but she was also represented by a detached pair of praying
hands. These seemed helpless to secure for her any aid, but
also they were not themselves directly threatened. I take that
pair of hands to symbolize the part of herself in which she had
become able to detach herself from the sado-masochistic inner
world and, as it were, turn her back on it and treat it as if it were
not there. Part of her went on suffering, but part of her in the
praying hands pleaded for and apparently achieved an escape
into a regressive detachment from even inner reality. The
regressed ego withdraws still deeper into the unconscious,
breaking off all object-relationships except the most elementary
one of a return to the womb and a flight into identification. The
active oral masochistic libidinal ego is the ego of psychosis and
psychoneurosis; the passive regressed libidinal ego is the ego of
profound schizoid, fear-driven retreat from life, carrying with it
the threat of radical depersonalization.

We may now see why the ‘closed system’ of internal bad
object-relations, and of antilibidinal self-persecution is such a
‘static internal situation’ and so hard to change. In its entirety
it represents a desperate attempt to fend off regression and
depersonalization in any degree. Its method for the most part
is to use fantasied and at times ‘acted out’ bad relationships to
keep the distinct and separate identity of the ego in being. Bad
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relationships are often better than good relationships in the
short run for that purpose, since good relationships are so often
felt to be smothering, especially when deep infantile dependence
is involved. Psychotherapy ana' the internal baa'-objects world represent
rival policies for the saving of the ego. The antilibidinal policy is to
maintain unchanged the internal closed system of self-persecu
tion of the traumatized child within, in an attempt to force an
adult ego in consciousness. Psychoanalytical therapy is really an
invitation into an open system in touch with outer reality, an
opportunity to grow out of deep down fears in a good object
relationship with the therapist. But this will only succeed in a
radical way if the therapist can reach the profoundly with
drawn regressed ego, relieve its fears, and start it on the road
to rebirth and regrowth, and the discovery and development of
all its potentialities. The deeply regressed ego feels unable to get
in touch with anyone. The masochistic libidinal ego cannot give
up bad objects without succumbing to depersonalization. Un
less the therapist can intuitively sense the manifestations of the
patient’s predicament in this respect, and by the needed
interpretation at the right moment get through to that part of
the patient which is cut off from all communication, the patient
cannot undergo any change. If this contact is established, then
what Winnicott (I955a) calls ‘therapeutic regression’ can take
place. Whether the recognition of this makes psychotherapy
any easier is another matter. Perhaps there is no way of making
it easy. Here lies our greatest need for research, but at least
it is better to know what we have to deal with, and to deal with
the primary factor in illness rather than treat secondary and
defensive factors as ultimate causes.
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THE NATURE OF PRIMARY FAILURE IN
EGO-DEVELOPMENT

THE foregoing chapters have gathered together clinical evi
dence for the existence, deep within every disturbed personality,
of a specific centre of experience of what, in general, we call
‘ego-weakness’. To arrive at more exact understanding of what
this means would enormously clarify our aims in psychotherapy.
Ego-weakness cannot be thought of as something clear-cut
that either does or does not exist to provide an absolute means
of distinguishing between mental illness and health. It is all a
matter of degree. In psychosis it dominates the psyche almost
completely and fades out to whatever extent stability and
maturity is reached. Different people experience this under
lying factor with many variations of definition and intensity.
The patient’s intense fear of experiencing his basic ego-weak
ness immediately in consciousness is certainly the main focus of
tension in living and of resistance to psychotherapy. We saw in
the last chapter how unremitting effort is kept up to master and
repress this weakness, and to force the self to cope with outer
reality and meet the demands of adult living in spite of it. The
other side of that situation is encountered in psychotherapy,
when the patient shows the most surprising tenacity of resistance
to every attempt to help him to experience consciously in
undisguised form that very part of his personality where he
most urgently needs help. Having had to grow up, not on the
basis of feeling safely in touch and secure in a reliable good
relationship with mother, but on the basis of feeling that his
inner self is not understood by anyone and he must work hard
to organize himself to keep himself mentally alive and function
ing, it seems impossible to the patient to reverse this situation.
To give up operating one’s own ego-maintenance system seems
like inviting collapse and extinction. Yet it appears to involve
taking just that risk, to begin to put one’s trust in the analyst
and the relation to him, instead of in one’s own struggles, as the
necessary basis of feeling real and secure; and what if the thera
pist should prove in the end to be of no more use than mother
was?
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T/ze Regressea' Ego and Sc/zizoid Suicide

The ultimate unconscious infantile weak ego is very clearly
experienced consciously as affair qfcbfing, when its threat to the
stability of the personality is being felt. Thus a mother in her
forties reports: ‘When I’m alone, and especially if I wake in the
night, I get a sudden sinking feeling. I get scared and panicky
and feel that I might suddenly drop dead.’ This patient, as a
girl, had been subject to fainting attacks when out with her
mother, but did not seem to have had them at any other times.
A doctor who had undoubtedly experienced a severe weaning
trauma and had been very badly mothered all his childhood,
had been working out in analysis a deeply rooted depression.
One evening, the last patient in his surgery had been very
depressed ever since her mother had died nine months previ
ously. She had said, ‘My world fell apart when my mother
died.’ That remark made a particularly deep impression on
him, and that same night he dreamed:

I was about to die and was interested to see what my reaction was.
I felt very frightened and very sad, and wondered if dying was like
going to sleep.

In less extreme form this becomes a fear of breaking down into
a regressed illness, or, more mildly, still feeling unable to cope
and worrying over everything. On the other hand, when
exhaustion begins to develop, as it periodically does, out of the
struggle to master this internal breakdown threat, then it is
experienced as cz wish to die. This is felt in less uncompromising
terms as a longing to regress, to escape from life, to go to sleep
for an indefinite period, or, more mildly still, as loss of interest
and active impulse, a wish to get out of things and evade
responsibility.

For these reasons I have called this structural aspect of the
weakened personality, which is so clearly the tap-root of
mental illness, the ‘regressed ego’. I do not, however, feel satis
lied with this as a descriptive term, for clearly it denotes the
‘behaviour’ rather than the actual ‘nature’ of this inner core of
neurosis, psychosis, and all other forms of personality disturb
ance. We can recognize its manifestations most easily in all
kinds of regressive phenomena, but these always challenge us
to deeper understanding in terms of their actual meaning.
Why in fact does this patient feel like that? What makes him
want to run away from life instead of enjoying it? Why is there
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a regressed ego? What is its actual nature and condition? In fact
it is more complex than the term ‘regressed’ indicates. The
deep-seated source of underlying central or fundamental weak
ness in the total personality, the primary failure of strong basic
ego-development, has at least three contributory causes in
descending order of psychic depth:  repression of the frightened
infant as an unwanted handicap in growing up to face life on
the adult level (i.e., antilibidinal phenomena, cf. Chapter VII);
(ii) withdrawal of the frightened infant from a world he cannot
cope with, and also from internal antilibidinal self-persecution,
thus precipitating specific regression or flight from life (cf.
Chapter II, pp. 66ff); (iii) unevoked potential in the primary
natural psyche which has never yet been ‘brought to birth’
(i.e. ‘maturational processes’ which have never got a start at
all) because of the blocking effect of both repression and with
drawal, and lack of a good object to evoke a healthy response
(i.e. an ‘unfacilitatingenvironment’). This is a matter we have
still to examine in Chapter IX. For the moment we return to
‘regression’.

We meet the regressed ego most undisguisedly in tendencies
to se/zizoia' suicide, and, less extremely, in states of exhaustion,
fatigue, and loss of energy. These phenomena emerge if one
succeeds in getting the patient to lay off his fanatical anti
libidinal self-driving to activity; but they also repeatedly break
through the manic compulsion to constant over-activity with
its unrelieved tension, when a depressed or, more accurately,
an apathetic state supervenes. One of the distressing states
found in many patients is that of the ‘bad relaxer’ who longs
to sleep, rest, and recuperate, and get back to work again,
but whose body and mind just will not ‘knock off’, so that
he lies tired out and physically restless and mentally active,
being unable either to lie still or stop thinking. During the night
he is as wide-awake as he would like to be by day, and in
the day when he wants to be active he feels jaded and half
dead. He is caught between the opposite fears of exhausting
compulsive over-activity, and of giving up, breaking down,
regressing.

A married man who had endured many years of exceptional
strain owing to the illness and death of his first wife and the
mental illness of his second, and whose underlying legacy of
disturbances from his own childhood had been thereby reacti
vated, said at one session: ‘I must have ten minutes at the end
in absolute quiet. I know of several kinds of tiredness: physical
tiredness, intellectual tiredness when I’ve studied too long with
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out a break, emotional tiredness when things are difficult at
home or at work. But behind all those I feel a deeper sort of
tiredness, [Ma-tiredness. I want just to be able to stop living for a
period. I don’t want to die, but I need to be able to escape from
the strain of keeping on living for a time.’ This striking double
motivation of ‘needing to stop living but not wishing to die’,
indeed fearing dying, emerges very clearly in some patients who
experience definite schizoid suicidal tendencies. Thus one
patient, a wife and mother in her late thirties, said: ‘I’ve often
felt it would be lovely to put my head in the gas oven and go
unconscious. But I couldn’t do it, because I couldn’t be sure of
being able to turn the gas off at the right time, before it killed

9me.
Another patient, an extremely ill young woman in her early

twenties, on several occasions went downstairs soon after she
had gone to bed and lay down beside the gas oven and turned
on the gas. Then she felt quite unable to stir herself to turn it
off, but was longing for one of the family to wonder why she’d
gone down and come and turn it off for her, which fortunately
they always did. It would be quite incorrect to interpret that as
simply a ‘hysterical’ exhibitionistic act designed to get the
family worrying over her. It was the product of a genuine feel
ing of being too exhausted to carry on any longer, and needing
to escape into unconsciousness, but not wanting to die. In fact,
when she did not go downstairs and do that in a mood of des
peration, she would be lying in bed unable to get to sleep
because of a ‘counting obsession’ which she could not stop till
she found the right number to stop at (which, of course, was
never to be found), or an obsession about words in which she
was frantically trying to cancel out words that suggested death
and dying, by thinking up words that suggested life and living:
an obvious conflict between the longing to regress, the fear of
dying, and the ultimate wish to live. Sometimes she would fall
asleep exhausted by this process; at others she would be driven
to the gas oven for what she wanted to be only the temporary
relief of an escape into unconsciousness, This is a clear motiva
tion for the use of sleeping pills. She was in fact engaged in a
frantic struggle to keep herself mentally alive and in being as a
functioning person. Some aspects of her case, presented on
pages 103-5 are very relevant here.

Schizoid suicide is not really a wish for death as such, except
in cases where the patient has utterly lost all hope of being
understood and helped. Even then there is a deep unconscious
secret wish that death should prove to be a pathway to rebirth.
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One patient in the middle of a paranoid-schizophrenic episode
had a vivid compelling fantasy of slipping into the local river
and drifting downstream to re-emerge at some point out of the
waters as a new creature; and she was in fact stopped just in
time from putting this fantasy into action. Whereas in depres
sive suicide the driving force is anger, aggression, hate, and a
destructive impulse aimed at the self to divert it from the hated
love-object, i.e. self-murder, schizoid suicide is at bottom a
longing to escape from a situation that one just does not feel
strong enough to cope with, so as in some sense to return to the
womb and be reborn later with a second chance to live. Here
is a dramatic version of that basic ego-weakness, into the nature
of which we are enquiring. What is the mental condition which
drives a human being into such a dilemma as needing to stop
living while not wanting to die?

T/ze Patient’s Sense fy' Ultimate Absolute Isolation

As I have watched the analysis of such patients go deeper and
deeper, I have become ever more impressed with their narrow
ing concentration on one unvarying central feature of their
inner experience. Somewhere deep within them they come
upon the feeling of being absolutely and utterly alone, or of
being about to fall into such a condition. This may be expressed
in varying imagery, sometimes suggestive of memory, at other
times of the fantasy representation of a subjective psychic state.
This is not just a feeling of loneliness, of being detached and
solitary, of wishing they could make friends more easily and so
on. It is something sui generis, fmal, absolute, and when felt in
extreme form is accompanied by a sense of horror. Thus a
woman of forty reported that for a week she had been vividly
seeing an image of herself as a baby sitting in a high chair, with
nothing to do, no one to talk to and no one to talk to her, in an
empty room, and she was just sitting there immobile except
that she was slowly shaking her head from side to side. Her
infantile life at that point was reduced to nothing more than a
feeble movement symbolic of an attempt to deny the terrifying
isolation in which she felt herself to be.

Another female patient, a grandmother in her late Hfties, of
deeply schizoid personality, at a very advanced stage of her
analysis awoke one night in a state of terror, feeling that she was
looking into a black abyss yawning at her feet, into which she
could not escape falling. A week or two later she woke in deep
fear, feeling that she was blind, deaf, and dumb, and did not
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know where she was, lost without any means of communication.
Still later, she dreamt of
looking at a baby whom she knew to be herself; in a baby chair. It
was in a deep sleep or coma with eyes tight shut, but it also seemed
to be swollen, in distress, but with everything shut up inside. Her
mother and older sister came and looked at the baby briefiy and
turned away doing nothing for it. Then she was looking at an older
woman sitting helplessly and looking extremely ill.

She knew that that woman was ill because she had that ill baby
in her, and also that the woman was herself. This dream
occurred at a time when she was in fact feeling very ill, and
Ending it barely possible to struggle on from day to day. This ill
state began to clear up when she revived a much earlier picture
of herself as a baby sitting on a chair in a dingy kitchen, with a
man lying drunk on a sofa and a girl present but taking no
notice of her. She then saw me come into the room and pick
her up and carry her out, and from that point she began to give
up a self-isolating stubborn resistance to me and a quiet argu
mentative negating of anything I said, became much more
responsive to me, and felt markedly better. I interpreted to her
that she felt I had made contact with her completely isolated,
lost, and ill infantile self, and she could now drop her struggle
to keep herself in being entirely by her own efforts while keep
ing me and everyone at bay. This was an important turning
point in a very long analysis, and we must later consider more
closely this fact of t/ze therapist contacting the hidden isolated core of
t/ze ,batient’s se# She had often said before, ‘I feel I can’t get in
touch with you. You must get in touch with me.’

The following case of a young married man, a scientist work
ing on technical problems of communication devices, shows
how this sense of isolation and the accompanying feeling of
emptiness of personality, can suffuse waking consciousness.
After some fifty sessions, he said: ‘This last two weeks I’ve been
drained of any initiative, frightened. I feel in an empty hole,
nothing there. In dreams I feel to be drawn into a vacuum.
There’s no real foundation for my personality. I’m living on the
surface. I think I don’t feel real. As a child I used to cry: “No
body cares for me.” ’ Then he had to go to London on business
and reported. ‘I felt lonely there, couldn’t make any contacts.
I felt inferior, not qualified. I feel I couldn’t attempt sexual
intercourse. I haven’t the status of an adult. I feel hollow,
empty, and don’t know what kind of person I am. I’ve no roots,
no personality to stand on. I even feel frightened of you and am
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always alone in a crowd. I feel we’ve got down to bedrock in
this.’ In the next session he said: ‘I’ve felt rotten all the week.
I’ve been aware of you though, but I felt I didn’t know you.
I’ve never thought of the possibility of you understanding me.
I thought I’d got to understand myself, no one else would.’ His
mother was a masculine woman who disliked men and had not
wanted any children. In his dreams he was constantly fantasy
ing her taking his possessions away from him, as he put it, ‘rob
bing me of my personality’. So when he dreamed simply, ‘I was
asking my mother to go to bed with me’, I interpreted that he
was wanting his mother to give him a contact with which he
could begin to feel real in himself, something she had never
done. He replied, ‘Yes, I feel there’s nothing in me to get in
touch with you with. And yet I don’t feel so nightmarish now.
I have got you.’ He was beginning to feel that I was getting in
touch with his isolated inner self, perhaps at first simply by
understanding that it was there, that he felt like that.

In evegf human being there is probably, to some extent, a lonebf
person at heart, but in the vepf ill, it is an utterbf isolated being, too
denuded of experience to be able to feel like a person, unable to com
municate with others and never reached by others. So long as that
remains, all the rest of the psychopathological phenomena is
camouflage, the day-to-day struggle to keep going, to try to
deny the isolation, to sustain a secretly despairing effort to
maintain physical existence and social activity, always liable
to recurring minor or even major breakdowns. The isolated,
developmentally arrested heart of the self has been there since
early childhood. What the patient feels is, ‘I can’t get in touch
with you. If you can’t get in touch with me, I’m lost. But I’ve
no confidence that you can get in touch with me, because you
don’t know anything about that part of me. No one has ever
known and that’s why I’m hopeless. I feel I’ll never get better
and you can’t cure me.’ This is the basic problem that con
fronts us in psychotherapy.

Winnicott’s View of ‘the Start of Ego-Development’

I shall turn at this point to the work of Winnicott on the
earliest mother-child relationship for the clues needed to under
stand this problem of the inner core of the schizoid condition.
In a paper on ‘The Capacity to Be Alone’ (1958) Winnicott
uses the concept of ego-relatedness in a particularly fundamental
way to denote the main positive result in the infant of good
mothering from the start. Ego-relatedness as a fundamental quality/
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ry” experience developed in the infant ego during the earliest stages of
its growth, seems to me the most valuable idea we have for
illuminating our problem. I have constantly emphasized, in
writing about ‘object-relations’ theory, that the importance of
object-relations lies in the fact that without them human beings
cannot develop an ego. This is a statement in theoretical form,
but it is expressed in a concrete, experiential, clinical way by
Winnicott’s concept of ego-relatedness. This needs elaboration to
bring out its full force. He conceives it as a positive and persist
ing quality of the experience of a well-mothered infant, that he
develops a growing sense of his own ego-wholeness and ego
identity, as a part of his civerall experience of being in a reliable,
secure, supportive relation to his mother. As this experience
grows and becomes a permanent characteristic of his ‘self
feeling’, he becomes able for longer and longer periods to be
alone, i.e. to accept the physical absence of mother and of other
people without anxiety or panic. He has grown to be an intrin
sically ego-related child. His feeling about his environing
world is positive and trustful, and when he is alone he does not
feel isolated or mentalbf out cy’ touch. One might say in sophisti
cated language that he grows up with a natural, unquestioned,
symbiotic quality in his experience of himself and his world.
He feels a profound sense of belonging and of being at one with
his world which is not intellectually ‘thought out’, but is the
persisting atmosphere of security in which he exists within himself.

How basic this is can be illustrated from a highly interesting
passage in Martin Buber’s I and Thou (p. 25):

The ante-natal life of the child is one of purely natural combination,
bodily interaction and flowing from the one to the other .... (There
is) a mythical saying of the _]ews, ‘in the mother’s body man knows
the universe, in birth he forgets it.’ . . . It remains indeed in man as
a secret image of desire . . . the yearning is for the cosmic connexion.
Every child that is coming into being rests, like all life that is coming
into being, in the womb of the great mother, the undivided primal
world that precedes form. From her, too, we are separated, and
enter into personal life, slipping free only in the dark hours to be
close to her again; night by night this happens to the healthy man.
But this separation does not occur catastrophically like the separa
tion from the bodily mother ; time is granted to the child to exchange
a spirital connexion, that is, relation, for the natural connexion with
the world that he gradually loses.

Buber is here describing the way in which unconscious ante
natal symbiosis has to develop into conscious post-natal personal



222 BASIC EGO-WEAKNESS
relationship, a new type of meaningful symbiosis in which
mere organic co-existence is exchanged for differentiation
of individualities, separate egos coming together again in
ultimately consciously significant mutuality. Birth is mere separa
tion, ana’ will speedihr result in isolation, in the snujing out of the
nascent personal ego, unless good rnothering at onee restores ‘eonnexion’
of sueh a hincl that it can lead to the evolution or realization of the
potential ego ry” the infant, ana' therewith q’ personal relationships. It is
impossible for a human being to exist as a human being in
isolation. Unless the mother starts the infant off in the process of
becoming ‘an ego in re1ation’, he cannot become a true human
being, a person ; at worst he will be psychotic or commit suicide.
So fundamental is ego-relatedness as a quality of our whole
experience. Only that enables us to be alone without being
isolated and becoming a ‘lost soul’. In the paper referred to,
Winnicott writes:

The capacity of the individual to be alone . . . is one of the most
important signs of maturity in emotional development.

Our patients do not possess this.
Before we consider Winnicott’s views in greater detail, it may

be said that this concept of ‘ego-relatedness’ represents a deep
ening understanding of long familiar things. For many years
‘separation-anxiety’ has been a key concept in psychodynamic
thinking. It acknowledges the fact that human beings are not
made for isolation, and find their security in the undisturbed
possession of their familiar supports. These supports were, no
doubt, conceived as basically ‘persons’; but it was recognized
that many impersonal material objects, possessions, house, the
neighbourhood or city long lived in, would acquire the values
of the ‘supportive person’, so that people, and especially chil
dren and mentally disturbed adults, would react with severe
separation-anxiety to being parted from possessions or home as
well as family or friends. Winnicott himself stressed this in
pointing out how children acquire ‘transitional objects’ such as
cuddly toys to help on their capacity to grow more independent
of mother.

F airbairn (1963) stated explicitly that he held that

The earliest and original form of anxiety, as experienced by the child,
is separation anxiety.

This was of course implied in ‘Object-Relations Theory’
where object-relations are treated as the medium in which all
psychodynamic growth of the person takes place. Nevertheless
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Separation-anxiety is a negative concept. It states what happens
when relationships fail, but it does not of itself define the positive
quality of experience that is built up when relationships do not
fail. It is this that is pin-pointed by Winnicott’s term ‘ego
relatedness’, and we may expand that by saying that vulner
ability to separation-anxiety exists when the /zuman being is not basic
albf ego-related, is in fact in a state q’ ‘ego-unrelateelness’. This does
not depend simply on external object-loss. The individual who
has been securely ego-related from earliest infancy can bear
the loss of his external supports, either personal or impersonal.
The individual who from earliest infancy has remained ego
unrelated is wide open to the worst and most terrifying fears
when his outer supports fail him. In a variety of ways what he
will experience is the threat of the loss of his familiar conscious
self by an uncontrollable process of deep-seated emptying or
undermining (cf. withdrawal and regression); and this threat
may not even wait for some external object-loss before it invades
consciousness. Primagt ego-unrelatedness is the substance af ego
weakness, and any degree of ego-development maintained over
the top of it is only precariously held (by means of antilibidinal
repression of the weak ego, and compulsive, forced activity).
For the fuller understanding of this we will turn to the work of
Winnicott on the nature of the mother-infant relation.

In a paper entitled ‘The Relation of a Mother to her Baby
at the Beginning’ (1965a) he writes:

We notice in the expectant mother an increasing identification with
the infant . . . a willingness as well as an ability on the part of the
mother to drain interest from her own self onto the baby. I have
referred to this as ‘primary maternal preoccupation’. In my view,
this is what gives the mother her special ability to do the right thing.
She knows what the baby could be feeling like. No one else knows.
<P- 15->

He distinguishes this from pathological preoccupation.
It is part of the normal process that the mother recovers her self
interest, and does so at the rate at which her infant can allow her
to do so .... The normal mother’s recovery from her preoccupation
with her infant provides a kind of weaning.

He points out that the ill mother cannot wean her baby, i.e.
cannot let him grow to an increasing strength and security so
that he can become independent of her, because either she has
not been able to give him the primary necessity for his security,
the state of identification and intuitive understanding-‘her
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infant has never had her and so weaning has no meaning’-or
else she weans him too suddenly to free herself from him ‘with
out regard for the gradually developing need of the infant to
be weaned’. (pp. I5-I6.)

Looking at this again from the infant’s side, Winnicott writes:

Only if there is a good-enough mother does the infant start on a
process of development that is personal and real. If the mothering
is not good enough, then the infant becomes a collection of reactions
to impingement, and the true se# cy' the infant fails to form or becomes
hidden behind a false self which complies with and generally wards
off the world’s knocks. (p. 17.)

Here we meet with the third factor over and above repression
and withdrawal, i.e. unevoked potentiality. Of the infant ‘that
has had a good-enough mother and that does really start’ he
writes:

I would say the ego is both weak and strong. All depends on the
capacity of the mother to give ego-support .... Where the mother’s
ego-support is absent or weak or patchy, the infant cannot develop
along personal lines .... It is the well-cared for babies who quickly
establish themselves as persons. (p. 17.)

Here then are the facts we need to give content to the concept
of ‘ego-relatedness’ and to endow with fuller meaning such
terms as ‘ego-weakness’ and ‘separation-anxiety’. These facts
are the basis of Winnicott’s paper on ‘The Capacity to be
A1one’. He writes:

The capacity to be alone . . . is a phenomenon of early life which
deserves special study, because it is the foundation on which sophis
ticated aloneness is built. Although many types of experience . . .
go to the establishment of the capacity to be alone, there is one that is
basic, and without a sufficiency of it, the capacity to be alone does
not come about; this experience is that fy" being alone as an infant and
small child, in the presence qf mother. Thus the capacity to be alone is a
paradox; it is the experience of being alone while someone else is
present. (p. 30.)

I take this to mean feeling so secure with mother that the
infant can aflbrd to forget her while she is there, and finds he
does not lose her.

If the infant can begin with ‘the experience of being alone
while someone else is present’, then he can go on to the experi
ence of being able to be alone while that someone else is
physically absent, because he does not feel alone essentially in
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himself. He is basically ego-related. We must differentiate
between several terms that might roughly appear to be synony
mous, such as being alone, being lonely, feeling isolated, and
enjoying privacy. I have been accustomed to drawing a dis
tinction with patients between being alone and being isolated,
and I take isolation to mean a total absence of all object
relationship internally, for one can be isolated in the physical
presence of other people. Feeling lonely is a less absolute concept.
Many people feel this when they are in company, and it
expresses a sense of precariousness and insecurity in object
relationships rather than their total loss. People feel lonely when
their mental contact with others is uncertain and unsatisfying,
and they do not fully ‘get through’ to one another. Feeling
isolated and feeling lonely are not really related to the physical
presence or absence of other people, and can be felt equally
whether others are or are not there. The concept of being alone
can mean either of two opposite things. If one is basically ego
related, one can ‘be alone’ either with or without other people,
in the sense of enjoying prioag/, and this is essential to maturity.
If one is basically ego-unrelated, ‘being alone’ means the
extreme experience of isolation, and even if other people are
present they seem to be unreal, and the isolated person himself
feels unreal. Thus the very schizoid patient whose case was
summarized on pages 168-70, including the dream of being
merged with a baby who was being ignored by a group of
women, at a subsequent session felt quite out of touch with me.
She said, ‘I feel there’s a gap in the middle of my body. There
seems to be nothing between my legs and my arms and head.’
She felt that the vital heart of her was missing and she was
unreal, and she commented, ‘It’s not like that dream of the
women ignoring the baby. It feels as if there isn’t even anyone
there at all to ignore me.’ The earlier dream expressed loneli
ness, the later sensation of an empty gap in her personality
expressed isolation ana’ unreality, the loss of her ego, of her sense
of selfhood, in experiencing object-loss through feeling out of
touch with me. This is the negative of Winnicott’s ego-related
ness; it is the fundamental ego-unrelatedness of the seriously un
mot/zerea' infant.

The ‘capacity to be alone’ of which Winnicott writes, is the
capacity to enjoy privacy and a sense of reality within oneself,
either with or without the presence of other people, without
succumbing to separation-anxiety, panic, and the sense of iso
lation and unreality. It clearly depends on the fact that the
basically ego-related individual never feels mentally alone
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within himself, even if he is with people with whom he has
nothing in common, or when there is nobody with him at all.
Winnicott sees this ‘special type of relationship’ as first coming
into being
. . . between the infant and small child who is alone, and the mother
or mother-substitute who is in fact reliably present, even if repre
sented for the moment by a cot or a pram or the general atmo
sphere of the immediate environment. (p. 30.)

Ego-relatedness refers to the relationship between two people, one
of whom at any rate is alone; perhaps both are alone, yet the presence
of each is important to the other. (p. 31.)

Thus we may say that one can only stand being alone in outer
reality if one is never alone in inner reality. Winnicott writes:

The ability to be truly alone has as its basis the early experience
of being alone in the presence of someone . . . (This) can take place
at a very early age, when the ego-immaturigf is naturalbt balanced by
ego-support from the mother. In the course of time the individual
introjects the ego-supportive mother, and in this way becomes able
to be alone without frequent reference to the mother or mother
symbol. (p. 32.)

The Essence of Ego-Relatedness

How are we to think of this ‘not being alone in inner mental
reality’? Two further quotations from Winnicott will serve as
our starting-point.

Maturity and the capacity to be alone implies that the individual
has had the chance through good-enough mothering to build up a
belief in a benign environment. (p. 32.)

Gradually the ego-supportive environment is introjected and built
into the individual’s personality, so that there comes about a
capacity actually to be alone. Even so, theoretically, there is always
someone present, someone who is equated ultimately and un
consciously with the mother, the person who in the early days and
weeks, was temporarily identified with the infant, and for the time
being was interested in nothing else but the care of her own infant.

He here describes a process by which an infant achieves what
in an adult we would call a conviction (in feeling, not in idea),
through sufficient experience, of the reality ana' reliabiligffir him
qfgooa’ objects in his outer world. This is not the same as a capacity
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to fantasy gooo' objects. We must distinguish between erykyfuble
remembering on the basis of actual good experience, and compul
sive unxiousfontagfing una' thinking as an effort to deny actual bad
experience.

Thus a male patient complained that when he was alone in
his office, or in a train, he would begin to feel anxious and then
mentally ‘empty’. He explained that then he had to keep on
thinking, evidently to stave off an unreality state. He would try
to Hnd pleasant things to think about, and he remembered that
as a child he would lie in bed having to think of something good
before he could go to sleep. Since in fact he often lay in bed
listening to his parents quarrelling downstairs, and in general
he had little experience of secure and supportive personal rela
tions in the family life, it is clear that if he could not think of
good happy things or imagine them, he would have to think of
his actual bad experiences rather than risk the onset of the feel
ing of ‘emptiness’. This, as we have already noted, is a charac
teristic of all obsessional thinking. It is a defence against the
feelings of ego-loss. This patient said: ‘I have to have my mind
full of problems to worry about them so as not to feel empty. It’s
not really the problems, it’s the “feeling empty” that is the
trouble.’ Thinking of bad things can, in the emergency of a
panic and in a short-term sense, be an even more powerful
method of retaining the feeling of reality and of being in touch,
than thinking of good things. Thinking of good things may then
be developed as a further defence against thinking of bad
things.

This threefold structure qfjieors uno' de/Qznces is strikingly illus
trated in the case of a married woman in her early thirties with
two children. She grew up with a very anxious mother, and her
insecurity in the face of life became apparent in her early teens,
when she grew shy and timid, afraid to join a girl’s club, and
kept herself within the safe bounds of home, mother and father,
and one girl friend who was shy like herself. Later engagement
and marriage, and at Hrst living on with her parents, was sup
portive and she seemed to be doing well. Then came removal
to a home of her own, then the first baby, then removal to
another town, then the second baby. She was by then phoning
her mother every day, and was becoming ever more meticu
lously hard-working in the home, hardly ever going out, and
getting obsessed with concerns about dirt and cleanliness. If she
wasn’t working hard all the time, she felt she couldn’t keep
things clean according to her perfectionist standards. Here
were the signs of a progressive underlying feeling of not being
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able to cope with adult responsibility. Then her mother died
and by the time she came for analysis after a short hospitaliza
tion, a full-scale obsessional neurosis was making life impossible
for both herself and her husband. Her dependence on him for
reassurance that things were clean was absolute, and she dare
not go out for fear she should see dog mess on the pavement.
Even to think of it seemed to contaminate her, and set her
washing her hands.

I had told her that I thought her underlying teenage timidity
and shyness, and her compulsive driving of herself to cope with
life with a family and no mother, were more important than
her obsession about dirt and cleanliness, which would turn out
to be defensive symptoms and part of her struggle to master her
fears. At the twenty-eighth session she suddenly came out with
the following: ‘When I’m upset I feel I’m not on the ground.
I’m floating in space, not in touch with realities, my mind’s
floating off miles away, not really there. I go off like that and
have to have someone to reassure me and bring me back to
reality. I have to keep very calm to cope with real life. As soon
as there’s any pressure I panic, and float off and become quite
unreal. I’m not in possession of my own person. I’m not there
at all. If my husband’s in a hurry or a lot of people are talking,
I panic and find I’m going off. If I’m washing something and
someone knocks at the door, I panic and then I feel, “Now this
washing isn’t right, it’s not clean, I must start again at the
beginning and do it all over again.” I’m doing that all day and
can’t get on with things, unless my husband is there to reassure
me they are all right. Any little thing throws me off balance. I
have to keep myself in a little private compartment that’s away
from all that’s going on around me and calm. The slightest
distraction knocks me off balance. I need my husband to talk
to me of pleasant things or my mind runs on unpleasant things,
a subconscious voice goes on all the time saying unpleasant
things. The bad things are always there, going on all the time
like a film in my mind. If anything disturbs my conscious
thoughts, my unconscious unpleasant things take charge of me.
Why do I use these bad thoughts about dirt and uncleanness
and disgusting things? I was always fussy about cleanliness and
now I’m afraid of dirt.”

Here is an example of a woman who cannot stand separation
from mother and home and stand alone, because she feels
unreal in her basic experience of herself, ‘ego-unrelated’ or in
her own words ‘floating off miles away, not really there’. The
more unable a growing child is to leave mother in outer reality,
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the more certain it is that she has no basic ego-relatedness to
mother in inner reality. Yet nearly all this patient’s dreams
were about being with mother. She was having to fill the empti
ness inside where mother should have been the centre of a
built-in feeling of secure relationship, by compulsive thinking
and fantasying about mother; dreaming of her mother in the
night and talking to her in her mind during the day.

It is clear from this that the reason for much dreaming is that
in the night, when asleep and with the rest of the world asleep
around, the inwardly isolated person feels he will fall into the
emptiness of his fundamentally ego-unrelated condition. He
must either stay awake thinking, or as one patient said, ‘Wake
up every hour to make sure I’m still there’, or else get busy
fantasying complicated dream stories to have a world to feel in
touch with, thus keeping his ‘self ’ in being. This type of dream
ing is a night-time equivalent of daytime obsessional thinking,
and it is certainly a wish-fulfilment always to have objects
present to feel real with, and mental activity going on to prove
that one is in being, and to ward off the experience of unreality
and isolation. Wish-fulfilment, however, seems too tepid a des
cription for what is part of the struggle to maintain oneself as
a viable reality when, as one more sophisticated patient put it,
‘I feel that at bottom I haven’t got an ego at all. I’m nothing.’
There is another type of dreaming quite unlike this, which is to
be understood more as the equivalent of play and enjoyment.

It is the state of primary ego-unrelatedness which makes it
impossible for people to be alone without panic. Then ‘com
pulsive fantasying and thinking’, whether by day or night,
whether bizarre or realistic and rational, is part of the struggle
to keep oneself mentally alive. In the case of this obsessional
patient, she felt so basically out of touch that any momentary
fear made her feel that she had ‘floated off", and become dan
gerously withdrawn and detached. Her initial obsessive hard
work to keep the house clean was an unremitting struggle to fill
every moment with activity to keep herself anchored to the
realities of her daily life. As this became ever harder, she, as it
were, sought to frighten herself into an even more strenuous
fight against dirt by developing a fear of it, and an obsessional
preoccupation with it. Everywhere she turned, she felt she was
up against dirt to drive her to go over and over the same tasks
to make sure. She could only dispense with this if she had her
husband there to reassure her, i.e. to feel real with and in touch
with, though she still needed her ‘dirt obsession’ to keep him
there. The extent to which she had to use this ‘fantasying of bad
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things’ was shown when she spoke of these thoughts going on
all the time like a voice or a Hlm at the back of her mind.
Then she needed her husband to talk to her of pleasant
things. Here is the threefold structure of good fantasies as a
defence against bad fantasies, which are themselves a defence
against unreality, depersonalization, emptiness, the loss of the
e o.
gThus, ‘not being alone in inner reality’ is not the same thing

as fantasying good objects or any kind of objects. We have to
distinguish between ‘compulsive anxious defensive thinking’
and simple ‘enjoyable remembering of good experience’. Pre
sumably a baby who is alone for a time can ‘hallucinate the
breast’ or ‘remember mother’ with pleasure and not feel alone,
so long as he is not left alone in reality for too long. If that
happens, ‘pleasurable remembering’ must gradually deteriorate
into ‘compulsive stop-gap fantasying’ to lay the foundations of
future obsessional and other neuroses. If the baby is not left too
long and mother comes and confirms his ‘pleasurable remem
bering’ by renewed good experience, and if the length of her
absences are graduated to his capacity to feel securely with her
when she is not there, then a permanent characteristic grows
of feeling fundamentally ‘in touch and secure’ and confident
about the outer world as a ‘benign environment’. F airbairn
expressed this by saying that good ego-experience leads natur
ally to good ego-development, and not to a need to internalize
objects. Every analyst will be familiar with this problem of the
‘length of absences’ cropping up in the form of the patient feel
ing he has lost the analyst between sessions. This may in fact be
an actual, if unwitting, remembering of mother’s absences in
infancy.

The important thing about ‘enjoyable remembering of good
experience’ is that it is spontaneous, and not a compulsion born
of anxiety. If a secure ego is not actually engaged on some
specific activity, it is free to relax and feel pleasure in the
recollection of good experience, or else if healthily tired simply
to rest or sleep. This is possible on the basis of a fundamental
confidence in life which has not been destroyed by later experi
ence of its dangers. The infant’s initial and quite unconscious
trust in the mother was not broken and betrayed, and he never
had the devastating traumatic experience of feeling isolated,
cut off, alone without help and afraid of dying. Perhaps few
people are as absolutely secure as that, but there is a great
difference between the inner condition of the person who can
be alone without insecurity, and the person who really needs



FAILURE IN EGO-DEVELOPMENT 231
constant supportive attention to protect him against relapse
into a terrifying state of unreality.

Ego- Weakness and P.91c/zotherapeutic Relationship

At this point we come, once more, upon the inner contra
diction in the schizoid condition, which we can never for long
avoid dealing with unless or until it is resolved. The schizoid
condition is basically that of ego-weakness due to a fundamental state fy”
ego-unrelatedness. The weak schizoid ego is in urgent need of a relation
ship, a therapeutic relationship capable fjyflling the gap left by inade
quate mothering. Onbf that can rescue the patient from succumbing to the
terrors of ultimate isolation. T et when it comes to it, the weak ego is
afraid ofthe oem/ relationship that it needs. The isolated infantile ego
not only needs to be discovered and put in touch, but is also
deeply afraid to be found, and at the very moment when
‘rescue’ seems imminent it will rush away again into the wastes
of isolation. The possession of secure ‘individuality’ is as essen
tial to human beings as ‘object-relationship’. In fact, the two
are inseparable, but it does not seem like that to the deeply
schizoid person. Without the medium of relationship to grow in, no
potential human ego can develop a signyficant individuality cy" its own.
But the weakened ego always fears it will be swamped by the other
person in a relationship. The psychotherapy of such a patient
usually involves a prolonged process of drawing near to and
then taking flight from the therapist, over and over again,
while slowly and secretly the capacity to ‘trust’ is growing.

The following two cases show this conflict over accepting a
therapeutic relationship very clearly. The first is that of the
obsessional patient whose basic problems were described on
pages 103-5 and 217. At one point she showed a marked
improvement over a good period, following the analytical work
ing through of a very severe traumatic rejection at the hands of
her grandfather, of whom she had always been very fond, at
the age of 6. Her panic fear at what she felt was a betrayal of
trust, making it impossible for her ever to trust anyone again,
emerged as a central feature of the depression that came out
over this incident. I linked all this with her relationship to me,
pointing out that she was afraid I would let her down as her
grandfather did, and she was needing to prove me to the utter
most. From then on, she became markedly more responsive and
came punctually to sessions and began to feel much better.
Then suddenly she arrived fifteen minutes late for a session,
said she had not wanted to come, and had hoped I would be a
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long time coming to the waiting room for her so that she could
walk out before I came. She was plainly taking flight from me,
and I said that I felt this was a reaction to the fact that she had
begun to trust me so much more lately that she had suddenly
become afraid of the situation. She sat silent, pale, cold, uncom
municative, and then said that she had told her mother that
she felt her heart was a frozen lump inside her, and she was
frightened that she would never all her life be able to feel warm
and responsive and loving to any one. She added that she was
afraid to get too close to people, they were too much for her, and
she revived a fear that had died away some time earlier, of
becoming pregnant and having a baby, a fear which would
make marriage impossible. I said I thought that really it was
some risk she felt in any close relationship, that made her revive
this fear of childbirth to protect her from the risk of the close
relationship of marriage and motherhood. She agreed that that
was probably the truth of the matter because she felt over
whelmed as a personality at the bare thought of being close to
anyone in any way. She could only feel safe at a distance from
people.

I pointed out that she was feeling this fear now about me, just
because she had been risking a closer relationship to me for
some time and had been much more forthcoming and trustful,
but had begun to fear that she could not maintain a personality
of her own, if she went on depending on me. I suggested that
she suddenly cut herself off from me because she needed to find
that I could understand this, could leave her free to withdraw,
could respect her independence, while at the same time I did
not get angry and abandon her. I reminded her that at the
previous session she had said, ‘You wouldn’t ever get angry with
me, would you?’ and this was the proper context of that remark.
She needed to know that I could let her go without myself
losing touch with her, without trying to force her back, and that
I would be reliably and understandingly here for her to come
back to when she needed. Then it became safe for her to with
draw, to experiment in being alone to retain some individuality
of her own, and lind that she was not so isolated as before
and could now enjoy both relationship and independence. This
made a marked impression on her. Her haunted expression
died away, her face relaxed into a smile, she became easily
communicative for the rest of the session, and went away at the
end without anxiety.

The second case is that of a married woman of 40 with two
children. Her childhood background was one of all-round
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insecurity, material and emotional. In early childhood, her
father, whose health had been slowly declining, ceased to be
the breadwinner and her mother went into business to support
the family. Relationship between the father and mother was
not good; the father, while being quite nice to the patient, con
spicuously favoured her older sister; the mother, who was not
really averse from being the breadwinner and being in business,
was not truly maternal, and would rush in and out of the home
always busy. The only way to get mother’s attention was to
have a tummy-ache; and mother was herself only nice, i.e.
emotionally gentler and more approachable, when she herself
had a headache and was lying down. In this family set up, the
patient found so little emotional support at home, that she was
happiest at school out of it. Though even then, for two years
around the age of 11, she had queer sensations in the head
which already, at that time, she thought must be what a baby
feels like inside the womb. The first sign that she could break
down under pressure began to emerge in her Hrst two pro
fessional jobs, where she experienced so much exhaustion when
off duty that she had to spend most of her leisure time lying
on the bed. After marriage, though she wanted children, she
found the pressures of motherhood similarly exhausting. When
after some ten years, one of the children began to lose grip,
became over-dependent and broke down into a severe regressed
illness, this forced a crisis situation for the mother. At first she
fought her inner weakness and strove to deny it, developing
a bright, brittle, hard, superficial self, until suddenly she her
self broke down into a regression in many ways similar to the
child’s. The child, who had by then improved greatly, an
nounced that she would only be able to get completely well
when Mummy was well, and Mummy’s illness had to be faced.

It emerged now in analysis that she had for years experienced
occasional nightmares. She would scream out in her sleep
‘Mummy, Mummy’ and wake up feeling that she was dying.
She never heard herself scream and would not have known this
but for her husband, but the feeling of dying was consciously
very intense. These nightmares now became more frequent.
Then she brought a dream:

I was alone on a seashore, frightened, and I saw your [the analyst’s]
house away up the shore. I was struggling to get to it when suddenly
I found I was cut off by the tide, and panicked. Then I saw a little
boat tied to your gate and I thought, ‘It’s all right. I can’t get to him
but he can get to me.’
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I suggested that this gave the background of her nightmare.
She felt utterly alone, isolated, and cut off from all help and
could not help herseli since this, basically, was the situation
when she was only a child. That was why in the night, when
this fear stirred, she screamed out for her mother. She felt she
was alone, because she felt that her mother was not in touch
with her. (She was fundamentally ‘ego-unrelated’.) But now
she was becoming able to feel that I could fill the empty gap
left by her mother and give her a basis of security. The night
mares diminished somewhat in intensity. Then she dreamed
again of being

on a lonely seashore. But now she suddenly saw a beautifully painted
lifeboat on the water near by, and became aware that the lifeboat
man was standing near her. He was not talking to her, or taking any
obvious notice of her, but she knew that he had her in mind, and he
was myself, and she felt safe. Then suddenly a small girl appeared
on a rock nearby and fell off into the sea. The lifeboatman stepped
up and caught her coat and pulled her out and she was quite all right.

Clearly she was growing an unconscious conviction that I was
the answer to the utter isolation in which her mother had left
her, and in which she felt she was dying. After that dream, she
woke one night without having screamed, with a mild feeling
that she was dying, but also that I was standing nearby in the
darkness and it was all right. She went off to sleep again, which
she had not previously done after the nightmares. For a time
she felt better, more realistic, and more consciously ‘in touch’
with me.

just then she and her husband were deeply disturbed by a
tragic motor accident in which two close friends were killed,
and she began to feel ‘collapsy’ again. But instead of being able
to turn frankly to me for support, she must have felt that it was
dangerous to depend on anyone. At the next session she
reported that she had had the nightmare again, and for the
first time actually heard herself screaming out ‘Mummy’. She
had, evidently, cut herself off from ‘the lifeboatman’ in her
deeper feelings, and this was confirmed by the fact that she
immediately challenged me to a stubbornly maintained argu
ment in which she was taking occasion to differ markedly
from what she knew I would think. She said that she must bring
up a religious question, that I could not help her because I was
not a Church of England clergyman and did not speak with the
authority of the Church behind me. I accepted her need at this
time to be independent of me, and so stated plainly that I dis
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agreed with her, that I disagreed with her views of ‘authority’.
I hinted in passing that she probably felt a need for an authori
tative church, a ‘rock of ages’, because she felt that a single
individual could not be a basis for security-he might get
killed; but stressed that we could disagree, and she could ‘run
away from me’ (and find herself back in the nightmare situa
tion) but that I did not desert her nor change my attitude to
her. At the next session she brought a dream that

she was at a hotel; the head waiter was going away and she felt very
distressed. Then he decided that he would not go away but would
stay for her sake. She then realized that she had a baby and that she
had left her in the cellar, forgotten to feed her, and couldn’t feed
her because she had no milk, and thought, ‘I must eat a lot so as to
have milk, and fetch the baby.’

Clearly the head waiter was myself and she had become
alarmed at the possibility of losing me. I pointed out that at the
same time as she was doing without me, she had repressed the
baby in herself and become unable to feel any care for her. This
had returned when she once more accepted her need of me. I
summed up the whole situation by saying that I felt there was
more in all this than the shock and insecurity caused by her
friends’ death; that she had in fact begun to feel anxious
because she had been for some time depending on me with
increasing security, and had suddenly become alarmed lest she
should lose her independence. But her dependence on me did
not aim at robbing her of independence but at helping her to
develop a more genuine capacity for real independence based
on inner strength, andI could accept her independence as well
as her dependence. Her argumentative and resistant reaction
had now become unnecessary and she was feeling secure once
more.

This case affords a very clear picture of the way in which
psychotherapy is a slow patient process of ‘growth in basic ego
relatedness’, in which the patient is often driven to attempts to
seize a premature independence, and needs to find that this is
understood before therapeutic dependence can be continued
till the deep underlying ego-weakness of ‘primary ego-unrelated
ness’ is outgrown. This problem usually needs to be worked
through repeatedly at different stages. The #ar ry” the loss fy’
independent individuezligf, which is the basis qf the schizoid ‘haMin-eznd
/zaMout’ poliiy, calls finally to be studied in the light of another
of Winnicott’s concepts, namely ‘the frightening fantasy of
being infinitely exploited . . . of being eaten or swallowed up
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. . . the fantasy of being found ’, a concept discussed in his paper on
‘Communicating and Not Communicating’ (1963). The sub
ject is of fundamental importance for the understanding of all
that we mean by ‘a person’. I find myself able to accept the
facts but not the whole of the interpretation that Winnicott puts
on them.

He writes:

I suggest that in health there is a core to the personality that corres
ponds to the true self of the split personality; I suggest that this core
never communicates with the world of perceived objects, and that
the individual person knows that it must never be communicated
with or influenced by external reality .... Although healthy persons
communicate and enjoy communicating, the other fact is equally
true, that each individual is an isolate, permanentb» non-communicating,
permanentbf unknown, in fact urwzuna’ .... Rape and being eaten by
Cannibals, these are mere bagatelles as compared with the violation
of the self ’s core, the alteration of the self ’s central elements by com
munication seeping through the defences. For me this would be the
sin against the self. We can understand the hatred people have of
psycho-analysis which has penetrated a long way into the human
personality, and which provides a threat to the human individual in
his need to be secretly isolated. The question is: how`to be isolated
without having to be insulated? (1963, p. 187.)

This raises certainly a final issue, but as it stands appears to
me a dubious proposition. If isolation be absolute, I do not see
how it is possible to distinguish between isolation and insula
tion. Nevertheless there is an issue of the greatest importance
here, which I would rather formulate as: how to have privagi
and se#-possession without isolation or insulation. The phenomenon
of preserving a central core of the psychic self secretly isolated,
cut off and defended against all intrusion of the outer world, is
exactly the main theme of this book. Winnicott may now be
said to raise the question: ‘Granted this does occur in a patho
logical form in the schizoid split ego, is it not true that it must
also occur in a healthy form, as the ultimate source of the
individuality and strength of the mature person?’ Winnicott
holds this to be the case. I do not feel convinced of this.

‘Isolation’ in the ultimate sense, Winnicott further defines
as follows:

At the centre of each person is an incommunicado element, and this
is sacred and most worthy of preservation .... The traumatic ex
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periences that lead to the organization of primitive defences belong
to the threat to the isolated core, the threat of its being found, altered,
communicated with. The defence consists of a further hiding of the
secret self. (op. eil., p. 187.)

In this case, the ‘isolated, permanently non-communicating,
incommunicado’ state of the core of the self is a primitive fear
phenomenon, such as we could envisage in an infant who is not
adequately protected and ego-supported by his mother and
thus exposed to a fear of annihilation because of his own extreme
weakness. The fear of annihilation Winnicott speaks of as one
of the primitive ‘unthinkable anxieties’. The defence of reserv
ing an isolated core of the self, appears to me to correspond to
what I have called the ‘schizoid citadel’ or the ‘regressed ego’,
i.e. withdrawnness or ‘a further hiding of the secret self ’. Winni
cott says that ‘in health . . . this core of the personality corre
sponds to the true self of the split personality’. In that case,
what does ‘in health’ mean? He describes the differentiation of
this isolated core as produced by the very conditions that bring
about the initial split in the personality. Winnicott equates ‘the
fantasy of being inlinitely exploited’ and the ‘fantasy of being
found’. In my experience the first is always a fear, the second
is basically a need which, when bad infancy experience turns it
into a fear, develops as withdrawal and the schizoid condition.
If, even in health, or relative health, the secret core of the self
remains permanently withdrawn, cut off and out of touch, then
the total psychic self is never any other than split, and split by
the earliest ‘traumatic experiences that lead to the organization
of primitive defences’. Any meaningful difference between
health and illness is lost, if the core of the healthy personalityis so isolate. _

Empirically, I can well believe that this state of affairs is in
fact and in varying degrees universal. It is what I have sought
to describe clinically as always the ultimate underlying problem,
the essence of the schizoid problem of a secret withdrawal af the
innermost se# as a result of j%ar. N o human being ever has perfect
mental health. Instead of saying that there is in health a situa
tion of this kind, analogous to that found in pathological con
ditions, it would seem that this radical ego-split is actually a
universal phenomenon, present in all of us without exception,
not intrinsically or theoretically inevitable, but practically
inescapable; that psychic health and illness are, in our experi
ence, relative terms, and it is all a matter of degree. This, in
fact, is the position I would think psychoanalysts in general
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hold, though it has not yet become generally recognized that
the schizoid problem in the above sense is the ultimate problem.
This, I feel, is what Winnicott’s contention does now compel
us to accept.

I have no doubt about his facts. I have become convinced
that all individuals, however mature for practical purposes, do
reserve an inner core of the self in some degree of isolation. The
entire problem of psychotherapy revolves round the patient’s
difficulty of trusting the therapist to contact this schizoid central
self. In the last chapter I explored various meanings of the
antilibidinal resistance to psychotherapy, but I have reserved
for this chapter what is probably the most important, the fear
dictated need to preserve one’s ultimate individuality at all
costs (even at the cost of not being ‘cured’) from being over
whelmed by ‘the other person’, a fear-dictated defence against
the entire outer world as such. None of us can have had such
perfect parenthood as to have escaped some degree of such
primitive fear, ego-splitting, and consequent development of
a basically defensively structured personality. Some will feel
this as an ultimate fear of being ‘infinitely.exploited’, used,
drained empty; others as a fear of being simply ‘steamrollered’
by an overwhelming environment, others again as being simply
abandoned, lost. It is these primitive fears which in their worst
form occur as what Winnicott calls the ‘unthinkable anxieties’
of going to pieces, falling for ever, having no relationship to the
body, having no orientation (op. cit., p. 58). Of all the ultimate
terrors, my clinical experience suggests that t/ze last and worst is the one
that is set up precisebf by too drastic use of this a'e]%nce by seMisolation,
namely the feeling of being ‘a pgfc/ze in a vacuum’, out of all touch, out
ry' all relations/zip, empty fy" all experience, and so to speak collapsing
in on itsem lost in a sense ry' complete unreality, ana' unable to be
an ‘ego’.

This, however, would seem to me to be the fate of a per
manently isolated, non-communicating core of the self, which
Winnicott feels must be a basis of health. Here I am unable to
follow him, for it seems to me that this is the same thing as the
basic ‘ego-unrelatedness’ that is the true nature of ego-weak
ness. I do not see how a core of the self that is an absolute
isolate and incommunicado can be a self at all. A self can only
experience itself in the act of experiencing something else. If it
is totally empty of experience it cannot be a self. I cannot dis
tinguish between absolute isolation and insulation. Both appear
to me to involve ego-loss.

The fear of being found, infinitely exploited, or eaten up,
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must derive from our being not strong enough to retain our full
and proper individuality in a relationship, and not strong enough
to choose for ourselves which relationships with actual other
persons we will accept, or decide when we wish to withdraw
into our _/Qrivagf, a privacy which would consist not in being an
isolate and incommunicado, but in the ability to be alone out
wardly because one is fundamentally ego-related inwardly.
The account Winnicott gives of the earliest stages of ego
development and of object-relations development, enables us
to understand this. His contention seems to be a statement of
the fact that, owing to the extreme dependence and weakness
of the human infant at birth, and the extreme difficulty of pro
viding enough security in practice, fear is bound to arise as the
earliest disrupting factor, and remains always the deepest
problem ; fear, not ofa hypothetical death instinct or destructive
instinct working within, but fear of traumatic factors coming
from without; though this is not in itself part of the necessary
potential healthy personality, but ‘a reaction to impinge
ment’.

To clarify this we must examine Winnicott’s views about
the transition involved in what he calls ‘The object, being at
first a subjective phenomenon’ and then ‘becoming an object
objectively perceived’. All statements about human experience
at the beginning are obviously inferences from later experience.
\/Ve have no means of knowing directly what is the experience
of a new-born baby. Perhaps the most difficult of all experi
ences to conceptualize here is that of the emergence of objective
experience. We are concerned with this problem at this point,
not for its own sake, but because it bears on the problem of the
earliest fears and ego-splits. However objective experience first
emerges, this occurs when the infant is at his weak_est and
most vulnerable, and his only protection is the quality of
mothering he meets. At first he has no defences of his own, and
his only defence against the rapidity of the first fear-reactions,
is the closeness of maternal ego-support. Is the object at first
a purely subjective experience? Must there not be some element
in very early experience that represents incipient objectivity,
out of which later clearly recognized objectivity grows? The
capacity to experience what is outside himself is laid down in
the entire biological and psychological constitution of the child.
It would seem that even the very earliest sensory experience of
objects must contain some elementary factor of objectivity,
awaiting clarification and development.

Following on from this, a number of concepts used to describe
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early infantile experience seem to me to call for close scrutiny,
such as that before the experience of objectivity is clearly
established, the infant has an experience ofomnipotence as if he felt
that he created the good object that meets his need when in fact he
‘finds it presented to him’. Omnipotence and creation are
extremely sophisticated concepts to apply to the experience of
an infant, and I cannot think they do more than suggest a useful
way of thinking about something that we cannot get direct
evidence about. It is true that there are later clinical facts that
suggest the usefulness of these concepts, but they are already
contaminated by later and more developed experiences, in an
ego that has already become split and also oscillates between
defensive identifications and growing differentiations with
regard to its objects. There is also the view that bad object
experience promotes the growth of objective experience more
rapidly than good object experience. Is this necessarily correct?
Will it not be likely that good object experience and bad object
experience differ in quality, but that the infant mind is equally
capable of detecting the element of objectivity in the experience
in both cases? What seems to me to be likely is that the infant’s
extreme weakness and vulnerability and absolute dependence
on the closest maternal support, are the all-important factors
in the way his experience of objectivity develops from being a
latent or implicit factor to being an evoked and explicit one.
If it were possible to have an experience of mothering that was
absolutely and completely good, the result, one would suppose,
would be an extremely strong experience of basic ego-related
ness, that ideally could be thought of as proof against ego
splitting, and in such a case I cannot think there would be any
_fbdf of being found or communicated with. This is in practice
impossible, however, and the infant’s experience is mixed. He
has objective experiences that are both good and bad. His good
experience relates him securely to a benign environment, and
if that were his whole experience, I cannot see how he should
need an inner core of personality that is an isolate, needing a
permanent defence against the outer world. But he also has bad
experience that compels him to develop defences at the earliest
stages, and ego-splitting arises. It is probably true in fact that
every personality has to some degree a schizoid core fy” the sem but that
surebf must be the basis of whatever degree tj insecurity and mental
ill-health is experienced. For all practical purposes, mental health must
consist in having enough basic ego-relatedness and therefore ego-strength,
to be capable of controlling one’s ‘communications situation’, so as to be
able either to withdraw into a privazyl that is not empty or venture _/Qnrth
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into relationships without fear. Winnicott’s final comment (op. cit.,
p. 192) is that in the
. . . con-communicating central self, for ever immune from the reality
principle, for ever silent ....
there is a kind of

communication that is non-verbal; it is, like the music of the spheres,
absolutely personal. It belongs to being alive. And in health, it is
out of this that communication naturally arises.

This is profoundly true, but in that case the ‘central self’ is not
‘non-communicating and incommunicado’. The most pro
found communication is non-verbal, pre-verbal. To quote
Marjorie Brierley,

One thing I feel pretty sure about is that we feel before we think,
even in images, that feeling is therefore our means of discrimination
as to what happens to us well before we become capable of strictly
cognitive discrimination .... (Private communication.)

or therefore, I would add, of verbal communication. I cannot
conceive of any part of a personality existing in utter isolation
and yet retaining the characteristics of a self. But if, as I am sure
is true, there is in the ‘central self’ a ‘communication that is
non-verbal .... It belongs to being alive’, then the central self
is not after all an ‘isolate’ and ‘incommunicado’. The funda
mental importance of this concept of ‘being alive and in
relationship’ must be explored further in Chapter IX where
the whole issue is re-examined in a new context.

I am not sure whether Winnicott distinguishes between the
self and the ego, treating the latter as a more superficial
phenomenon, so that he could think both of the core of the self
as an isolate, and of ego-relatedness as essential to health. But
I feel we need to use the term ‘ego’ in a more fundamental sense
than that in which psychoanalysis has traditionally used it, as
representing the evolution and realization of the intrinsic nature
of the self, and ego and self are the same thing. There are, as I
see it, two final fears. The first, the fear of the loss of the ego
in a vacuum of experience, is the worst fear of all; it drives the
individual to seek help, to depend on the therapist, and to
accept the psychotherapeutic relationship as a medium in
which he can find himself. The other fear is in actual fact
practically as strong as the first, the fear, in Winnicott’s words, of
the alteration of the self ’s central elements by communication seep
ing through the defences,
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the fear of losing one’s proper individuality, of becoming some
thing different from what one is. This leads the individual to
shy away from help and resist psychotherapy, and hold on to
his ill self because it is the self he is familiar with and he cannot
appreciate what his ‘true self’ could be. Cnc male patient
expressed both fears in his very Hrst remark at his first session,
‘I am a non-person and I fear involvement’ Only if the thera
pist can help the patient to grow out of the second fear, can he
rescue him from the first one, and help him to find his ‘true
self’. A patient who had had Hfty years of severe strains follow
ing on good early mothering, dreamed

I was in a cold place, like life itself, but somehow mother was peep
ing into it in the back-ground.

His own comment was,‘The deeper you go, the better it gets.
I feel I won’t break down again now.’ Analysis had helped him
to find his basic ego-relatedness.



IX

THE ULTIMATE FOUNDATIONS OF
EGO-IDENTITY

The Ego the Core of Reality in the Person

IT is clear that psychodynamic research has been pushing us
back inexorably to the absolute beginnings, the very start of the
human personality. Our interest must in fact go back even into
the intra-uterine state, but of recent years psychoanalysts have
shown an active concern with the infant from the moment of
birth. W e have seen how, ever since the I92o’s, when Freud
began to formulate the emerging concepts of his most important
theoretical advance, an ever-widening research into ego-psychology,
into the deepest depths of the unconscious and the earliest stages fy' in
fantile growth has become the outstanding feature ofpsychoanaiysis. It
goes without saying that this research into the very beginnings
of psychic life is not a study of conditioned reflexes, but of the
emotional dynamics of the infant’s growth in experiencing himr
self as ‘becoming a person’ in meaningful relationships, first
with the mother, then the family, and finally with the ever
enlarging world outside.

Meaningful relationships are those which enable the infant to
find himself as a person through experiencing his own signifi
cance for other people and their significance for him, thus
endowing his existence with those values of human relationship
which make life purposeful and worth living. Psychoanalytic
research, naturally, was compelled to work the other way
round, beginning with the end result of the socialized adult,
and tracing the paths backwards till they all converged finally
at their starting-point, the neonate, alive, physically separated
from the mother, but not yet capable of distinguishing him
self and mother as separate objects; not even as yet able to
experience himself as an object, and only vaguely as a subject;
perhaps at the very beginning only able to experience tran
sitions between states of comfort and discomfort in what he
will soon discover to be the infant-mother relationship. This at
first is both his whole world and also his whole being. How, out
of this obscure beginning, does a human being come to be a person? How
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does he come to have a well-defined ego, and become able to
enter into personal relationships? Clearly, the process can go
badly wrong from the start, and psychoanalysis has become the
search for the ego as the core fy” realiyv in the person. It has been an
exploration from the psycho-social circumference to the psycho
dynamic centre of the circle of our psychic life.1

What is the ultimate centre of our psychic reality? The work
of Melanie Klein and Fairbairn do not take us quite there.
Klein lands us in the mythology of an innate conflict between
hypothetical life and death instincts. Fairbairn traced the
patterns of the psyche’s development into a multiple split ego
but he assumed rather than explored the psyche’s first steps in
ego-growth. Of the Hrst draft of my paper on ‘Ego-\/Veakness’
(1960) Fairbairn said, in 1959, ‘I’m glad you have written this.
If I could write now, this is the problem I would be writing
about.’ His health failed him before he could probe into the
Hnal meaning of what a patient of his once said: ‘I’ve gone to
rock-bottom where I feel I have not got an ego at all.’ The con
cept of a ‘regressed ego’ implies an already ‘formed ego’ of
which a part splits oH` and returns to the starting-point. Winni
cott’s concept of ‘basic ego-relatedness’ implies the prior differ
entiation of subject and object. His concept of a ‘true self’,
masked by a ‘false self ’, and hidden away in cold storage awaiting
rebirth in a better environment, answers our question by raising
another one. What is this ‘true self ’? It could be a potentiality
that has never yet begun to be realized. To understand the
whole problem of ‘ego- weakness’ we must go as deep as that.

What do we realb/ mean by such terms as ego, MM identity, person
ality: how does it start, how does it grow, what is its essential nature,
how can we help an individual, in whom the process cy” ego-growth has
failed, to become an ego? What a'oes it mean to /zave, or not have, an ego?
How does a person who feels he has not an ego, come by one? The prob
lem is particularly acute if we ask, ‘What are we trying to do
in psychotherapy?’ Formulated answers easily have more form
than content. One could say in object-relationship terms that
since bad relationships made the person ill from infancy on
wards, psychotherapy must provide a good-object relationship
in which he can get well. That is formally correct, but what
does it mean in practice? What is the content, the actual nature
of this vital kind of relationship that makes it therapeutic?
Fairbairn’s last paper, ‘On The Nature and Aims of Psycho
analytical Treatment’ (1958), made me feel that this was only

1 The relation of this to the work of Heinz Hartmann will be considered
in Chapter XV.
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the beginning of an object-relations theory of treatment. It had
not begun to take account ofthe problem of regression, or of the
even deeper problem of ‘not having an ego at all’. I have already
made use of Winnicott’s work on ‘therapeutic regression in
search of a True Self ’ as a valuable exploration into this most
diflicult area of our experience, and I propose to use some
further ideas of his, in an unpublished paper of February 1966,
to pursue the exploration. This paper, ‘The Split-Gff Male and
Female Elements to be Found Clinically in Men and Women’,
is about the meaning of ‘bisexuality’ in the human constitution.
The relevance of this will be clarihed by first placing Winni
cott’s work in what appears to me to be its true position in the
development of psychoanalytic theory. Psychoanalytic theory
had for a long time the appearance ofthe exploration ofa circle
which had no obvious centre until ego-psychology got under
way. Exploration had to begin with peripheral phenomena
behaviour, moods, symptoms, conflicts, mental ‘mechanisms’,
erotic drives, aggression, fears, guilts, psychotic and psycho
neurotic states, instincts and impulses, erotogenic zones, matu
rational stages, and so on. All this is naturally important and
must lind its place in the total theory, but actually it is all
secondary to some absolutely fundamental factor which is the
‘core’ ofthe ‘person’ as such.

Stages of Psychoanabftic Theogz

Winnicott quotes a case ofa male patient for whom interpre
tations in terms of any of these secondary phenomena were not
‘mutative’. He could see a real point in them, but they set
nothing moving. Interpretations, however, which bore on the ego’s
need and struggle to come by a sense ry” realigf, cy” reliable on-going
‘being’ at once evoked a response. The psychoanalytic circle was
finding its centre. Here we are dealing with the truly universal
problem, varying in degree, of all human beings. The theme of
bisexuality, that there are normally both male and female
elements in both men and women, each needing their appro
priate development and integration with each other, along with
the particular meaning Winnicott gives to these elements, has
to do with the very constitution and nature Q" the individual person, the
basic ‘ego’ as such, and what goes to its making. In the case
quoted a crucial interpretation had taken the analysis into this
region. Winnicott says:
We could now explain why my interpretations, made on good
grounds, in respect of use of object, oral erotic satisfactions in the
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transference, oral sadistic ideas .... , why such interpretations were
never mutative. They were accepted, but; so what? Now the new
position had been reached the patient felt a sense of relationship
with me, and this was extremely vivid. It had to do with identigf. [My
italics.]

This points to the very centre of the concentric circles of psycho
analytic theory and therapy: a series of five concentric circles
with a common centre. The outermost circle is the life of the
individual as a member of his social world. From there, in
vestigation proceeds into his capacities for human relationships,
as shaped by his experiences in childhood, raising the problems
of personality illness on first neurotic and then psychotic levels.
This brings us to the heart of the acute difliculties the human
infant has in struggling to establish his personality in the earliest
years, and thence to the centre of all these circles, the absolute
beginnings of ego-identity in infancy. The live concentric circles
with their centre may be set forth as six stages beginning with
the latest and working down to the earliest.

V (1) The Individual in Soeieyf, object-relations in real life, with
i variable degrees of adjustment and maladjustment, and

not too serious character neurosis and psychoneurotic
symptoms. Human life in general as we see it and take
it at face value, coping practically with it, rather than
looking too deeply into its anxieties and tensions.

(2) Oedipal Problems, looking below the surface of the day-to
day dealings of human beings with each other, to the
emotional capacities of the individual for object-relation
ships, as fashioned within and limited by the family set-up
and ties to parents and siblings; healthy normal oedipal
developments; pathological oedipal patterns grown-in to
the structure of the emotional personality, and operative
in the outer world.
Personality Illness, the Failing Struggle to Function Socialhf, and
maintain good-enough object-relations, and stand up to
real life pressures when they play upon pathological
patterns of grown-in tensions in the unconscious.

V (a) Pgfchofzeurotic Anxiegf States over sexual and aggressive
antisocial impulses, with their somatic resonances.

(b) Ambivalenoe, Love-hate Conflicts, Guilt and Depression, primi
tive ruthlessness, fear of destructiveness and the need
to make reparation, manic-depressive mood swings,
not yet of psychotic intensity. The transference neur
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oses, hysteria, obsessions, phobias, paranoid attitudes
in neurosis.
(1), (2), and (3) are pre-eminently the sphere of
Freud, taking into account the fact that, increasingly
from 1920 his thinking revolved around ego-anabfsis,
the aspect of his theory that Hartmann developed so
fully. In (3), however, the work of Melanie Klein
begins to go beyond Freud.

(4) Deeper Level Illness, the Struggle to Keep Possession fy” an Ego.

l

'f (5

(a) Exploration fy" the earliest stages of ego-development, the
early infantile anxiety-positions, and infantile origins
of psychosis. The depressive and paranoid positions in
development, internal objects ana’ object-splittings, and the
fantasy ‘inner world’.
This embraces the main original Kleinian contribu
tion.

f(b) Sohizoid Problems, detachment from real object-rela
tions, and withdrawal to living in the secret inner fan
tasy world. Ego-splittings matching object-splittings.
Regressed illnesses.
This is particularly the sphere of Fairbairn.
The isolation of the schizoid ego in the unconscious,
Winnicott’s ‘true self in cold storage’, my development
of Fairbairn’s theory to include a split in the infantile
libidinal ego, leading to a regressed ego.L

At this point we must note that the work of Melanie Klein
grew out of the analysis of young children in general, and
the work of F airbairn grew out of the analysis of schizoid
adults in the light of Melanie Klein’s findings. In all this,
research was delving further and further back into earliest
infancy. There were many workers in this field, but for
the further stages I have designated (5) and (6), the work of
Winnioott on the earliest mother-ehila' relationship seems to me
to yield the ideas that become the key concepts for under
standing these deepest levels of psychic life.
The Beginnings ofthe Ego. The differentiation of subject and
object out of the state of primary identification, stimu
lating the beginnings of specific ego-development. The
growth of the experience of basic ego-relatedness, and there
with of the capacity both to enter into objection-relations
and also to be alone, without anxiety and insecurity.
Difliculties at this stage, before the ego is strongly con
solidated, will then lead to object-splitting and ego
splitting, as studied by Klein and Fairbairn.
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y (6) Before the Dwrentiated Ego, the Absolute Start cy' the Ego,
factually in an object-relation which the infant cannot yet
experience as an object-relation but can experience (in
sophisticated adult language) as .9»mbiosis, identity with
(in favourable cases) a stable object, the good enough

3 mother; making possible the beginnings of the experience
‘Z <; of ‘being’, or ‘security’ and of ‘self-identity’. With the goodz . . . . .
§ mother all th1s takes place in a condition of maximum

protection against anxiety. It is sometimes said that bad
object experience provides the first powerful stimulus
to the differentiation of a separate ego. If that were so,
the ego could never have any other than an anxious base.
To be capable of development to full maturity, the ego must begin
to dwrentiate out fy" a basic experience fy" full securigf in the
mutual identyication of mother and infant. Primary identifica
tion is a relationship with a subjective object, an ex
perience in which, for the baby, subject and object are as
yet all one (in his experience). This, (stage (6), the centre
of the five concentric circles discriminated in theory)
allows of the emergence (stage (5), the first clearly de
finable phase of development) of the ‘objective object’ and

L the ‘objective subject’, i.e. the specific Ego.
Section 5 is covered in Winnicott’s writings by Chapters 1,

2, and 3 in The Family and Individual Development (especially in
Chapter 2, ‘The Relationship of a Mother to her Baby at the
Beginning’), and by Chapters 2, 3, 4, and I7 in The Matura
tional Processes and The Facilitating Environment (especially Chapter
2, ‘The Capacity to be Alone’). Three quotations will suflice:
Ego immaturiy is naturalbf balanced by ego-support from the mother(p. 32).
The maternal ego implementing the infant ego and so making it
powerful and stable. (p. 41.)

Is the (infant) ego strong or weak? The answer depends on the
actual mother and her ability to meet the absolute dependence of
the actual infant at the beginning, at the stage before the infant
has separated out the mother from the self. (p. 57.)

This last quotation takes us back to stage (6) ; and his chapter on
‘Communicating and Not Communicating’ implies the need to
go back to the absolute start Qf the ego where we Hnd ‘primary
maternal preoccupation’, and ‘primary identification’ of infant
with mother. Winnicott’s paper on bisexuality also takes us
back to this starting-point, and especially his view of the nature
of ‘the female element’, to which we now turn.
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Psyche, Ego and the Experience of Being

Accepting the view that human nature is constitutionally
bisexual, he seeks to ascertain what this means by trying to
isolate the ‘pure male element’ and the ‘pure female element’ in
our make-up. He suggests that the nature of the male element is
expressed in ‘doing’ and the nature of the female element in the
experience of ‘being’, which he regards as transmitted always
by the mother. These terms ‘doing’ and ‘being’ call for exact
and careful deiinition, but clearly the capacity for ‘doing’
should rest on a prior capacity for ‘being’, a basic experience
of secure, non-anxious ‘inbeingness’. We can observe clinically
in our patients that the struggle to maintain activity and ‘doing’
when one is in the grip of a basic feeling of ‘non-being’, and of
far-reaching lack of confidence in oneself as a person, is a
receipt for gross anxiety and dangerous tension. A good enough
relationship with a stable mother is the basis of the possibility,
through primary identification, of the Hrst nascent experiences
of security, selfhood, identity, the dehnitive start of the ego,
making possible in turn a growth in object-relationships, as the
dwrentiation fy” subject ana' object proceeds and the baby acquires a
‘not-me’ world andfeels to be a ‘me’ over against it. Bfgbre that, the ego
is there as a potentiality, latent in the psyche since the infant starts of as
‘a whole human being’ (Winnicott). That is realbf what Fairbairn
meant in speaking ry” ‘a pristine unitagr ego’. But it is only through
this kind of experience with the mother that the ego can begin
as a specific development, an increasingly conscious fact of
experience (not the same as the later developed speciiic ‘self
consciousness’). In the absence of this kind of mother-infant
relation, a viable ego does not get started, and the resulting
sense of profound underlying inner emptiness, nothingness,
‘non-being as a person’, is the gravest of all problems for
psychotherapy; a problem that can only be solved if the
analysts’ understanding of it succeeds in relating the patient to
himself, so as to make a belated start in ego-growth possible.

In the light of this, F airbairn’s term ‘pristine unitary ego’
should perhaps be understood to mean ‘pristine unitary
psyche’ with latent ego-quality, for, as development proceeds,
ego and psyche may not be identical, though in a theoretically
perfect development they would be. Every aspect of the psyche
that finds expression has ego quality, but the primary wholeness
of the psyche is obscured and lost beneath the fragmentation of
a split ego. The ego is always a latent possibility in, and indeed
belongs to the essential nature of the human psyche. The /zuman
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psyche is an incipient ego ana'  it were not, it would not be human.
That is what Fairbairn was concerned to stress in speaking of a
‘pristine unitary ego’. All psychic experience, however un
integrated or disintegrated, must have some degree of ego
quality as the experience ofa ‘subj ect’. There has to be a ‘subject’
to have the experience even of depersonalization and derealiza
tion. On the other hand, the human psyche does not always de
velop a very definite ego, and always, even in the most mature,
there is some degree of ego -splitting and failure to achieve basic
unity and wholeness of psychic development. ‘Pysche’ is the
hereditarily constituted psychic existence of the human being as
a subject of experience, there from the ante-natal start before the
time when the term ‘ego’ could be meaningfully applied. It in
cludes all his innate energies, latent capacities, and potential
powers (intelligence, gifts, etc.) . Even if no very specific ego forms,
the human being struggles along ‘in existence’, feeling that his
experience has no proper centre and no coherent ground; trying
to become a ‘person’ by ‘doing’, by using his energies and
abilities in spite of a lack of a proper sense of being, of whole
stable selfhood. In the worst case he may be psychotic, strug
gling to achieve and maintain some semblance of self hood in his
internal fantasy world, by methods that most people will not
recognize for what they are. Where there should be a feeling
of ‘ego’, there is only the experience of uncertainty, of ‘not
counting’, of being ‘nobody in particular’.

The ego in its earliest beginnings is the pgfchic subject experiencing
itself as ‘satisfactoribf in being’, perhaps a realization of what
Freud called the ‘pleasure principle’, though curiously enough
this is the only possible basis for the growth of a sense of ‘ego
reality’. It starts at some point in the feeling of security and the
enjoyment of it, as part of the overall experience of ‘being with
mother’ prior to differentiation of subject and object. The ego is
the psyche growing to seMrealization ana' identity, in the initial ex
perience of identyication ana' shared emotional experience with the
mother. This will be found in its most complete form in the in
fant’s relationship to the breast. Returning to Winnicott’s use
of ‘bisexuality’, i.e. that it involves the existence of both male
and female elements in both females and males, he refers to a
‘female element breast’ which presumably above all makes
possible for the infant the sense of ‘being’ prior to ‘a'oing’. By con
trast, the not very maternal, busy, bustling, organizing, dom
inating mother, who is determined that the baby shall ‘get on
with his feed’ at the rate her time-table dictates, will present
him with a ‘pseudo-male-element breast’ which seeks to ‘do
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things’ to him. The maternal mother, who understands her
baby’s emotional needs, especially in the earliest stages, can let
him feed and enjoy it at his own pace, and can then (most
important) let him go to sleep peacefully and restfully at the
breast. She gives him a ‘female element breast’ ,bar excéllence, at
which he can experience utter peace of tranquil existence,
simple ‘being’. This must represent the most complete ex
perience of security possible in human life. If it is sufficiently
adequate and repeated for long enough, it must lay the psychic
foundations of basic inner strength of ego-development as that
proceeds and proliferates. It is an experience that we could only
express in sophisticated verbal form by the simple statement
‘I am’, or possibly ‘I am because I feel secure and real’, (not ‘I
do’ or even ‘I think’, for ‘thinking’ is only a psychic form of
‘doing’) though it must be a long time before it can arrive at
such clarity. This is the sixth stage as outlined above, the
absolute start cy’ the ego.

Bisexualigf as ‘Being and ‘Doing’

We must now consider more closely Winnicott’s use of ‘being’
and ‘doing’ to define the ‘female’ and ‘male’ elements in human
nature. Questions of terminology and conceptualization con
front us. He raises these with reference to the case of a male
patient in whom he was faced with the

complete dissociation between the man and the aspect of the person
ality that has the opposite sex. In the case of this man patient the
dissociation was nearly complete.

Such dissociation can occur in either a male or a female
patient and he regards this deep level of the personality as not
easily reached by analysis. It is about

matters that concern the deepest or most central features of the
personality

and only

. . . at long length [is] the patient able to bring [such] deeply buried
matters into the content of the transference.

The evolution of two sexes, male and female, out of an originally
sexless form of life, certainly involved not only a differentiation
of physical functions but also to some extent of basic emotional
capacities. Some years ago a case of physical change of sex was
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reported in a married man who was already a father; he be
came a woman and found that the outstanding turning point in
the development of a new womanly self-awareness was the
sudden emergence of a new strong maternal feeling for babies.
True, fathers can share this feeling but we hardly claim that
they feel it as powerfully as mothers do. The capacities of both
sexes are present, if not developed identically, in both sexes.

In the case Winnicott examines he says:

There was a dissociation [of the opposite sexual element] that was
on the point of breaking down. The dissociation defence was giving
way to an acceptance of bisexuality as a quality of the unit or total
self .... I was dealing with what could be called a pure female
element [i.e. in a male].

He adds:

In our theory it is necessary to allow for both a male and a female
element in boys and men and girls and women. These elements may
be split off to a high degree . . . I wish to compare and contrast the
unalloyed male and female elements in the contexts of object
relating.

W innicott recognizes that the meaning of these terms is not yet
finalized. He says:

I shall continue to use this terminology [male and female elements]
for the time being, since I know of no other suitable descriptive
terms. Certainly ‘active’ and ‘passive’ are not correct terms, and I
must continue with the argument using the terms that are available.

Repression, Withdrawal, ana' Dissociation

One other question of terminology is important, the meaning
of ‘dissociation’. In _]anet’s sense of the falling apart of elements
in a psyche that was not strong enough to hold itself together, it
was replaced by Freud’s dynamic concept of ‘repression’, the
active rejection into the unconscious of memories or impulses
that were not acceptable to the conscious ego. The repression
of antisocial impulses at the instance of guilt as a depressive
phenomenon is a case in point, and may be contrasted with
‘Withdrawal’, the flight inside of a part of the ego that feels too
weak to cope with outer reality. Both repression and with
drawal imply an ego already formed and capable of being split.
Should we use ‘dissociation’ to denote ‘withdrawal’ as distinct
from repression (much as a man may ‘dissociate’ himself from
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a movement he has fallen out of sympathy with, i.e. withdraw
from membership): or does ‘dissociation’ denote a more
primitive phenomenon, some constitutional potentiality that
has been left out at the beginning of the process of growth,
something apart, unevoked, blocked off from the start, never
integrated or given a chance to develop. In this case the con
stitutional male and female elements in the psyche will have
failed to become associated together in the early stages of
development so that an incomplete self comes about. Winnicott
regards the ‘dissociated’ as something in the patient’s make-up
that he himself cannot know; it is outside the range of his
ego-experience, conscious or unconscious. It is something the
analyst must discern for the patient. This applies radically to
the unevoked and undeveloped potential in the psyche. The
‘withdrawn’ or ‘regressed’ libidinal ego is also kept repressed.
The ‘true self in cold storage’ could, it seems to me, mean either
the repressed regressed ego or the dissociated unevoked psychic
potential. In both cases the patient has lost touch with his own
potentialities, and we have to help him to find himself. With
the patient under discussion, it was only Winnicott’s ‘seeing’ his
split-oH` female element as something the patient was expressing
in the session without realizing it, that enabled him to know
himself in that respect. He writes:

The pure female split-off element found a primary unity with me as
analyst, and this gave the man a feeling of having started to live.

We may see the withdrawn ego and the undeveloped potential
as two different levels of the ‘dissociated’, and be prepared to
find both present and the Hrst barring the way to the second.

Then, accepting Winnicott’s usage that the female element
yields the experience of ‘being’ and the male element that of
‘doing’, it appears to me that clinically it is always the _#male
element that we jind dissociated, in bot/2 men and women, and that the
fundamental dissociation is of the female element. If ‘being’ exists,
‘doing’ will follow naturally from it. If it is not there but dis
sociated, then a forced kind of ‘doing’ will have to do duty for
both, but where the capacity for ‘doing’ fails completely, it
must be because the sense of ‘being’ is totally absent. A speaker
in a television programme on ‘The Sense of Belonging’ stated,
‘I plunged into marriage and motherhood and tried to sub
stitute doing for being.’ It was the sense of ‘being’, the female
element, that had either never been evoked in her, left out from
the start of her development, or else had been lost through the
withdrawal and regression into the unconscious depths, of the
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heart of her libidinal nature. It remained a dissociated potenti
ality in the absence of which any amount of busy ‘doing’ was
like a superstructure of a house with no foundation to rest on.
Her ‘doing’ was not dissociated except as spontaneous activity.
It was forced and tensely obvious. The female element is best
exemplyiecl in the maternal _]%eling that evokes ana' fosters an experience
of ‘being’ in the infant as a starting-point cy” all personaliyf growth; the
capacity to feel with, and then to _]%el for, the capacity to feel onesebf as ‘in
relationship’, the basic permanent experience of ego-relatedness, fy' which
the sense cy" ‘being’ is the core, ana' without which the p.91che loses all sense
of its own realigf as an ego. Une cannot ‘be’ anything in a vacuum.
Having developed this capacity to ‘be’ by experiencing the
primary relationship with a good enough mother, this will lead
spontaneously to the arising of a healthy unforced capacity to
‘do’, to carry on the activities necessary for maintaining and
fulfilling the relationship in practical ways. The experience of
‘being’ would be stultiiied if it did not lead on to the practical
expression of ‘doing’. The experience of ‘doing’ in the absence
of a secure sense of ‘being’ degenerates into a meaningless suc
cession of mere activities (as in the obsessional’s meaningless
repetition of the same thought, word or act), not performed for
their own proper purpose but as a futile effort to ‘keep oneself in
being’, to ‘manufacture’ a sense of ‘being’ one does not possess.

An absence, non-realization, or dissociation of the experience
of ‘being’ and of the possibility of it, and, along with that, in
capacity for healthy natural spontaneous ‘doing’ is the most
radical clinical phenomenon in analysis. Patients realize that
they have been working hard all their lives busily ‘doing’, not
in a natural but a forced way, to create an illusory sense of
reality as a person, a substitute for the experience of ‘inbeing
ness’ in a solid and self-assured way that is the only basis of the
self-confidence nearly all patients complain of lacking. The
experience of ‘being’ is more than the mere awareness of ‘exist
ence’. It involves the sense of reliable security in existence,
realized both in knowing oneself as a real person and as able to
make good relationships. The experience of ‘being’ is the beginning
and basis _]Q2r the realization fyf the potentialities in our raw human nature
jor developing as a ‘person’ in personal relationships. These potentiali
ties are given in our psychobiological inheritance, but can only
be developed in what Winnicott calls a ‘facilitating environ
ment’ of adequate mothering at the start: so that the experience
of ‘being’ and of ‘being in relationship’ are inseparable from
the start. When the sense of ‘being’ develops, ‘doing’ follows as
easy and natural self-expression along lines of genuine interest.
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If it is not there ‘doing’ in that natural sense does not occur.
Activity is forced, tense, strained, an attempt to compel an
insecure personality to carry on as a ‘going concern’. This may
become a manic or obsessional compulsive activity, for the
‘mind’ cannot stop, relax or rest because of a secret fear of
collapsing into non-existence. It is t/ze ina'ividual’s capaciyf for
experiencing a sense ty” ‘being’ that is priniaribf dissociated, IW un
realized at the start of development. He cannot get at his capaciyf to feel
real, because at the start of life no one evoked it, his mother
gave him so little genuine relationship that he actually came to
feel unreal. This emerges with startling clarity in those patients
who feel so undermined that they feel they will never be strong
enough to cope with living.

Pathological ‘Being’ and ‘Doing’ as Pseudofzmale and Pseudo-male

Winnicott’s equation of ‘being and doing’ with ‘pure female
and male elements’ is illuminated if we consider its pathological
forms. He regards ‘passive and active’ as not correct terms for
these elements, but they have an important bearing on them.
I shall speak rather of ‘passivity and _]%rced activity’. We lind
patients oscillating between these opposi.te states when hard
driven over-activity breaks down into passive, i.e. suffering,
exhaustion. We may treat them as pathological forms of male
and female elements, for they are, in fact, frequently thought of
in that way by patients who feel that ‘feminine’ signifies ‘weak
ness’ and ‘masculine’ signihes ‘aggressive pseudo-strength’. Thus
a bachelor patient in his forties said: ‘I used to rush about
doing things as a “man about town” copying my mother’s social
role, my facade for not feeling sure of being anything, not being
sure what sort of a person I was.’ He had a steady, capable, but
unassuming and unassertive father, and a dominant, socially
successful manic-depressive mother who ‘wore the trousers’.
His parents presented him with an inverted pattern of pseudo
female and male roles in which the mother made all the run
ning, and the father, except in very important matters, gave
way to her. This background hardly helps the child to develop
a healthy personality. Sexual differences appear as mutually
exclusive opposites and as conventionalized role-playing, not as
genuine and basic qualities of personality. Masculine and femi
nine are thought of as muscle and softness, toughness and
gentleness, strength and weakness, aggressiveness and timidity,
forced activity and passivity, whichever sex displays them. The
understanding of male and female elements in the personality
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as being mutually necessary and complementary in develop
ment, cannot be got at. In these pathological forms, the pseudo
male attitudes substitute for both healthy doing and healthy
being, while the pseudo-female attitudes of passivity or weak
ness essentially express non-being, not being a proper person.
If the healthy ‘female element’ is disassociated the healthy
‘male’ element is lost as well.

Thus, the bachelor patient I have just mentioned said: ‘As a
little boy I was a sissy, I didn’t play rough games like boys, I
cried easily if hurt. I feel now that my physique is weak and
girlish, but I felt I was becoming masculine when I got a
motor-bike. Nowl have a car but I still fantasy myself as a ton
up youth taking a shadowy girl on the pillion. She never has any
real personality but is only there to admire me. When I feel
anxious I still put on my leather jacket and tight belt round my
waist and look at myself in the glass and feel tough and mas
culine.’ Adler’s ‘masculine protest’ was an early indentification
of this pseudo-male, pathological sex role which can appear in
both men and women. It often develops into sadism and des
tructiveness, and carries the complementary idea of the woman
as the weaker sex; an idea which, except in the crude muscular
sense, has no counterpart in reality, but has great importance
in psychopathology. When male is equated with sadism, then
female is equated with masochism. Disturbed women harbour
these ideas as much as disturbed men. Thus a female patient, a
spinster in her early Hfties, when anxious, depressed, or when
she felt she was being ‘made into nothing’ at work by coercion
or undervaluation, would fly into violent rages to master her
fears, and scream out: ‘I’m not a woman, I’m a man, a man.
They cut off my penis and left me with a filthy hole.’ It emerged
that this ‘hole’ symbolized her pathological version of the female
element, a sense not only of her weakness but of her sense of
‘non-being’, of there being nothing there, an emptiness at the
heart of her. As a little girl she had once been left at home with
an older male cousin who had undressed her and stood over her
exposing his penis and bragging of his strength. This terrified
her and made her feel ‘just a weak helpless little thing’. But the
extent of her fear in that situation had pre-existing causes. Her
parents presented her with the inverted pattern of pseudo-sex
roles, a mild father who never effectively protected her from a
mother who did not want children, hated her and beat her, and
took charge of the family money and business. In such patients
one sees clearly the conflict between opposed pseudo-male and
pseudo-female attitudes, always involving them in hatred of the
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supposedly female characteristics (located in the weak parent
irrespective of sex). The pseudofzmale side in these cases is not dis
sociated but rfjected and possible repressed, both in men and women,
in favour of a pseudo-male role. The true female potentiality re
mains dissociated. Here are the pathological versions of ‘being
and doing’, ‘female and male’, in the forms of ‘passivity’ (weak
ness, submissiveness, helplessness, nonentity) and ‘forced acti
vity’ (toughness, strenuousness, aggressiveness, destructiveness,
compulsive over-activity). What is lacking is always a strong,
secure primary sense of ‘being’ from which healthy activity
could flow unforced, in terms of objective interests without
secondary anxious subjective motives. Healthy ‘being’ and
‘doing’ are complementary.

Healthy ‘Being’ and ‘Doing’ as True Female and Male Characteristics

If pathological ‘being and doing’ appear in sexual guise, it
seems probable that their healthy forms have a genuine sexual
connotation. In what sense is ‘being’ characteristically ‘female’
and ‘doing’ characteristically ‘male’? And in what sense does
‘female’ specially characterize the female sex, and ‘male’ the
male sex, since the pure female and male elements do not mean
woman and man, for both elements must naturally be de
veloped together in both sexes? Yet we must expect women, in
their constitutional make-up, to be ‘weighted’ on the side of
the ‘pure female element’, and men to be similarly ‘weighted’
on the side of the ‘pure male element’, without the opposite sex
element being absent. Pathological ‘weighting’ occurs in the
masculine protest in a woman and effeminacy in a man. How
shall we describe the ‘weighting’ in healthy persons? It must
come from the original circumstances which led to the differ
entiation of the sexes and shaped for them different functions
in the procreation and rearing of children. From the outset the
terms ‘being’ and ‘doing’ seem appropriate to describe these
functions, the mother having the more intrinsically important
part to play. The female receives what the male gives in the
sexual act, and when she becomes pregnant her part at first is
not so much to ‘do’ as to ‘be’ for the child. There is nothing she
can ‘do’ but if she ceases to ‘be’ the child will cease to ‘be’. Her
being and the baby’s being are linked inseparably as a physical
fact, and this ‘oneness’ is carried over into the beginnings ofthe infant’s
psychic ZMZ. Only gradually can he stand separation on the basis of un
disturbed oneness, in some sense preserved psychically after physical
separation, as the ground of the possibility of ‘relationship’.

S P--I
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Meanwhile the father’s part is to sustain the ‘being’ of both

mother and infant by his ‘doing’ as hunter, foodseeker, and
protector, without whom they would most likely die. At first,
his part has not the same deep intrinsic importance for the start
of the chilcl’s personaligf as the mother’s, though it increases in
importance as time goes on. The mother must later develop her
capacities for ‘doing’ for and with the child as he develops
separate individuality apart from her, and at the same time as
the child develops a personal relationship with the father, he
too must become able to have a maternal capacity simply to
‘be’ as a basis for the child’s secure development. ‘Male’ and
‘female’ are thus not primarily sexual terms in the narrow
genital sense. Genital functioning reflects the total personality
functioning of the mother and father. A man and woman ex
pressing together their mutual love in sexual relationship will
both alternate in reacting on the basis of both female and male
elements. A man and woman making love passionately to
gether are both reacting with their maleness, actively ‘doing’.
A man and woman lying quietly and restfully in each other’s
arms, simply aware of mutual well-being and security are both
reacting from their female element, simply experiencing their
secure existence each in themselves but in the medium of their
being securely together; so much so that they can afford, with
out danger to their separate individualities, to forget their
separateness, and experience identity and oneness, as they may
also do at the height of mutual sexual orgasm. This relives on
the adult level the primary identification each of them had as
infants with mother if all went well. Furthermore, one may be
male, actively ‘doing’ while the other is female, quietly and
receptively ‘being’, each in turn.

This oscillation of both partners between male and female
element reactions, not only characterizes their narrowly sexual
relations, but their whole relationship in marriage. Each will, in
so far as they are integrated and whole mature persons, be able
to relate to each other and to their children on the basis of both
‘female being’ and ‘male doing’. Nevertheless, the capacity _#Jr
‘being’ is fundamentalbf the _/%male ana' maternal element, because the
relationship of the mother to the child is fundamental in a way the
ather’s is not. Winnicott illustrates this b reference to the twoY

different kinds of object-relating, (a) object-relating in terms of
drives for satisfactions, implying separateness, activity, doing,
and (b) object-relating in terms of identification, simply as an
experience of subject-object identity as the basis of the capacity
to ‘be’ as an emotional experience. The first is a male relating,
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the second a female relating. Winnicott writes: ‘T`he male
element does while the female element (in males and females) is.’
So totally dependent is the infant at first that the very possi
bility of the start of his ego-development rests entirely on the
mother’s capacity to ‘be’ an adequate source of security. This
makes the equation not arbitrary. He writes:
However complex the sense of self and the establishment of an
identity eventually becomes as a baby grows, no sense of self
emerges except on the basis of this relating in the sense of BEING.

The ‘sense of being’ is the gift of stable mothers to both males
and females, and is the basis of strong ego~growth and therefore
of mental health, in the beginning.

One male patient said: ‘I always think of a real mother as not
a bustling, busy, organizing woman who “runs” the household,
but as a quiet, serene, warm, deep character whose very
presence makes the family feel secure.’ Such a woman is quite
capable of ‘doing’ but is likely to get things done with little fuss
and without seeming over-busy. The same is true of a stable
male. In both sexes we must say that the typically male element
of ‘doing’ must rest on the typically female element of ‘being’,
and the sense of ‘being’ is to be regarded as female because it
depends for both sexes on adequate mothering from the start.
The mother must first enable her baby to have a sense of the
reliability of his own secure existence, by being the kind of
person with whom the baby can share in her secure ‘being’.
Only then can the baby go on to develop a full capacity to
express his own reality by spontaneous unforced self-expressive
activity, because he has a self to express, a strong ego to be
active with. A spinster in her fifties who was hated by her
mother and whose life had been one long angry struggle to
drive herself on, said, ‘I can’t cope with life. I’ve got nothing to
cope with life with.’ She was not referring to abilities, which she
did not lack, but to her not having any inner feeling of being a
whole real person. The struggle to substitute ‘doing’ for ‘being’
is always nearer to breakdown point than the individual cares
to know. This made one patient say: ‘I’m only a thin veneer of
the intellectual professional man over a chaos of deep-down
emptiness, terror and ferocity.’

Male and Female Relating and Knowing: Thinking and Feeling

The ‘male way of object-relating’ presents no difficulty in delin
ition. It is the active way of ‘doing’, and in much of recreation,
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sexual activity, work co-operation, intellectual pursuits, and
scientific investigation, both males and females are relating
with their male element capacities, doing something with
someone. The ‘female element’ plays a sustaining part varying
with the nature of the activity. The ‘female way of object
relating’ presents some difficulty. Winnicott is, apparently, in
two minds about it. He writes:

I wish to compare and contrast the unalloyed male and female
elements in the context of object-relating .... The element I am
calling ‘male’ does traffic in terms of active relating or passive being
related to, each backed by instinct (i.e. specific impulses) .... By
contrast, the pure female element relates to the breast (or to the
mother) in the sense that the object is the subject .... Here in this
relatedness of pure female element to breast is a practical applica
tion of the idea of the subjective object, and the experience of this
paves the way for the objective subject-that is the idea of a self,
and the feeling of real that springs from having an identity .... No
sense of self emerges except on the basis of this relating in the sense
of BEING _ _ . The term primary identification has perhaps been used
for just this .... As the ego begins to organize, this that I am calling
the object-relating of the pure female element establishes what is
perhaps the simplest of all experiences, the experience of ‘being’.

Nevertheless, he later writes:

This pure female element has nothing to do with object-relating.
Object-relating belongs to the boy aspect of the personality un
contaminated by the female element.

There is an ambiguity in his use of the term ‘relating’, so that
he both affirms and denies that ‘female element identifying’ is
a way of relating.

This ambiguity carries over into the problems of ‘communi
cating’ and ‘knowing’. He distinguishes between a male element
breast and a female element breast. The male element breast is
characterized by ‘doing’, when actively feeding the baby. By
contrast the female element breast is not doing something for, but
being something for the baby, simply being there as a safe, reliable,
warm, comforting contact; giving not food but relationship,
love, interest, attention, everything that enables the infant to
feel securely ‘in being’, protecting him against premature dis
turbance before he is able to deal with it. At first the infant
knows no difference between himself and the breast, but feels
that he ‘is’ because the breast ‘is’. Here is the origin of all
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‘knowing by identilicationl Thus there are two ways of ‘know
ing’. The male way of knowing in its highest development is
objective analytical scientific investigation. The j%male way of
knowing in the completest sense is the mother’s intuitive know
ledge of her baby. Thus Winnicott writes:
‘Primary maternal pre-occupation’ . . . is the thing that gives the
mother her special ability to do the right thing. She knows what the
baby could be feeling like. No one else knows. Doctors and nurses
may know a lot about psychology, and of course they know all about
body health and disease. But they do not know what a baby feels
like from minute to minute because they are outside this area of
experience. (The Family ana' Individual Development, p. 15.)

They are scientists, not mothers. Thus we may say that feeling’
is the _/Qzmale element, a state of being, of being in touch, fy" knowing by
identyfcation: while ‘thinking’ is a male element, intellectual activizy.
Both men and women are capable of both thinking and feeling.
Both can concentrate too exclusively on intellectual activities
and remain undeveloped in their female and maternal capaci
ties, to the impoverishment of their personalities and of their
capacity to ‘know’ in a deeper sense. Marjorie Brierley, as
previously quoted, writes:
One thing I feel pretty sure about is that we feel before we think,
even in images, and that feeling is therefore our means of discrimin
ation with respect to what happens to us well before we become
capable of strictly cognitive discrimination.

This ambiguity of meaning of ‘relating’ and ‘knowing’ with
respect to the female element, seems to supply the key to the
problem (discussed in Chapter VIII) posed by Winnicott in his
paper on ‘Communicating and Not Communicating’, namely,
‘Is the individual ultimately and at bottom an isolate?’ He states:

Although healthy persons communicate and enjoy communicating,
the other fact is equally true, that each individual is an isolate, perma
nentbf non-communicating, permanentbf unknown, in fact urwund .... At
the centre of each person is an incommunicado element .... The
violation of the self ’s core, the alteration of the self ’s central elements
by communication seeping through the defences: for me this would
be the sin against the self .... The question is: how to be isolated
without having to be insulated?
He summarizes this as:

The non-communicating central self, for ever immune from the
reality principle, and for ever silent. Here communication is



262 BASIC EGO-WEAKNESS
non-verbal . . . absolutely personal. It belongs to being alive. . . _ It
is out of this that communication naturally arises.

Here, however, is the same ambiguity in the meaning of ‘com
municating’. He does not really mean that the central self is
non-communicating but that it does not communicate in the
male way:

Here communication is non-verbal _ . . absolutely personal . . . it is
out of this that communication (i.e. verbal communication based on
the male function of ‘thinking’) arises.

The difference is not between communicating and not-com
munieating, but between communicating verbally ana' non-verbally, on
t/ze basis ry' thinking ana'j%eling, the male andfzmale ways of relating,
knowing, ana' communicating. lf the central self were really non
communicating, it would be an isolate, and this would destroy
the very thing W innicott contends for: namely that

No sense of self emerges except on the basis of this relating in the
sense of BEING,

the ‘knowing’ and ‘communicating’ involved in the basic
mother-infant relationship of primary indentification. Since the
central self can communicate non-verbally, personally, in this
way, it cannot be an isolate. The term ‘isolate’ also is used
ambiguously.

‘The central core of the personality’ must be the same as ‘the
uncontaminated female element that leads us to BEING’.
‘Doing’ is a secondary development. The ‘core of the self’ does
not communicate verbally in the male way or enter into active
object-relations, but it does communicate personally and pre
verbally, and enters into object-relations in the female way.
There are two ways of relating, knowing and communicating;
the male element way of relating by active doing, knowing by
thinking, and communicating by verbal symbols of ideas. It
centres on the intellectual processes. T/ze female element way is
that of relating by identifying and sharing in a sense of being,
knowing by feeling, and communicating by emotional empathy.
This is the mother’s way with the baby and it enables the baby
to establish his ego-identity. Only when this way of relating
breaks down does the baby grow up to be really an ‘isolate’ at
heart, unable to communicate and in terror both of being
found and of remaining unfound. All this is recognized in the
familiar line, ‘Thoughts that do often lie too deep for tears’, or
for any expression in words, an experience common in earliest



FOUNDATICNS OF EGO-IDENTITY 263
motherhood, profound friendship, and true marital love. The
criticism may be made that this implies extrasensory percep
tion, but that only draws a red herring across the trail. Sensory
experience plays its part in both emotional and intellectual
processes. In the former it merges in feeling; in the latter it is
the basis of images, ideas, and thoughts.

We may summarize the whole line of thought thus: ‘doing’
flowing naturally from a secure sense of ‘being’ is a state of
balanced and integrated mature development of our bisexual
make-up. ‘Doing’ should not have to be carried on to create
and sustain a sense of ‘being’, but should express and satisfy the
needs and interests of an ego that can take its secure and re
liable on-going being for granted, because the mother took care
of that physically, and, even more important, mentally. The
infant can grow up with no feeling of having to work hard
to keep himself mentally functioning and alive. When activity
has to be devoted to that, the resulting strain, tension, and
exhaustion blocks full free development.

The problem of the female element of being and the male
element of doing, as different factors in our nature which should
be complementary but may be forced into conflict, can appear
clinically in a particular form. The female element may be
defined as the need to be ernotionalbf susceptible, the capacigf for
sensitiveness to what others are fzeling. This is most necessary to the
mother if she is to understand her baby and sense his needs. By
contrast, the male element, seen as the need to be able to take
practical action in an M671 dficult and dangerous world, and if
necessary to harden the heart to do what is unavoidable, had
to fall to the lot of tl1e father who could not afford to be too
sensitive. That is how it worked out in a rough-and-ready way,
though both capacities needed to be available to both men and
women. None fights fiercer than the animal mother in defence
of her young, and the male must do a share of mothering. How
ever, considered as elements in our total make-up, the female
element is the emotionally sensitive self that can be more easily
hurt, and can then be felt as a weakness to be resisted, resented,
and hidden behind a tough exterior. Patients who have not been
able to develop the tough superficial defence but have remained
too vulnerable and sensitive, may generate an intense un
conscious hate of their female element, project it, and ex
perience frightening destructive impulses towards little girls
and women. Thus two patients, one a married man, the other
an unmarried woman, both in middle-life, had become self
sacrificing slaves to other people’s interests. The man had a
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breakdown which began with a need to go to the lavatory in
the night; but this involved passing his small daughter’s bed
room door, and he was unable to move because of a terror that
he would go in and strangle her. He then became a prey to fears
that he would do some injury to his very sympathetic wife. The
female patient, early in her breakdown, went to stay with some
very helpful friends who had a particularly friendly small
daughter. The patient became terrihed of being left alone with
her because of an impulse to strangle her, and also felt sudden
urges to attack the mother. Thus the capacity for sensitive and
sympathetic feeling so especially necessary in the mother with
her baby, is felt to be the female element in human nature, and
if projected may be either desired as the one thing needful or
hated as a weakness to be destroyed in some female person, as
often as not a girl child.

Representation fy" Male and Female Elements by Michelangelo

The female element as ‘being’ and the male element as
‘doing’ is strikingly illustrated by Michelangelo in four Madon
nas, produced between 1503-6, in one of his most creative
periods. There is an obvious continuity of unconscious intui
tive thinking in the four works. The first, the Doni Madonna, is
a painting of Mary, Joseph, and Jesus as an intensely active
group. It seems that at that point Michelangelo was driven
back to what lay behind and led up to that capacity for vital
activity. He then produced a marble statue, the Brughes
Madonna, and two marble reliefs, the Pitti Tondo and the
Taddei Tondo in which he worked out his answer. We may
treat the painting as the fourth, not the Hrst, of the series. The
Brughes statue gives simply the Madonna and Child in a state
of complete quietude and repose. The Madonna is sitting quite
still with an expression of calm and peace on her face that
perfectly expresses ‘life without activity’ or ‘being without
doing’. The Child stands motionless at her knee in the same
state of complete restful composure. The mother is simply
‘being’ for the child who shares in her state and can simply ‘be’
for the mother. They are not looking at each other but are
simply ‘at one’ and together, in a way that expresses the most
complete and absolute security, the experience of identification
and ‘sharing in being’ of mother and child. Here is the true
starting-point for the growth of the human being to a capacity
for confident and vital activity, and therefore ‘activity’ de
velops slowly through the other three works. In the Pitti Tondo
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movement has occurred. Again the child stands at the mother’s
knee while the mother sits calmly with an expression of deep
and restful peace. But instead of simple ‘togetherness’, the
beginning of active object-relationship has occurred. The child
has turned towards his mother and is resting one elbow on her
lap. The Brughes and Pitti Madonnas portray the laying of the
foundations of security and therefore of subsequent activity on
the part of the child, in his relation to the calm and stable
‘being’ of the mother. This is the female element in human
existence, and therefore no male figure other than the child is
present in either of these two works.

In the third, or Taddei, Madonna a striking development has
taken place. The child Jesus has sprung into action and a third
Hgure, a male, the boy St _]ohn is included. He holds out a fish
to jesus, who moved by curiosity has started forward to see
what it is, and then has suddenly become anxious and shrinks
back while loath to leave it. He is still looking back at it while
he runs to his mother for safety. The mother sits there calm and
undisturbed holding out a protective arm to her son but with a
reassuring expression towards St_]ohn. Anxiety is clearly allayed
in this experiment of ‘doing’ on the basis of stable ‘mother
child being’, and we turn back to the first work, the Doni
painting, which must be seen as the end result of Michel
angelo’s experiencing of the mother-child relationship. We now
have a scene of full and unrestrained healthy activity on the
part of the child, as actively supported not only by the mother
but also by the father, the male figure who is now appropriately
present in a picture in which the male element of ‘doing’ is
the theme. _]esus, a strong and muscular little boy, is vigor
ously climbing on his mother’s shoulder, while Mary, clearly
a woman of strong physique, though retaining her basic gentle
mothering quality, is holding him up there, and Joseph stand
ing behind them is lending a helping hand to support the child’s
vigorous outflow of energy in action; yet ]oseph’s expression
contains something of mothering solicitude for the child while
he enters in spirit into the child’s activity.

Ego-Identigy in Privaqy and in Relationship

While Winnicott’s view that ‘each individual is an isolate
. . . permanently unknown, in fact unfound’ seems to me to be
unreconcilable with his fundamentally important view that
‘no sense of self emerges except on the basis of relating in the
sense of BEING’ in the identificatory relationship of mother
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and infant, nevertheless he calls our attention to one of the
two ultimate problems, the need of the individual to preserve
his individuality from violation. Relationship and dependence
must not compromise separateness and independence, but must
sustain and nourish them.

The mother first supplies the baby with his basis for ‘being’
while he is still in the womb, and must be able to prolong that
secure experience of ‘being-at-one-with-her’ after birth, so that
as the baby begins to experience his physical and psychological
separateness from the mother on a conscious level, he is pro
tected, by the unconscious persistence of the feeling of ‘being
at-one-with’, from the shock of what might otherwise be ex
perienced as a feeling of being ‘cut ofl", lost, dying. A secure
sense cy" being, shared with a stable mother both before and a/Qer birth,
must remain as a permanent foundation in the unconscious, on the basis of
which a separate ego-identity can develop stabbf and elaborate into a
highbt individual personality. The infant could not stand without
grave disturbance the upheaval of first physical and then psychic
birth into separateness, ultimately at a conscious level, if he had
lost the rock bottom experience of ‘being in touch’ and ‘in
being’ and ‘at one with’ in his deepest unconscious feeling. The
mightiest oak can only go on being an oak because it has deep
hidden roots in mother earth. The conscious ego is the ego qfsepara
tion, fy' ‘doing’, ry" acting and being acted on, and in that sense is the
location of the male element in personality. It must derive its strength

from the deepest unconscious core cy" the self that has never lost the feeling
ey" ‘being-at-one-with’ the maternal source cy” its life. This ultimate
source of inner strength may become ‘dissociated’ and in
accessible if the mother fails the infant badly and allows his
sense of primary security in identification with herself to be
shattered by her rejection or neglect. Two patients who answer
exactly to that description, say they feel ‘lost’, in a ‘wilderness’
and ‘in despair of being found’. Even then at the very deepest
level of the unconscious there must remain some buried memory
of this original ‘oneness’, and the patient goes in search of it
when he breaks down into a profoundly regressed illness based
on a fantasy of a return to the womb.

If the primary security of the mother-child relationship does
become thus unreliable too early, ego-development fails to get
a proper start or falters and breaks down. There supervenes a
condition in which psychic impulses operate in disconnected or
dissociated ways, because the ego they should express is still
only a latent possibility; there is no effective ego to which they
can belong. The patient can never then become a real person
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unless by ‘therapeutic regression’ he can find his way back to
the starting-point of primary identification, now in the trans
ference relation to the analyst. But the process of ego-develop
ment is, in itself, the normal process by which an undisturbed
psyche grows its coherence and differentiation, in unity and
wholeness. The feeling ‘I am’ leads to the question ‘What am I?’,
i.e. the experience of ‘being’ leads to growth of self-conscious
ness, self-knowledge, and self-realization.

There is, however, always some tension in human beings
between the need to defend their separate individuality and
the need to keep in relationships. We have seen this in the
schizoid person’s ‘in and out’ way of living. My own experience
of patients suggests that the fear of isolation, of the ego being
emptied by feeling completely cut off from all object-relation
ships is deeper and more overpowering than the fear of the
ego being violated or smothered in object-relationships. Total
separation, absolute complete separate individuality, seems
impossible to human beings for it renders existence meaning
less. If an ego forms and then loses the sense of relationship to
any depth, it begins to disintegrate. We begin as literally a part
of another person, of ‘nature’, and only if that basic sense of
unity and the security it gives persists as a permanent un
conscious foundation, can we sustain separateness and in
dividuality without anxiety. The psychic factor that underlies
everything else, the experience of identincation, of oneness, of
the sense of belonging, of not being an ‘isolate’, is the psycho
logical replacement for the security of the original literal
organic oneness with the mother and ‘nature’. The need of the
human being to retain a fundamental sense of organic unity
which is at the same time a latent sense of relationship, and
which will develop through a good mother-infant experience
into a specific capacity for ego-object relationship, ultimately
with the universe itself, the final reality, must have been the
core of religious experience all down the ages, however varied
and transient its expressions in ‘historic religions’ may have
been; i.e. Buber’s ‘yearning for the cosmic connexion’ as some
thing entirely different from projecting a father-image on to the
universe.

However, we have to recognize that individuality and
separate ego-identity, however strongly achieved, are always
precariously held against threats from the external world. A
practical exploitation of this fact is seen in third-degree in
terrogation, and still more in the brain-washing techniques and
the physical and psychological high pressure methods used by
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totalitarian political systems to break down the resistance of
those who dare to be real individuals, by breaking down their
entire personality. When people have a ‘nervous breakdown’
and feel they are ‘going to bits’ under the pressure of life, this is
only a commoner version of the same thing. We cannot stand
what Winnicott calls ‘the violation of the self ’s core by com
munication seeping through our defences’. We must feel able
to shut out the external world and maintain our right to an
inviolable privacy within ourselves at need if we are to remain
healthy persons. We cannot tolerate being psychologically
‘flooded’ by alien invading experiences, or again, as Winnicott
puts it, suffering in reality ‘the frightening fantasy of being in
finitely exploited’. I cannot see that this implies that ‘the self ’s
core is an isolate and incommunicado’. It seems to me that if
ever the ego feels itself to be approaching that condition it
begins to disintegrate for the opposite reasons, not because it
feels invaded and violated but emptied, left to flounder in a
vacuum, without the basic ‘ego-relatedness’ that must develop
out of the primary oneness of identification. Thus a patient who
had the unpleasant experience of being unexpectedly physically
assaulted by a man who lost his temper in an argument, de
fended himself adequately, but afterwards said: ‘I’ve gone back
to my old feeling that the world is a horrible place one can’t
succeed in, I feel utterly worn down. I feel the fundamental
part of me is a little bit of me that is really utterly alone and cut
off and will drag me down into that 1evel.’

Two things must remain inviolate if a human personality is
to remain strong:  An inner core of the sense of separate
individuality, of ‘me-ness’, of ego-identity, strong enough both
to relate to and accept communication from, or at need to
withdraw from the outer world without anxiety over possible
ego-loss; (ii) a still deeper ultimate core of the feeling of ‘at
oneness’ which is the soil out of which the sense of separateness
can grow. To feel separate and individual while cut off from any
foundation of ‘at-oneness’ is terrifying and destroys the ego.
This, however, involves also the opposite danger of the basic
need for ‘at-oneness’ threatening to paralyse and extinguish the
separateness, as when an insecure person defends his inde
pendence with fanatical determination because he is so afraid
of losing it if he allows himself to depend in any real way, say on
a therapist. It is /zordfnr individuals in our culture to realize that true
independence is rooted in and onbf grows out fyfprirnagf dependence.

Winnicott expresses his sense of the complexity of the question
whether the central self is an isolate, when he says, ‘This line of
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argument involves me in great difHculties.’ But I feel these dis
appear if we do not infer that, because relating, knowing, and
communicating as we generally understand them are ‘male
element’ activities, therefore the ‘female element’ (the basic
‘feeling’ psyche prior to the growth of ‘thinking and acting’)
does not relate, know or communicate. The point of Winnicott’s
work on the mother-infant relationship is that the ‘female
element’ has its own definite ways of relating, knowing, and
communicating which are fundamental. He writes:

The sense of being is something that antedates the idea of being
at-one-with because there has not yet been anything else except
identity.

But it is only because of the factual existence of a state of being
at-one-with, that the sense of being and the emergence of a
sense of self can come about at all. We are having to try to make
distinctions within an experience rich with possibilities and
never for a moment static. Even as identigf ana' being are experienced,
they must be in process of developing the experience of being-at-one-with
and cy" incipient relationship, which is the factual basis of their possi
bility. If this is the absolute start of experience, the core fy” the sebf can
hardbr be an isolate.

The deepest thing in human nature is ‘togetherness’. From
that starting-point the psyche passes through the separation of
birth into ‘aloneness’ which would be insupportable unless be
neath it, as its foundation, there still persisted that oneness of
the child with the mother, and through her with ‘mother
nature’, in the sense in which Buber quotes:

the mythical saying of the Jews ‘In the mother’s body man knows
the universe, in birth he forgets it’.

But he never forgets it at bottom. It remains as the secret found
ation of the stillness, security, and peace of the Brughes Ma
donna, a foundation which must be preserved and developed in
post-natal growth through identification to object-relationship.
Buber writes:

Time is granted to the child to exchange a spiritual connexion, that
is relation, for the natural connexion with the world.

But in the deepest unconscious it is never lost, and human
beings struggle to return to it when their ‘ego’ is most des
perately menaced. Only when this foundation of security is
retained is it safe for the reality outside to impinge on the ego
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of consciousness; and two human beings can be together in
silence and yet know that they are ‘in touch’ and ‘relating’ and
‘communicating’ in deep feeling without words or actions, at
that deep level.

This most elementary psychic level is the ‘female’ element of
pure feeling, starting off as the experience of ‘being’ which in
fact is an experience of ‘being-in-touch-with’ and could not
exist except in an actual relationship of ‘being-in-touch-with’.
It is the starting-point and permanent foundation of ego
identity and ego-strength, a quietness at the centre, a core of
personality which must be preserved inviolable, beyond the
reach of external world pressures. I think this is what Winni
cott means by

the violation of the ‘self ’s core’ . . . by communication seeping
through the defences . . . the sin against the self.

It is all a question of ‘what kind of communication’. There needs
to be an ability to defend against ‘male element’ impingement
at a conscious level without losing ‘female element’ relationship
in depth. Grave questions are raised by psychiatric attempts
to bypass the conscious ego and contact the unconscious direct.

A patient once mentioned how impressed he had been with a
description of Danny Kaye as a whirlwind of activity, wit, and
humour on the stage, though ‘the source of his rapport with his
audience was a stillness at the core’. This ‘self ’s core’, em
bedded in indissoluble ‘being-in-relationship’ and communica
tion of the special kind necessary and possible at that level, not
verbally but in feeling, was his source of rapport with others.
Only if that is dissociated, cut olf and made unavailable as the
foundation for ego-growth (it cannot be destroyed) by too bad
mothering, is the self forced into the position of an isolate, and
becomes unable to develop the sense of ‘basic ego-relatedness’.
This is the ultimate meaning of ‘ego-weakness’ and loss of ego
identity. In this disastrous predicament, the basic ‘being-in
relationship’ is there in the unconscious depths for the schizoid
suicide to take flight back to. For health, the female and male
elements need to be released from dissociation and integrated.
This is possible because it is the essence of the female element
that it can relate, know, and communicate in a more funda
mental way of feeling, than the more external relating, knowing,
and communicating of the male element. This is the foundation
of ego-identity, individuality, and object-relationship. Put
simply, the silent relating, knowing, and communicating of love
is a profounder thing in human experience than science.
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Science never knows ‘the person’; it only has information about
the ‘person’. Finally, ‘being and doing’, feeling and acting, are
not intrinsically female and male except by biological accident,
but have acquired that broad significance as the two elementary
constituents of personality. They transcend sexual differences
and are simply what belongs to being a whole person. As the
separate functions of the two sexes emerged, each had to specia
lize in one of these constituents without losing the capacity for
the other. There cannot be a whole complete human being without an
integration of feeling with thinking and acting, provided by ‘a'oing’,
arising spontaneoushz out of the fundamental experience cy” ‘being’.



Part I V

SOME IMPLICATIONS FOR
PSYCHOTHERAPY



X

DIFFERENT LEVELS OF PSYCHOTHERAPY

IN the previous chapters an attempt has been made to pursue
the analysis of the disturbed personality to the deepest possible
levels and to arrive at a truly radical understanding of mental
ill-health. This endeavour must go on, and no doubt much
more remains yet to be understood. Perhaps the search can
never be pushed to an absolute Hnal conclusion. When, how
ever, we turn our attention to the problems of psychotherapy,
it is well to remind ourselves that theoretical ultimates must
here give way to practical possibilities. The analysis of the
schizoid problem must have profound and far-reaching impli
cations for psychotherapy, but only relatively few therapeutic
analyses can be carried to that depth. In psychotherapeutic
practice we are limited to what the patient wants, and to what
his circumstances in a variety of respects make possible. Psycho
therapy is a function of at least three variables: the personality
and experience of the therapist, the incentives and the nature
of the problems of the patient, and the facilitating or frustrating
nature of the environment both materially and personally. This
is especially clearly emphasized in F reud’s cautionary com
ment, that things cannot be raised from the unconscious purely
by analysis, and we often have to wait for the impact of life
itself to trigger off what is repressed. Thus psychotherapy in
practice is not a uniform thing and certainly does not go to the
same depths with all patients. If we were to consider solely the
deepest problems revealed by analysis of the basic schizoid
level in the personality, we might be tempted to conclude that
radical psychotherapy was beyond our powers. It can certainly
only be carried out when therapist and patient can go on
together for a very long time.

Fortunately there are different levels of psychotherapy, and
we do not have in practice to be perfectionist, but to aim at the
possible. No doubt all therapists working with psychoanalytical
methods, have had a number of cases where only symptom
relief was called for, and could be achieved fairly quickly. This
may, in one sense, be no more than psychoanalytical first aid,
but can be very valuable. A simple example is afforded by a
man who thought that he had lost his sexual potency because
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he could not respond with any sexual feeling to a woman of
whom he had grown truly fond. In fact, his first marriage had
broken down to his dismay and left him very depressed until at
last he felt that he must take himself in hand and start mixing
with people again. He did this and presently developed an
entirely good friendship which he felt could develop towards
marriage, only to find himself freezing up emotionally. He was
not aware that his underlying feeling was ‘()nce bitten twice
shy; don’t ever risk it again; don’t be drawn.’ When this
became clear to him, he was able to face and get over that fear,
and his sexual responsiveness returned. A dozen sessions sufficed
for this, and though they also revealed the existence of person
ality problems that could well have been analysed, there was
no justification for embarking on such a venture. Malan’s
account (1963) of the experiments of Balint’s group in short
term planned psychoanalysis, gives strong reasons for holding
that we must be practical rather than perfectionist. In any case,
the early idea of ‘a fully analysed person’ has long since been
abandoned as a myth.

It is with these reservations in favour of what is practical,
that we can feel free to explore the possibilities of psychoanalytic
therapy ‘in depth’, simply because it can contribute so much of
value that might be used in shorter analyses. Even with more
radical treatments there are still different levels to which
analysis can proceed. No rigid scheme of ‘stages’ could be true
of the bewildering variety of unique individuals calling for
treatment. I shall indicate three stages which I have observed,
which in some patients have developed in orderly fashion,
though in other patients there has been what might be called
a disorderly oscillation to and fro between these stages before a
stable result could be come by. But the ‘disorder’ is only in
appearance, for the actual progress of any analysis has its own
inner logic. However, I have observed in some patients a fairly
consistent pattern of three stages of treatment, which could be
called the stages of  oedipal conflict, (ii) schizoid com
promise, and (iii) regression and regrowth.- All these three
stages are complex and no two patients ever work through them
in the same way or in any fixed order. They may go back and
forth between them, but they are broadly recognizable.

Before we explore these stages or phases in more detail, this
seems to be the place to mention two matters of general impor
tance. In my book Personality Structure ana' Human Interaction
(1961) I described F airbairn’s theory of endopsychic structure
as ‘a complete object-relations theory of the personality’. This, I
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now feel, may be somewhat misleading. It may be taken, as it
was by one critic, that by ‘complete’ I meant ‘f1nal’, as if Fair
bairn’s theory was ‘the last word’ on a difficult problem, which
would be absurd. I would now, therefore, rather describe his
views as ‘a consistent object-relations theory of the personality’.
What I intend by either ‘complete’ or ‘consistent’ is to stress the
fact that in F airbairn’s theory ‘personal object-relations’ is the
basic concept of the theory in its entirety and of every part of it,
which would not be true of F reud’s concept of the ‘id’ which is
impersonal. For F airbairn, an originally whole though un
developed pristine infantile psyche undergoes processes of
internal structural differentiation under the impact of the
infant’s mixed experience of part satisfaction and part frustra
tion in the earliest object-relationships. This results in good ego
growth as a result of good-object experience, and processes of
ego-splitting as a result of bad-object experience. Such a theory
plainly calls for concentration of research, on the facts of ego
development in the earliest stages of infancy and F airbairn’s
work on schizoid problems pointed in the same direction. His
work was not only a stimulus to, but also itself a part of a
general trend of psychoanalysis in that direction, taking us ever
deeper into the most fundamental problems, as we saw in
Winnicott’s work. As F airbairn once said to me, ‘The more we
analyse the ego, the longer analyses get.’

This brings me to the second matter. With the ever-increasing
concentration on the ego, its nature, origins, early develop
ment, signiiicance as the core of the human being’s ‘selfhood
as a person’, and on the patient’s struggle to achieve and pre
serve a viable ego with which to face the outer world, psycho
dynamic science emerges as specifically a ‘Personality Theory’.
It is well to consider the implications for psychotherapy of this
position. It does not mean that we are committed in every case
to call in question and analyse the entire structure of the
patient’s personality as a whole. Not every patient needs or
should be committed to a radical analysis, if he can achieve
sufficient stability without it. In a private communication
J. D. Sutherland has written:

There is a difficulty that may well get brought into consideration of
your thesis although strictly it does not apply. What I had in mind
was that in describing your basic process and its far-reaching im
portance, both in depth and width, within the personality, you may
be accused of not doing justice to all the other kinds of specific
manifestations that underlie the traditional nosological categories.
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You will at once feel that this would be an unjustifiable criticism,
as you do, for example, in connexion with the Oedipus complex,
make the point that what has been studied classically is the end pro
duct of a process stemming from certain major conflicts in the early
stages of development. I think the substance of what I am saying is
just to suggest that it is worth repeating in various ways and at
various points, even to what would seem a quite unnecessary degree
to yourself, the point that _your basic con/lict is an underlying factor which
can be _/Qnund in almost all the conditions where, of course, it is complicated
by the Wcts cy' more specifc developments particularbv related to subsequent
experience.

That is a wise precaution with which I unreservedly agree.
In fact I regard the schizoid problem as a basic condition that is
an underlying factor in varying degrees not only in all manifesta
tions of mental illness but also in what we accept as mental
health, a relative concept. It does not by any means always have
to be analysed, and in fact very often ‘good enough’ stability
is achieved, as it were, over the top of it, both with and without
analysis. On the other hand, we shall not thoroughly under
stand any condition of personality without taking into account
the fact that this underlying problem is there, in some degree.
My clinical experience is, nevertheless, that even when the
patient brings problems of schizoid withdrawnness at the very
beginning, the oedipal level of analysis always gets brought in
and cannot be by-passed by a premature attempt to resolve
schizoid problems as it were in isolation. If schizoid problems
represent a _/light from lW, oedipal problems represent a struggle to live,
and the two types ry" reaction interact constantbf all through IW itsem
and all through psychotherapeutic treatment. If schizoid problems
of ego-weakness and retreat are presented at first, their analysis
is quite likely to lead, not to a headlong plunge into deep regres
sion but into a mobilization of defences against regression,
bringing the patient back to the pressing problems of his per
sonal relationships both at home and at work and in his more
private life. Only later, when his oedipal patterns with their
guilt and self-punishment have been worked over, may it be
possible for him to return to facing the full force of his schizoid
flight from reality. Too early emergence of the schizoid problem
is not necessarily the best condition for its resolution. The per
sonality undergoes an important strengthening in working
through the oedipal conflicts. When it is not possible for treat
ment to stop there, this is still probably the best preparation for
dealing with still earlier matters. Thus Winnicott cites a woman
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who had an earlier oedipal analysis but came to him because
she knew that there was something deeper still to be dealt with
(1958b, p. 279). A patient once wrote to me to say that she had
had eight years’ analysis and had beneited greatly, in that con
structive social relationships and a happy marriage had become
possible: but she said it had not eliminated what she called her
‘earliest separation anxiety’. Sometimes it is possible to analyse
mild though important schizoid reactions usefully in the midst
of dealing with oedipal ambivalent love-hate and guilt problems
and they may represent no more than a Hagging, at that stage,
of the patient’s ‘will to recovery’. Patients can hate, not only
people, bad objects, but their illness, feeling profound irritation
and anger at the frustration of living under its limitations. The
patient has known and enjoyed enough at various times to
know how good life can be, and yet feels himself to be struggling
on, forever trying to reach a carrot dangled in front of him. He
recurrently feels the weariness and futility of struggling on year
after year always hoping for a final breakthrough to mental
health. Freud said that at best we can only help the patient to
exchange his neurotic suffering for ordinary human unhappi
ness. That, I believe, is too pessimistic a view, and the patient
has glimpses of feeling the possibility of experiencing himself
and life in a much more real and stable way. Yet there are
no quick short-cuts to his goal, and ‘hope deferred maketh the
heart sick’. Times of hopelessness, staleness, of longing to give
it all up and have done with it all will intervene, expressed in
a sense of futility and a withdrawn mood. This may well con
tain a reliving of similar moods in childhood, without implying
problems of the most ultimate kind. We may proceed then to
examine three stages or levels of psychotherapy, taking them
in what is perhaps their most natural order, oedipal conflict,
schizoid compromise, and regression, without implying that
this is in any way a fixed scheme.1

1. Oedipal Conflict. Whatever diagnostic label may be stuck
on a patient, hysteric, obsessional, anxiety state, depression,
etc., the Hrst few years of analysis are likely to deal with the
problems of the child struggling to adapt and maintain himself
in an unhelpful family widening out into the social environ
ment. This is broadly the ‘classic oedipal analysis’ of defences
and conflicts concerning ambivalent obj ect-relations of love and

1 The rest of this chapter is a revision of section two of ‘Psychodynamic
Theory and the Problem of Psychotherapy’, Brit. ]. med. Psychol., 36 (1963),
PP- 157-73
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hate, primarily with parents and siblings, and then transferred
into wider areas of living. As symptoms fade, the underlying
conflicts over sex, aggression, and guilt will emerge, and classic
depression in varying strength will have to be dealt with. Such
analyses can lead to marked improvements which are very
welcome, yet sometimes leave the feeling of something else
unspecified still to be dealt with. The analysis produced
valuable but not sufiiciently complete results, since in this case
it dealt with defences rather than ultimate causes. Neverthe
less, it can prove quite possible for a patient to find he can
stabilize at that point, especially if his infancy was good and his
disturbance arose in later childhood.

Thus twelve years ago a man came to me very depressed
after the death of his father. He said, ‘I can afford time and
money for Ioo sessions.’ I advised him to spread them over two
years since growth is a matter of time. In addition to his depres
sion, he was in a rut in his work, and his childless marriage was
hardly happy. At the end of his hundred sessions he was
definitely improved. He had got out of his rut at work, taken
a better job, and was doing well. He and his wife had faced their
problem, and adopted a child. I heard from him recently that
he was carrying on well. I had told him that his whole problem
could not be cleared up in a hundred sessions and he accepted
that. He said he still had occasional moods but he felt he under
stood and could manage them, and his work and home life were
satisfactory. The adoption had proved a success. That is a
worthwhile result if not a complete one. In practice, the greater
part, certainly of short-term therapy, is on this level. In the
early days of psychoanalysis a year seemed generally to be
adequate for treatment. But while we should always be happy
to be able to let matters rest at that stage, this may not be
possible.

2. T/ze Schizoia' Compromise. We may find that the patient,
instead of utilizing real improvements, is only marking time in
analysis, and retaining improvements by effecting a more
rational control, i.e. a modified and more reasonable obses
sional or schizoid character. Even then, if maintained, this may
well represent, for all practical purposes, a ‘cure’. But it may,
however, turn out to be far more some degree of schizoid com
promise, a half-in-and-half-out relationship to life in which the
patient is not really satisfied. The patient does not do without
personal relations, yet cannot do wholly with them, or cannot
stand their being too close and involving. He takes up a half
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way position in which he hopes to get by and remain relatively
undisturbed. If the patient can survive in that way, it is not
good to probe deeper, for it may mean asking him to face more
than he can stand to go to the depths of his insecurity. Never
theless, these relative stabilizations cannot be guaranteed to
last, and most patients, when they leave treatment, want the
security of knowing that they can contact the analyst again if
in real need. The patient may leave and later encounter real
life stresses which are too severe and break him down again.
Ur he may stick at analysis without really making use of it,
seeking to make analysis itself his compromise solution, gaining
enough support from sessions but not changing much. This
may break down; the patient feels frustrated, leaves in a resent
ful mood, and finds that his resentment of the now absent
analyst is aquite usefulif hardly constructive motivation helping
to keep his ego functioning. Lastly, the patient may stick at
analysis and allow his compromises to be analysed till slowly he
gets beneath them. Whether he had returned to analysis with
a second breakdown or carried on doggedly till the deepest
levels were reached, the result is much the same.

The way in which the schizoid compromise solution is
attempted and is liable to break down is best illustrated by two
actual cases. A male patient in his fifties who had decided to
end a long analysis and move to another city to start life afresh
said, ‘The height of my ambition now is to get through life
without trouble. It’s not that bad an aim, a bit negative; it has
a certain vegetable feel about it, a kind of blankness. Under
such circumstances you don’t feel anything much at all. That’s
a preferable state to feeling awful. Big changes have gone on
in me really. It’s a tremendous relief not to feel so frightened,
nor so excited in a bad way. Yet it feels also like losing some
thing.’ The last remark showed that he was aware that this was
not a final, positive result, but a compromise solution aiming at
maintaining improvements. It lacked the vital sense of reality
in living. Yet only he could know if he could have gone deeper
and in the end fared better. In fact, over a number of years to
date, he has reported post-analytic improvement.

How a well-established compromise solution can break down
is seen in the case of a woman in her late forties. She had
recovered complete physical health after a long analysis, and at
a late age took a University course to qualify for a profession,
established her independence of parents, got a flat and a car
of her own, and made all the progress it was possible to make
along those lines. The fact that this welcome improvement and
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independence also included a schizoid compromise, protecting
her from any real involvement in personal relations, became
clear when she suddenly panicked at the prospect of marriage.
She said: ‘I think I’ll be best keeping my freedom and inde
pendence, my job and money, flat and car, and not feeling too
deeply about anything. I don’t want to feel love or hate. If I
feel, I become a baby. If I skate over the surface and don’t feel
much, I can be more grown up, and in a way I enjoy life better
then, especially driving my car. Really I’m a child and don’t
want to do anything; I only want to go home to mother and
father. I picture our family living on a desert island and never
going out of it. I can’t really face life. I never wanted to do a
job; only stay at home and do housework with mother. But I
know they can’t live for ever and I’ve got to think out a dif
ferent way of life. Perhaps really I’ll drift into marriage, though
with my eyes open, and make something of it.’ The challenge
of marriage, however, made it increasingly difficult for her to
maintain her improvement on the basis of schizoid compromise,
and she was pushed into the more radical experiencing of her
basic fears of any real involvement in personal relationship, and
she did succeed in marriage in the end.

3. Regression and Regrowt/z. At this stage problems are
entirely different, specifically schizoid rather than depressed.
Une begins to gain contact with the terrihed infant in retreat
from life and hiding in his inner citadel: the problem to which,
in its various aspects, Chapters I to IX were devoted. Fairbairn
wrote:

Such an individual provides the most striking evidence of a conflict
between an extreme reluctance to abandon infantile dependence
and a desperate longing to renounce it; and it is at once fascinating
and pathetic to watch the patient, like a timid mouse, alternately
creeping out of the shelter of his hole to peep at the world of outer
objects and then beating a hasty retreat. (1952a, p. 39.)

Two cases illustrate this decisively. (i) A married woman of
Hfty, during a prolonged hysteric phase, dreamed of a hungry,
greedy, clamouring baby hidden under her apron, the symbolic
representation of an active orally sadistic infant who had to
be kept under control or none would like her. When she had
worked through that phase she became markedly schizoid,
quiet, shut-in, silent, finding it hard to maintain any interest in
life, beginning each session by saying ‘You’ve gone miles away
from me.’ She then produced a fantasy of a dead or else a sleep
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ing baby buried alive in her womb, and felt that she had a
lump inside her tummy as if pregnant. (ii) The second patient
was a male who had an earlier period of analysis of exception
ally sado-masochistic oral material and intense conflicts over
both sexual and aggressive impulses which he controlled with
great difficulty. He reached a stage where his original guilt
depression faded and he could carry on as a successful if obses
sionally hard working professional man. Then an unusually
severe run of family troubles broke him down again. When he
returned to treatment he was plainly struggling against a power
ful regressive drive, feeling exhausted, and having fantasies of
an infant wrapped away in a warm and comfortable womb.

It was this material that hrst suggested to me, as set forth in
the earlier chapters, that what F airbairn calls the libidinal ego,
corresponding to the libidinal aspect of the Freudian ‘id’, the
dependent needy infant, itself undergoes a further and final
split. It is already split off and isolated in the personality by
repression, by the Freudian ego and superego, or what Fair
bairn calls the central ego and antilibidinal ego. This amounts
to an internal persecution to which the infantile ego produces
a double reaction of ‘anger and fight’ and also ‘fear and flight’.
This leads to the deepest ego-split of all, into an active oral ego
and a helpless regressed ego as a final hidden danger. Psycho
analysis has taken full account of the ‘ego vicissitudes’ of anger
and the aggressive or Hghting impulses in face of threat. It has
not taken the same full account of the ‘ego vicissitudes’ of fear
and Hight from life, and never fully fitted regression into the
conceptual framework. In practice, regression is usually treated,
psychiatrically, as a nuisance to be checked. This is far too
superHcial a view. Regressive trends are in fact derived from a
structurally specific part of the total self which is deeplywith
drawn, the schizoid ego par excellence, the hidden self in the
schizoid citadel. It has undergone a two-stage withdrawal, first
from a persecutory outer world of external bad objects; and
secondly, from a persecutory inner world of internal bad
objects, and especially the antilibinal ego (cf. Chapter VII).
In working back to this depth, we are led at last to the unevoked
potential of the patient’s true self.

Psychotherapy may produce valuable results en route which in
many cases, and for practical purposes, may prove sufficient;
but it cannot be radical unless it reaches and releases this lost
heart of the total self, which is not only repressed but in too
great fear to re-emerge. So far as I can see, though we have
come to this by different routes and our terminology is different,
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this is what Winnicott is saying when he describes a patient
as having had a successful oedipal analysis, and later coming
to him for a treatment which he calls strikingly ‘therapeutic
regression aiming at the rebirth of the true self ’, necessitated
by the fact that the ‘classical analysis had somehow left the core
of her illness unchanged’ (I958b, p. 249). This justifies us in
saying that what psychoanalysis has so far discovered is just how
difficult radical psychotherapy is.

We are left with two final problems for psychotherapeutic
research.

(I) First, that of resistance to treatment. This is due not only to
unconscious guilt over unconscious destructive fantasies and
impulses, sexual or aggressive, but also to guilt over weakness,
the fear of humiliation over disclosing weakness, and deepest of
all over the sheer fear of collapse into a self which is too weak
and fear-ridden to face living. The infantile dependence which
F airbairn regarded as the basic cause of neurosis, is something
which the patient has been taught culturally to despise in the
process of growing up, and emotionally fears as undermining
his efforts to carry his adult responsibilities. He is always to
some extent resisting any real dependence on his therapist,
believing that it will throw him back on the weakest part of ‘his
personality, rather than put him in a position of emotional
security setting him free for regrowth. What Balint (19 52) calls
‘primary passive love’ is the necessary starting-point for his
‘new beginning’, when the basic ego has been too badly
damaged in early childhood. But the patient has spent his life
often in lighting against just this, and feels intense contempt
and self-hate over it. It is just because the hysteric appears not
to fight against it but to accept it too easily, that he incurs so
much impatient criticism. This is more elementary than the
moral superego: not fear of bad impulses but fear of weakness,
though it can also involve guilt over ‘sponging’ on others. One
patient says, ‘I lose all my friends. They can’t stand my
demands on them.” I think the ultimate meaning of Fair
bairn’s antilibidinal ego is that it enshrines the frightened
child’s fear of his own weakness, his desperate struggle to over
come it by self-forcing methods, and by the denial of all needs,
especially passive ones, a struggle based on identification with
rejective persons in real life. This is a ‘libidinal cathexis of the
bad object’ (Fairbairn, I952a, pp. 72ff), which sets up resistance
to a good therapeutic relationship with the analyst, by means
of which a controlled constructive regression could be under
gone to whatever extent necessary to make regrowth possible.
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‘Resistance’ was explored in Chapter VII but its complexities
call for much more work to be done on it.

(2) If at last the patient can undergo and accept a thera
peutically controlled regression, the second and worse problem
emerges. He will experience terrifying states of despair, feeling
utterly shut in and hopeless about any rebirth. For a long time
he oscillates between regression and resistance. The analysis
of oedipal conflicts seems relatively straightforward by com
parison with the complex infantile schizoid fears and persecu
tory anxieties which originally prevented the growth of a strong
basic ego, and now bar the way to the rebirth of the lost heart
of the self. One patient feported that while she was sitting in a
bus she suddenly had a queer purely mental experience. ‘I felt
that I was nobody, neither body, soul nor spirit. I felt that I, the
real “I”, was nothing at all.’ Here is the patient’s discovery of
the basic need to find a real self.

The problem is constituted, not only by the existence of per
secutory fears, but also by the persistence of the undeveloped
weak infantile ego state; a vicious circle in which the fears block
ego development and the weak ego remains over susceptible
to fears. Psychotherapy has somehow to provide a new security
in which a new growth can begin. Just how afraid the patient
is, is shown in a letter from the female patient in her late forties
referred to on page 28If;

I am consumed with fear. I have always been and still am terrified
of everything and everybody. Terrified of doing things, too afraid to
live at all. All my life I have been running away and trying to hide.
That is what I am doing here in this job and this flat. I want to hide
and be undisturbed by the world and other people. I want to sleep
and let the world go by. Yet there is another side of me that 1o_ngs to
live, and wants to be able to do things and live an interesting life
free from fbdf. But it is such a struggle always lighting _/Tears. The
prospect of marrying has brought this to the fore. I want love des
perately yet I am afraid to accept it or even to believe in it. I have
been trying to force myself to go the pace alone but I need help
desperately.

It would seem that the very real gains and developments in her
‘ego of everyday living’ which resulted from orthodox analysis
at the outset of her treatment, enabled her to face the uncover
ing of a regressed infant in herself. But until that was regrown,
no therapy could be complete. Is it safe or possible to go so
deep with everyone?

At this point three practical problems arise: (i) The question
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may be asked whether increased knowledge of the regressed
infantile ego in the schizoid citadel will enable us to uncover
it more quickly and so shorten the ever-lengthening process of
psychoanalytical treatment? In any absolute sense I cannot
think that this is practicable. Premature interpretation of the
existence of the most withdrawn part of the complex ego will
yield no better result than premature interpretation of any
other problem. The patient will either not understand or else
grasp the meaning only in an intellectual way. If the patient
is nearer to the emergence in an emotional way of this basic
withdrawnness, interpretation of it before he can stand it will
only intensify his defences. There is no short cut. The patient’s
strongest defences are permanently mobilized to keep his
regressed ego and his passive needs hidden, for when they begin
to emerge he feels he is really ‘breaking down’. All the oedipal
and compromise positions involved in his defensive system must
be patiently worked through and in that process the patient
comes to feel strong enough and well enough understood and
supported to face the ultimate test of bringing the fear-ridden
infant into the treatment relationship.

(ii) If it is agreed that the schizoid problem is the ultimate
one, to insist on this with too narrow and rigid logic could
betray us into the trap of thinking that nothing else matters.
If we were to try to drive at once straight to this tap-root of all
problems, we would only risk fitting the patient into a theory,
and block him by trying to take up problems not in the natural
order of their unfolding, and we would learn nothing new. This
would lead to a premature attempt to reduce all problems to
one problem in psychotherapy, much as Rank (1929) thought
he could go straight to his ‘birth trauma’ and clear everything
up quickly. That would be a delusion. The patient will dictate
how fast the analysis can move by what and how much he can
cope with as it goes along. One can only deal with what the
patient presents and let the next phase grow out of that. One
can only keep a sharp lookout for whatever signs of ‘with
drawnness’ the patient actually does present, and take care not
to hold up the analysis by treating conflicts over sex and
aggression as ultimates when the patient is ready to go behind
them. We cannot afford to concentrate attention exclusively on
any one thing, whether it be the oedipal problem, the depressive
problem, or schizoid withdrawal and regression. We can only
recognize that psychoanalytical investigation has discovered
these problems in that order, as it has worked deeper. We must
use all concepts which are relevant to whatever the patient
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presents, and keep an open mind for anything ‘new’ he discloses.
Psychodynamic theory will not come to a final closure in our
time. When patients begin by presenting schizoid and regressed
reactions, they are more than averagely ill, and even then its
complexity is enormous, and we know all too little about
primary ego development as yet. So we must not allow theory
to become dogma but use it as a signpost.

(iii) A third question likely to be raised is that the regressed
schizoid patient wants to be treated as a baby, with the implica
tion that he should not be indulged in this. This gravely over
simplihes the case. Even when gross hysterical dramatization of
illness is obvious, there is an infant in the patient, an under
mined basic ego, who needs to be accepted for what he is, by
being helped through whatever degree of ‘therapeutic regres
sion’ proves necessary. But there is an antilibidinal ego in the
patient who hates this. If the patient senses that the therapist
is on the defensive against his deepest needs, this may force
them to the front and drive him to become demanding and
manipulative towards the analyst (parent) who basically rejects
him. If, however, he slowly realizes the analyst will accept and
help the baby in him, it has the effect of bringing his anti
libidinal defences into the open, and we witness the intensity of
the patient’s resistance to treatment as a struggle not to depend
on the analyst for help. The analysis of this situation leads to
far more real progress towards a more secure, relaxed, non
anxious, and spontaneously loving personality. The demanding
patient, like the demanding child, clamours for a love he feels
is being refused. The resistant patient fears to accept a love
that he suspects will be smothering. In either case the patient is
likely to be sensing accurately the analyst’s basic attitude
behind his overt behaviour. Probably the patient with the
deepest schizoid problems of all is the patient most dependent
for a successful result on the degree of real maturity in the
therapist, in the long run. We need to know more about the
processes of rebirth and regrowth of the profoundly withdrawn
infantile ego hidden in the depths of the unconscious, and about
what kind of relationship to the analyst the patient requires to
make that possible. One patient said simply: ‘If I could feel
loved, I’m sure I’d grow. Can I be sure you genuinely care for
the baby in me?’-a statement which makes it clear that what
the patient is fundamentally seeking is a relationship of a
parental order which is sufficiently reliable and understanding
to nullify the results of early environmental failure.



XI

THE SCHIZOID CGMPROMISE AND
PSYCHOTHERAPEUTIC. STALEMATE

THE schizoid quest for compromise in human relationships was
described in Chapter II, pages 58-66, in some of its most
general manifestations in everyday living. In Chapter X the
schizoid compromise was considered from the very different
point of view of its emergence as a stage, or a recurring phase,
in psychotherapy. This raises so many questions of detail that
it must be considered at this point as a problem in itself.1

The So/zizoid Compromise

Ostensibly, every patient wants to be cured of neurosis quickly,
so that he can get on with living. Whatever ‘resistances’ the
patient thereafter puts up, wittingly or unwittingly, to treat
ment, there is no doubt that his ‘Reality-Ego’ does want to be
finished with the illness as such, and as soon as possible. The
length of time involved in psychotherapy is a sore trial to him.
He feels that his progress is too slow and too small, and that life
will have gone by before he is capable of living it properly. It
may be that better understanding of the problems involved
will shorten treatment, though in the nature of the case a heal
ing process which is a regrowing process just as much when it
concerns the mental self as when it concerns the body, cannot
be artificially hurried, however much we may wish it. All that
we can do is to discover the obstacles to regrowth, provide a
relationship in which the patient can come to feel secure, and
leave ‘nature’ to prosecute her healing work at her own pace.
The time factor in psychotherapy can never be simply in the
therapist’s power to more than a small extent, and it is much
easier for all concerned to hinder and lengthen treatment than
to shorten it.

What is usually not realized at the outset, nor for a long
time, by the patient is that he himself will play the largest part
in hindering, that he will do so mostly unknowingly, and that

1 The following is a revised version of a paper under the above title in the
Brit.  med. Psychol., 35 (1962), pp. 273-87.
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this is inevitable because it is bound up with the very nature of
this kind of illness. I did have one patient who, at the outset,
said, ‘I’m very afraid I’ll ruin this treatment in the end.’ Most
patients do not have so much insight. This bears vitally on the
criticism often made that psychoanalysis is in fact an intermin
able process. The psychoanalytical researcher can only go on
pondering the actual clinical data he meets. There is certainly
no quick and easy way of making a mature and stable adult
personality out of the legacy of an undermined childhood. It
is always a question of how deep a patient can go, wishes to go,
or has the chance to go into his problems. Moreover, the patient,
however ill, is still a ‘person in his own right’. He is ill because
in some way he was not treated as one in his childhood. He
feels an urgent necessity to a'¢y%nd his own independence and
freedom of self-determination as a person; and he feels this all
the more, the less of a person deep down he feels himself to be.
In a sense he wants to be rid of the illness without changing his
familiar self-identity, even when he has some insight into the
fact that this kind of illness robs him of genuine freedom. Still
he cannot allow anything to be put across on him, even if it is
supposed to be for his good. Because he feels menaced in the
very essence of his self hood, he is bound to be on the defensive
against the very person whose help he seeks. All these difli
culties have their roots in the schizoid problem, for the one
thing above all others that is so hard as to seem at times almost
impossible for the aloof schizoid personality is to affect a
genuine relationship with any other human being, including
the psychotherapist. In proportion as a patient is schizoid, he
is afraid of people just as much as he needs them. This is a
dilemma in which he cannot avoid seeking compromise solu
tions until such time as his fears diminish and allow hisneeds
to be met. All through his treatment he will be tossed about be
tween his fears of isolation and his fears of emotional proximity.

A patient in his forties, married and with a family, who
suffered very severe anxieties over every kind of family separa
tion, summed up his position thus: ‘I’m the prey of deep,
terrifying, fundamental fears if I’m not in control of all our
relationships with regard to separation. If my wife is away and
late returning or I don’t know when she will be back I panic.
I feel I’m in control of the situation if I can be certain she’ll be
back at the stated time, or if I can go away and come back and
know she’ll be there. I don’t mind her being away if I can get
at her, and then I don’t want to. I even feel relief at being
alone, so long as I can have them all back the moment I need
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them. But I hate and fear and loathe this dependent weak part
of me, and it makes me hate those I depend on.’ Thus, this kind
of insecurity makes it important to have an absolute guarantee
of never being deserted and left really alone ; yet it also carries
with it a dread of weak over-dependence on the needed person,
the fear of being betrayed into a subordinate, submissive cling
ing to one’s protector in which one’s own individual person
ality will be stifled. In Vanessa Hugh Walpole makes the heroine
say:

We affect one another. To live with another is to have to fight for
your own integrity morning and night. I suppose if you love some
one enough you lose your own integrity and find another much finer.
But if you don’t . . .?

To the schizoid person this risk seems too terrifying. This
patient had to have his wife always there, but so that he could
both leave her and return to her at will. This kind of relation
ship, the ‘in and out programme’ described in Chapter II, is
not only typical of schizoid persons but practically inevitable
for them. It is the only way they can maintain a viable com
promise between their equally intense needs and fears of per
sonal relationships. Naturally, this patient had exactly the same
problem with me and this is the major ‘sticking point’ in
psychotherapy. He could feel severe anxiety at the thought of
not having me to come to, and yet when he came he found it
extremely difficult to bring out frankly his ‘weak and dependent
self ’, the legacy of his insecure childhood. To be altogether
‘out’ or altogether ‘in’ would mean to be plunged into emo
tional storms. His compromise was often to come and discuss
things on an intellectual level, being present physically and
intellectually but, as it were, absent emotionally. I once had a
patient who would say: ‘There’s a part of me I never bring in
here.’

Schizoid patients suffer from what Laing (1960) has called
‘ontological insecurity’, using the terminology of existentialist
philosophy. This philosophy regards human existence as funda
mentally rooted in anxiety and insecurity, and, if one may
judge from the clear signs of a schizoid mentality of aloofness
and detachment in the writings of Heidegger and Sartre, this
philosophy is an intellectual conceptualization of the funda
mentally schizoid plight of practically all human beings, even
if in varying degree. I have referred to schizoid patients, but
what patients are not schizoid at bottom to some extent? As
Fairbairn pointed out, schizoid problems are far commoner in
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clinical practice than classical depression, and when patients
say they are depressed they usually mean not guilt-burdened
but apathetic, devitalized and feeling that life is futile. ‘Onto
logical insecurity’ means insecurity as to one’s essential being
and existence as a person, insecurity about one’s ego-identity,
the feeling of basic inadequacy in coping with life, and inability
to maintain oneself as in any sense an equal in relationships
with other people. It involves therefore urgent needs for support
but at the same time a great fear of too close relationships which
are felt as a threat to one’s own status as an individual. The
schizoid person, to whatever degree he is schizoid, hovers
between two opposite Furs, the ]%ar of isolation in independence with
loss cy” his ego in a vacuum cy” experience, ana' the fear cj bondage to, of
imprisonment or absorption in the personality) cy’ whomsoever he rushes
to fir protection. A patient once said to me: ‘I know that all my
active feelings about you are only defences against the feeling
of wanting to be safe inside you.’ Fairbairn once said to me in
conversation: ‘The person one breaks away to, turns into the
person one has to break away from again.” That is the schizoid
dilemma, equal inability either to do with or without the
needed protector, the parent-figure whom the insecure child
inside must have, but whom the struggling adult conscious self
cannot tolerate or admit. This presents the greatest possible
obstacle to psychotherapy.

This is strikingly illustrated in the case of a female patient
who seemed, on the face of it, to be a gentle-natured person who
made no secret of her nervousness, timidity and fear of being
alone and need for constant support. Nevertheless, in a quiet
and rather secret inward way, she revealed a most unyielding
need to keep herself going without help, and found it excep
tionally hard to put any real trust in and reliance on me. She
wanted to but ‘it did not happen’. She complained repeatedly
that she felt I was a support during session time but she had to
live her life when I was not there, so that I was not really of
much use to her. She knew that she was free to ring me up
when she was in a panic, but for the most part she would rush
to a drug instead. It took her a very long time to admit that the
trouble was not really that I was not physically present with
her at work and in her home life, but that the moment she got
out of the consulting room she mentally dismissed me: ‘Now
I’ll have to get on without help and do it myself.’ Then she fell
into panics of isolation, would be driven in desperation to carry
on long conversations with me in her head, and yet when she
arrived for the next session would have nothing to say. Often
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the session began with her not even being able to sit down. She
would stand immobile and speechless, aloof and uncommuni
cative. As usually happens with such patients, as the end of the
session began to draw near she would have so much to say that
she found it hard to get it all in. But even then it was a mono
logue that kept me at a distance. This constant oscillation
between ‘near and far’, dependence and independence, trust
and distrust, acceptance fy” ana’ resistance to treatment, the need fy” a
security-giving relationship ancljear of all relationships as a threat to
one’s separate existence as a proper person presents itself for analysis
under a thousand forms all the way through the process of
psychotherapy. When the patient can establish a persistent com
promise hahfwcyf between the two extremes, the result is ‘blocked
anabfsis’ and therapeutic stalemate.

This is illustrated by two dreams of the above patient:
I was having a meal with a friend alone, and suddenly my sister
and her whole family came in and just sat down and began to eat.
There wasn’t enough food to go round and no one noticed that I
was having to go without.

It did not occur to her that she herself had made up the dream
that way and that was how she wanted it. It was far too much
of an unreserved commitment to be alone with one friend in
a cosy téte-cl-téte. This had to be broken up, yet not so as to shut
her out altogether. She was still there but not very deeply
involved in what was happening. That was her basic attitude
to sessions. She also dreamed of coming to see me and finding
me busy with other patients. That dream recurred several
times, and she would express jealousy of my other patients and
say that I ought to have only her. These complaints faded away
only when I pointed out that this apparent jealousy masked her
fear of any real relationship, and in fact the existence of my
other patients reassured her. They were like the other members
of her family that she brought into the first dream to dilute the
personal relationship situation, and leave her free to maintain
her ‘half-in-and-half-out’ position. She wanted some person all
to herself, yet was secretly glad of the protection of rival
claimants to that person’s attention so that she should not be
swallowed up in the relationship.

Forms fy’ Schizoia' Compromise as a Dzfence Against Psychotherapy

Before we seek to uncover all the cleverly hidden forms of
schizoid compromise, a brief statement of the theoretical
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position already outlined, will lead into the subject. Incidentally,
theoretical stalemate, the congealing of theory into a rigid ortho
doxy which does not admit of fresh approaches, must itself be
a defence, of the nature of a schizoid compromise, against new
truth that would bring us closer to real life. We have traced the
shift in the centre of gravity of psychodynamic theory from
impulse-control to the fundamental problems of ego-growth
and distortion involving structural ego-splitting. It is significant
that Freud’s last unfinished book An Outline cy” P910/zo-Anahfsis
(1940), stops short in the uncompleted Part 3 with the subjects
of ‘ego-splitting’ and ‘the internal world’. James Strachey tells
us in his preface that Freud broke off at this point and did not
return to the subject, turning instead to another piece of writ
ing, itself unhnished. Could it be that Freud knew that he had
raised the vital problem for future theoretical developments,
but that the clinical data did not yet exist for its satisfactory
solution? Now it is possible to see that whatever clinical problem
is dealt with, if analysis has to go far enough, one finds oneself
going behind the more accessible conflicts over sexual and
aggressive drives, to the deeper conflicts over primary fears, and
the secret flight from life of the weak and undeveloped infantile
ego, hidden deep in the unconscious. We are here considering
some of the peculiar difliculties that stand in the way of psycho
therapeutic treatment when it comes up against the schizoid
factor in the personality. In other words, what light does the
schizoid process throw on ‘resistance’.

Freud made it clear that evegf patient resists treatment, no
matter how much he may also want it, and that the resistance
can be so serious as to lead to ‘blocked analysis’. We have seen
that this cannot be wholly accounted for by unconscious guilt
over sex and aggression. Guilt is felt also over weakness and
fear, and tends to take more and more the form, not of moral
guilt, but of contempt and hatred of that part of his personality
which the patient feels will ‘let him down’. A striking example
of this as the cause of resistance, is the following comment of a
male patient: ‘I play a “cat and mouse” game with myself
“Why can’t you stop being a mouse?” Then I turn the tables
and say: “Why can’t you leave me alone?” It’s all very well
coming here but at bottom I don’t want to get better, or only
part of me does.’ I suggested that his ‘cat and mouse’ game with
himself was a rival policy to psychotherapy, a struggle to solve
the problem his own way. He was being a cat to himself to
prove that he wasn’t nothing but a mouse. He replied: ‘It’s like
putting your head in a gas oven -to get your name in the papers.
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Do the stupid thing in a big way. I’ve had years of analysis and
I’ll go on for ever. l’m not going to be one of those people who
can be cured in six months. One must have some distinction.’
Fairbairn’s ‘internal closed system which shuts the analyst out’
is the struggle to master and defeat chronic infantile dependent
needs by internal violence, and force the outer world self to
carry on in a state of maximum independence of other people.
Here the schizoid conflict between needs and fears of human
relationships turns into the patient’s seeking a treatment which
he then cannot fully accept. He will go on being ill and suffering
the miseries of neurosis, unaware of the fact that he cannot
admit the implication of weakness by the full acceptance of the
therapist’s help. Yet he is in truth weak because so gravely
damaged in infancy and childhood, and he craves all the time
for a good parent flgure with whom he can get a new start.
Thus /ze can neither fatty accept nor fulhf reject the therapist, and many
of the dificulties of treatment lie in his intense neea' to set up ana'
maintain some form of compromise relations/zip.

(i) Blocked Analysis Itsebf as a Compromise

The essence of the schizoid compromise is to find a way of
retaining a relationship in such a form that it shall not involve
any full emotional response. It is easy to do this with psycho
analytical treatment. The patient keeps on coming but does not
make any real progress. He exhibits recurring moods of rest
lessness, complains of feeling ‘stuck’, says ‘We’re getting no
where with this’ and toys with the idea of dropping treatment.
But he does not stop. He keeps coming without opening up any
real emotional issues for analysis. Some patients give the impres
sion of being prepared to go on indefinitely like that, deriving
some quite valuable support from sessions but not undergoing
any real development of personality. I have come to regard too
prolonged a therapeutic stalemate of this kind as a very impor
tant indication of the severity of the deepest-level anxieties the
patient will have to face if he ventures further. He dare not give
up, or serious anxiety will break out, and he dare not ‘let go’
and take the plunge into genuine analysis, or just as serious
anxiety will be released.

This situation was manifested by the female patient whose
dream of coming up against a huge wall was quoted on page
IQI. It simply barred the way forward and implied that there
was something quite ‘cut off’within herself which she could not
face. I suggested that this was also her way of saying that her
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progress in treatment was completely at a standstill. She was
at a dead end. The fact that she had made this plain to herself
saved her from a blind wearying blocked analysis. But that did
not of itself enable her to move forward. It meant that if she
found herself unable to move forward, she was going to have to
give up treatment, and that in fact is what happened. Instead
of continuing analysis on a dead monotonous level of unbroken
stalemate, for a time she kept breaking off and returning again.
Concerning the dream she had said: ‘I’ve got to go on, if you
can stand it’ and I had replied: ‘I can stand it if you can.’ But
every time any important development looked like occurring,
she would begin to argue, criticize, work up a quarrel, and
break off. Then after becoming depressed, she would write a
few months later asking to return. This was repeated several
times, till at last she revealed the plain fact that she could not
stand that committal of herself to another person that a real
therapeutic relationship would have implied, for on resuming
analysis for the last time, she brought to the first session the
following dream:
I got on a tramcar and walked straight through to the driver’s
platform, turned the driver oiT and drove the car myself.

I put it to her that the tram was the treatment and I was the
driver, and she felt the situation to be one in which she was in
my power, as she had once been in her father’s; and this she
could not tolerate. Only if she could take complete charge of
the analysis and run it herselt; could she go on with it: but in
that case it would not be treatment, it would be merely turning
the tables on father in my person, and nothing would really be
changed. She did not come next time and ended her analysis
at that point. Yet this was still, after all, a blocked analysis
which she kept alive, for she did not really give me up. Much
later she sent me a copy of one of my own books, filled in all the
margins with highly critical comments. She was still carrying
on her critical and angry attacks on me and on psychoanalysis
in her mind instead of in sessions. She was still ‘keeping herself
going’ by holding on to a now internalized struggle for power
with the analyst in loco parentis, which never produced any con
structive results but only kept her half in and half out of
relationships.

A blocked analysis is always liable to break down sooner or
later in some such way as this. So long as it does not break
down there is a chance of analysing the forms of compromise the
patient sets up and promoting some progress. Yet there is no
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certainty about this. The male patient also quoted on page I2 I
as having the fantasy of coming up against a circular wall inside
which the heart of his personality and its problems were locked
away, persisted steadily in a long analysis. It became clear,
at any rate in an intellectual way, that what lay behind the
circular wall was the self of his early childhood which he felt was
a ‘miserable little worm’, terrified of a psychotic father and
starved of true love by a dictatorial mother. The only emotional
indications of its presence deep inside were occasional feelings
that it would do him good to have a good cry, and sudden
attacks of exhaustion when he would go home and go to bed
and sleep it off. In general he was a tightly organized, obses
sional hard worker, liked and respected by his employees to
whom he was fair and just. He could not involve himself in
any closer kind of human relationships, though he had always
wanted to be married. After the ‘circular wall’ fantasy he would
say, ‘I can’t let anything disturbing out this session. I’ve got an
important business meeting tomorrow’, and constantly com
mented, ‘There’s something I’m doing that holds up the
analysis. I wish I knew what it was.’ This was analysed from
many points of view, all relevant, but he never succeeded in
giving up this stalling reaction. Then one day he did not turn
up and I learned that he had been found dead from a coronary
thrombosis. That gives the measure of the severity of the inter
nal tensions he locked up inside himself. If he could have risked
a complete regressive illness (as he would have had to if it had
been, say, pneumonia) at an early enough period, he could no
doubt have escaped the thrombosis and solved his psychic
problems. But it is not easy to get a regressive illness accepted
and understood: also he had a business to run. His steady and
determined persistence in what came to be a blocked analysis,
was a schizoid compromise which probably he had no option
but to maintain; and to support him in it was the only way of
giving him such help as he could accept.

Such a case makes it clear that resistance is not just perverse
ness, or negative transference merely, or moral fault, but a
defence of the patient’s very existence as a person within the
limits of what is possible to him. Such resistance and blocked
analysis, in so far as it is successful, must seem practically prefer
able to opening up devastating conflicts in order to reach a
‘final’ solution.

I am confirmed in this view by the severity of the struggle to
get the deep hidden schizoid ego reborn, in a number of patients
who have been able to go beyond a purely defensive com
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promise solution. From one point of view the schizoid com
promise is a struggle to maintain stability, even though from
another it is a resistance against further psychotherapy, the kind
of treatment that involves opening up disturbing inner problems
to get a chance to solve them. In this sense, this kind of stability
is an evasion of a more thorough-going solution, but it is not for
us to say lightly whether a patient should or even can lay him
self open to the radical ‘cure’. That depends partly on whether
he gets the kind of understanding he needs from his human
environment, and the supportive relationship he needs with his
therapist, but ultimately on the degree of severity of his deepest
problems. My impression is that if the patient can face it he
will, and if he cannot, no amount of analysis will make him
do so.

(ii) Compromise Techniques in the Patienfs ‘Managemenf of Anabfsis

These are much simpler matters and fairly easy to recognize,
and need not detain us at length. They often take the form of
trying to turn analysis into an intellectual discussion. One
patient began by saying that he looked on the analysis as a
‘valuable course in psychology’. Others will bring for discussion
their intellectual problems about religion, or morality, or
human relations in society, or their doubts about psycho
analysis. I do not think that this kind of material can be just
rejected outright as a defensive manoeuvre. It can well be that
the patient feels that his intellect is the one part of his personal
ity that he can function with, and if he is just ruthlessly stopped
from using it in sessions he may well feel merely ‘castrated’, or
reduced to a nonentity, depersonalized. This is all the more
likely to be the case if his early attempts to form his own views
were ridiculed at home. The grown-up self needs support and
understanding in analysis as well as the child, for the grown-up
self has to stand the strain of carrying the child with him. For
that reason, when treating patients who work in medical, psy
chological, or social fields, I have always accepted the discussion
of some of their own ‘cases’ in the session, for in fact these always
lead back to their own problems. It is on a par with the parent
patient wishing at times to discuss the problems of his children,
for they are his own problems as well. One could be too purist
in this matter. The patient is quite likely genuinely needing
help, and does feel that the analyst is a person capable of giving
it to him. It is all the more important when he afterwards says:
‘I was never able to discuss anything frankly with my parents.’
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It is best to go through with this and use it to help the patient
to see where his difficulties in dealing with others are bound up
with his own problems. Then it can lead back into analysis
proper. Only when too persistent use is made of this kind of
discussion must it be challenged as a schizoid compromise, an
attempt to keep going in relationship with the therapist while
keeping the inner self withdrawn.

One male patient proceeded with his defence against analysis
by flooding every session with long recitals of endless dreams,
simply recounting one after another without a stop. That this
was a quite serious compulsion was evident from the fact that
for a long time my assertion that these dreams were a waste of
time since he never made any use of them, made no impression
on him. By cramming sessions with dreams he was seeking to
prevent my saying anything that might stir up anxiety. When
at last he did consent to have a look at a dream before hurrying
on to the next, he would set about the intellectual analysis of its
meaning (which he was able to do since he was well versed,
professionally, in symbolism), or else keep on asking me ques
tions as to what I thought this or that meant. I judged it
inadvisable to let him come up against too blank a wall of
non-response on my part, and carefully selected the points on
which I did comment, to help him to become aware of his
deeper anxieties. Gradually he became able to drop this com
promise method of coming for analysis without having it, and
then he began to ‘feel’ how much his very schizoid personality
was out of real touch with his environment. The theme of lone
liness took the place of somewhat excited dreaming.

This is a convenient place at which to stress that dreaming
is, as Fairbairn pointed out, a schizoid manwstation; it is itseU` the
schizoid compromise ,oar excellence and, as such, dreaming (Wen functions
as a rival ,ooligl to pyfchotheropy. This is why it is, as Freud said,
the royal road to the unconscious, but it is a road that the
patient will not always allow the analyst to tread. There are
patients who will occasionally say: ‘I’m not going to tell you
my dream. You’ll only spoil it’, or who begin to tell a dream
and suddenly forget it completely in the very act. One patient
dreamed furiously every night, yet could never remember a
thing in the morning. He then decided to take pencil and paper
to bed and write down his dreams during the night, while he
had them clearly in mind. To his surprise he just stopped
dreaming and after a few nights he no longer troubled to take
up his paper and pencil. At once he began dreaming furiously
again. It will come as no surprise that this patient Hnally
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dreamed of going down into his cellar to free a young man who
was in the grip of an octopus. He opened the door, and then
shut and locked it again and came upstairs, and promptly
decided to end his analysis. If a patient is aware of dreaming at
the time and then forgets it, he is at least in contact with his
inner fantasy life, which is better than having it totally cut off.
Une patient, an entirely intellectual financial expert, had only
about half a dozen dreams in some three years of analysis, and
made only superficial if useful adjustments of personality.

Dreaming is the maintenance of an internal world, with
drawn from the outer world, in which the outer world including
the analyst may not be allowed to share. It is a schizoid
phenomenon based on the fact that the over-anxious or insuf
Hciently formed ego cannot maintain itself in existence without
object-relationship. The loss of all objects simply leads to deper
sonalization. Therefore, when the infant makes a mental with
drawal from a too traumatic external world, he runs the grave
risk of losing his own ego, the deeper he takes flight into himself.
I have had a number of patients who clearly remembered as
tiny children having ‘queer’ states of mind in which they did
not know who they were and felt everything to be unreal. Lord
Tennyson as a boy must have withdrawn into himself from
a very gloomy and bitterly depressed father, and was once
found alone staring into space and mechanically repeating his
name, ‘Alfred, Alfred’. He grew up to be intensely shy and to
suffer from marked ‘absences of mind’. In proportion as the
infant ego is not basically ‘ego-related’, in real-life experience
and therefore in fundamental feeling (in the sense discussed in
Chapter VIII) the child must counteract this by setting up an
internal world of imaginary object-relationships in the mind, a
world of dream and fantasy. Thus, young Anthony Trollope,
ostracized by everyone at Harrow and Winchester schools on
account of his poverty, developed a persistent and elaborate
fantasy world which he carried on from day to day and even
from year to year, until at last he disciplined it into a gift for
novel-writing. This fantasy is the expression of a complex feel
ing-state, and in so far as it occurs at a far earlier age, it develops
into an unconscious structural aspect of the total self, persisting
and re-emerging as dreams.

The two indubitably real parts of the personality which must
ultimately grow together, are the utilitarian self of everyday
conscious living and the fear-ridden infantile ego in a state of
schizoid withdrawnness and arrested development deep in the
unconscious. The intermediate dream world is to a considerable
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extent a defensive artefact, a struggle to maintain an ego in face
of dangers from outer reality and inner withdrawnness. As a
wish-fulfilment it is primarily an expression of the wish to
remain in being, by having a world to live in when the real
outer world is largely lost to the inner core of the self. Wish
fulfilment would here be better described as ego-maintenance.
That is why dreaming is regarded as a phenomenon of the
night-time. We certainly dream by day, but do not generally
notice it because our attention has to be concentrated on the
outer world. In the night that is lost, and our dream world is
all we have. In proportion as tendencies to feel depersonalized
are strong (or basic ego-relatedness is weak), night and sleep
are felt as a dangerous risk of ego-loss. Patients will say ‘I fear
I will never wake up again’, or as one patient said: ‘I have to
keep waking up at intervals to see how I’m getting on. It’s so
difficult going to sleep because it feels like going some place
where there isn’t anybody and you’re really by yourself.’ Then
dreaming keeps the ego in being. If too much interest is allowed
to become ‘fixated’ on dreams in analysis, it positively helps
the patient to maintain his schizoid defences, and it may well
be that much dream analysis that looks fairly convincing and
useful is, from the patient’s point of view, much more intel
lectual than emotional.

I have been very impressed with the way patients will begin
to live out in a consciously emotional way, states of mind that
they expressed quite clearly in one or two notable dreams
probably one or two years previously. When that happens, the
patient is giving up dreaming as a defensive inner world, a rival
policy to psychotherapy and a struggle to solve his problems by
himself, and bringing his real self into the analysis. There are
various levels of dreaming. On the top level the patient is ready
to communicate his inner life via the dream to the analyst.
On the bottom level the dreams belong to Fairbairn’s ‘static
internal closed system’, the private world which is the patient’s
answer to the badness of his real world, and into which he does
not trust anyone else to intrude: perhaps a parallel to Winni
cott’s ‘core of the self as an isolate’. Thus, when we have learned
all that may contribute in a dream to the patient’s insight into
himself, the dreaming-activity itself needs interpretation as, to
varying extents, a form of his resistance to the whole outer world
including the analyst. Otherwise dream material can be
handled in such a way as to give the patient an excellent chance
of maintaining his schizoid compromise of being only half in
touch with the analyst.
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I should, perhaps, stress that I am speaking of dreaming as

we come upon it in patients. It cannot be said that all dreaming
is schizoid and pathological of necessity, even though probably
most dreaming in fact is. We may illustrate the problem by
comparison with abstract thinking. When we are doing some
thing that presents no difficulty, our thinking is tied to our
immediate activity step by step, and is directly orientated to
outer reality. The schizoid intellectual, on the other hand, has
retreated from direct dealings with the outer world, must inter
pose theories and impersonal ideas between himself and reality,
makes thinking an end in itself, and is ‘sicklied o’er with the
pale cast of thought’. Thinking has become an interior life
carried on in withdrawnness from real object-relations. Most
dreaming, and certainly the dreaming of patients, is of that
nature. There is, however, another kind of abstract thinking in
which the thinker, having come up against an unsolved
problem which halts his activity, ‘withdraws’ and ‘stops to
think’. The construction of a scientific theory, or the planning
of a battle by a general who is trying to see beforehand what his
opponents’ moves are likely to be, illustrates this. This is a kind
of abstract thinking which is not aimed at ‘withdrawal from
reality’ but at ‘mental preparation for further action’. It does
not belong to a self-contained ‘static internal closed system’,
but is directed towards action in the real world all the time.
There is no reason why a healthy-minded person should not
at times do some of his deep inward ‘preparation for future
living’ in dreams. Maybe ]ung’s view that some dreams have an
outlook on the future is relevant here. But such dreams will
not be a disturbing compulsion like the dreams of pathological
anxiety.

One patient said: ‘I begin to see what you meant when you
said that dreaming is an alternative policy to psychotherapy.
I’m not interested in anything real, because if you’re interested
in anything you come slap up against people. I can only live
my dream and fantasy life. If I were interested in people I could
be interested in lots of things. But I’m afraid of people. In my
dream world I’m really all by myself and that’s what I want to
be, to get back to my dream world, a protected world. If I get
too deep into it I may not be able to get back from it, but what
will I do if I stop dreaming. My real interests are so few. I’ve
nothing to think or talk about.’ I reminded him that he was too
afraid of people to have any interests. He replied, ‘I’m cross
with you now.’ I said I thought that was because I am a real,
not an imaginary person, and called him out of his dream
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world into the real one. He said: ‘I’m angry because I feel any
thing you say is interference in my private world. Dreaming is
against psychotherapy and it’s against life.’

Sometimes a patient’s general behaviour expresses this com
promise. One patient found great difficulty in deciding where
to sit. She felt the couch was somehow unnatural and isolating,
yet the patient’s armchair seemed to be ‘too adult’ a position.
Anywhere too near to me was, she felt, frightening. Finally she
compromised by sitting on the Hoor fairly close to me but with
her back to me, obviously at one and the same time seeking and
yet rejecting any relationship with me. Another patient made
use of a small stool which she could move closer to or further
away from me, according to which way her anxieties developed.
One male patient lay on the couch and wanted me to place my
armchair close to it where he could see me, which I did. But
after a while he got anxious and needed me to take my chair
away to the other side of the room. This ‘to-ing and fro-ing’
often has to be repeated and analysed many times before its
signiiicance really gets home to the patient. Some patients will
keep their overcoats on, buttoned up tight, expressing their self
enclosure and withdrawnness from the therapist even though
they are with him, and it is a good sign when of their own
accord they begin to take it off in the natural way and leave it
outside the room.

(iii) Sohizoio’ Compromise in Real LM; Which is not Brought into
Ahab/sis

Hold-ups in analysis are sometimes discovered to be related
to a successful schizoid ‘half-in-and-half-out’ relationship which
the patient is maintaining in real life, but is keeping hidden
from the analyst. He fears, of course, that if it is analysed he
will have to give it up or else enter more fully into it, and either
way he would lose the protection of the relative stability it gives
him. Sometimes one finds that a patient’s entire practical life is
conducted in terms of ‘brinkmanship’ (cf. p. 64). He does not
properly ‘belong’ to anything but is a dilettante smatterer, toy
ing with life rather than living it. It is amazing how far system
atic non-committal can be carried in relationships with friends,
organizations, jobs, houses, or what not, so that the patient is
for ever on the move, like a butterfly alighting for a time and
then flitting on. One patient mentioned casually, not thinking
that it had any significance, that he never went to the same
place twice for a holiday. That this has meaning is clear when
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it is compared with the opposite fact of the person who goes
always to the same safe and familiar place, and would not
dream of going anywhere else. The way ordinary life is con
ducted gives plenty of material for studying the conflicts that
go on between needs and fears of close relationship. Une patient
at once dislikes the clothes she buys as soon as she has got them
home, however much she felt ‘I just must have that dress’ so
long as it is in the shop. Many patients will not think of men
tioning such things as these, because they cannot risk seeing
their inner meaning. They slip out by accident as ‘casual asides’.
One such observation may lead to the opening up of whole areas
of successful compromise in which the patient is entrenched.

A not-uncommon compromise that is kept out of analysis and
operates as a successful defence against real progress is the
secret sexual affair. Une patient’s regular sexual relationship
with a married woman provided for the emotional support of
his dependent infantile self in a way that saved him from the
dangerous close involvement of marriage, but also saved him
from really bringing his fear-ridden infantile inner self into the
treatment relationship. The position enabled him to maintain
in real life a duplicate version of the schizoid split between the
infant and the adult in himself. The infant was, so to speak,
‘kept quiet’ by a sexual affair which was completely cut off
from all the rest of his life, and left his adult hard-working self
free to go its own way. Two parts of himself were kept out of
relationship with each other. Prostitution and homosexuality
are clear cases of schizoid compromise in their evasion of the
full commitment to the real relationship of marriage. That is
one reason why they are so hard to cure. Under these con
ditions clearly no progress is going to be made in analysis. An
analogous situation is sometimes met with in the treatment of
a medical man. He is always trying to do without the analyst
by depending on his own self-prescribed drugs, yet he still
comes to sessions. So long as any of these compromises in real
life are kept out of analysis, the result is a serious blocking of
progress.

(iv) Classical Anabfsis Utilized as a D1y?msive Position to Mark
Time in

By classical analysis is meant the theoretical position that the
cause of neurosis is the Oedipus complex, the conflicts over the
patient’s incestuous desires for the parent of the opposite sex,
and fear, guilt, and hate for the parent of the same sex. This
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is the theoretical position which results from the analysis of
depression, and was F reud’s first great pioneering contribution.
It was not orientated to the schizoid problem which had not yet
been explored. The measure of success which can be obtained
by analysis on this basis is amply illustrated by the case of the
patient who had the ‘circular wall’ fantasy. He came for treat
ment for an orthodox depression, a gloomy, angry, guilt
burdened, resentful but paralysed state of mind. He presented
oedipal material in plenty, dreams of being in bed with mother,
of fighting and castrating father and being castrated by him,
of being dragged before courts of justice and condemned for
criminal activities. His conscious fantasy, both sexual and as it
concerned car-driving, was sadomasochistic in full detail. Anal
material in both dreams and symptoms was plentiful. The analy
sis of all this did without doubt moderate his depression so that
life became practically more comfortable for him, and his work
was less interfered with by his moods. At his very Hrst session he
had said: ‘I feel as if I’ve got a bag of dung inside me which I
want to get rid of and can’t.’ Gver a number of years he held
to this idea and could not give it up. It stood for the notion that
his trouble was something in his personality or make-up which
was bad, unclean, which his mother (who had been a martinet
in cleanliness training) would frown on and about which he
felt guilty. He clung to this idea long after his depressed moods
had faded. It is not, therefore, to be wondered at that he
remained a very highly organized obsessional character. His
was one of the cases that led me to feel that the results of clas
sical analysis were not fundamental, and led not so much to
radical change but to an improvement of the patient’s char
acter-pattern in the form of either a milder and more livable
obsessional character in which very efficient self-control and self
management were maintained or else a milder and somewhat
easier schizoid character in which analysis halted at the typical
schizoid compromise of being only half-related, a position
managed in a sufficiently socialized form to make daily life
more possible without risking any dangerously strong feeling
being aroused.

This means that if we were to encourage patients to regard
sexual and aggressive problems as ultimate factors in their own
right rather than as symptomatic of a deeper undermining of
the ego, we would help them to halt at the stage of improved
impulse-control without recognizing these problems as defences
against the most primitive fears. 0f course the primitive fears
will break through, but it depends on the interpretations
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put upon them, as to what will happen to them. If fears are
regarded only as secondary phenomena, anxiety reactions to
bad impulses, then obsessional and schizoid defences will be
strengthened and the primary fears will be buried. In some
cases where that proves possible, this may in fact be the best
course. Where it is not possible, to persist in applying only
the classical analytical concepts would lead to stalemate and
frustration.

In considering the Oedipus complex, we must note that an
oedipal fantasy is neither on the one hand an adult marriage
with real life commitment, nor is it on the other frank regressed
infantile dependence. Oedipal fantasies are the end-product of
infantile fantasy life and represent a child’s struggle to over
come infantile dependence by disguising it in semi-adult form.
Yet the hidden infantile dependence is but thinly disguised, as
may be judged by F airbairn’s (1954) comment that hysteric
genitality is so extremely oral. We have to distinguish between
a healthy stimulating oedipal phase in normal development
where parent-child relationships are good, and a pathological
oedipal fantasy life which forms the basis of neurotic symp
toms. This oedipal fantasy life arises when the anxious child
withdraws from his outer world, and seeks to compensate for
inability to make progress in real life, by setting up a substi
tute for it inside. We have already seen that the whole of this
inner world life is basically a defence against the dangers of too
drastic withdrawal. The pathological Oedipus complex always
masks poor relationships with parents in reality, and should be
analysed in such a way as to lead on to the discovery of the
hopeless, shut-in, detached infantile ego which has given up
real object-relations as unobtainable and sought safety in regres
sion into the deep unconscious. In the case of one patient who
had actually been seduced by her father, the physical relation
ship was certainly a schizoid compromise on his part between
his inability to give her a genuinely personal relationship and
his prevailing tendency at other times to ignore her altogether.
This oedipal relationship had been the patient’s one anxiety
burdened hope as a child of meaning something to her father,
and therefore of feeling herself to be something of a person.
In analysis she naturally produced a fully developed oedipal
transference, and clung to this stubbornly as a defence against
a true therapeutic relationship; for this would have meant
bringing her disillusioned, apathetic childhood self to a real
person for real help in regrowing, the most difficult of all
psychotherapeutic experiences to encounter. Sexual relations
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both in reality and fantasy are a common substitute for real
personal relations. One bachelor patient, who was a quite
remote person with little feeling about anything, described his
occasional sexual affairs as due to the need to discharge ‘an
intermittent biological urge which has nothing to do with me’.

In classical transference analysis on the basis of instinct
psychology, it is easy to confuse together the healthy oedipal
phase and the pathological oedipal fantasy which is a schizoid
compromise between real life and flight from reality. The
patient may then believe that his pathological oedipal transfer
ence feelings are genuine natural instinctive reactions, though
transferred from his parents of long ago. In this situation
the patient would be helped to concentrate attention on the
unrealistic as if it were real, and will be helped not to experience
in an undisguised way what his actual basic and quite realistic
feelings for his analyst are. What he is really feeling at bottom,
without being able to let it emerge plainly, is that he is a fright
ened, weak, and helpless small child needing to depend on his
analyst for support and protection, while at the same time he
is afraid he will be ridiculed and rejected if he shows this
openly. If he were allowed to believe that his Oedipus com
plex were the ultimate root of his neurosis, his attention would
be diverted from the real ultimate problem and a schizoid
compromise unwittingly maintained.

Classical oedipal analysis is, however, a much less specihc
entity in practice today, than it may appear to be in theory.
The work of Melanie Klein has forced analysis ever deeper
into the pre-oedipal, pre-genital levels, to the earliest paranoid
and schizoid problems. Here we are not dealing with the child
struggling with problems of socialization in a multi-personal
family group; but with the primary two-person mother-infant
relationship in which the ego begins to grow and the earliest
ego-splitting and the creation of internal objects occurs. The
position remained confused for a long time because, as Balint
pointed out, theory lags behind practice. Writing in 1949, some
six years after Fairbairn’s proposed revisions, Balint still found
theory tied to ‘the physiological or biological bias’ rather than
‘the object-relation bias’, and based on the data of depressions
and obsessional neurosis rather than on hysteric-paranoid
schizoid phenomena (Balint, 1952). What I have said about
the possibility of using analysis on the basis of the classical
psychobiological oedipal theory as an unwitting support for
resistance, simply re-emphasizes the need for theory to catch up
with practice. There is much less need to emphasize this now
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(1966) in view of all the work that has been done on the earliest
mother-child relationship and its power to determine ego
formation.

The Necessity cy” t/ze Schizoia' Compromise as an Intermediate Phase to
the Emergence of the Regressea' Ego

Though I have sought to show how this need to set up a
middle position, in which the patient is neither completely
isolated nor yet fully committed to object-relationships, is the
cause in general of psychotherapeutic stalemate and blocked
analysis, it must also be added that this situation should not be
too ruthlessly exposed. It is, in fact, often a necessary stage
through which the patient has to pass on his way to facing at
long last, first his frightening sense of fundamental isolation,
and then his fears of the real good relationships which alone
can heal his hurt and liberate his devitalized infantile ego for
healthy and vigorous growth. The emergence of the 'ultimate
withdrawn infantile self is the hardest of all ordeals for the
patient. In the earlier chapters I have given reasons for the
view that, in proportion to the severity of the patient’s illness,
a definite part of his total self is specifically withdrawn into the
unconscious in a state of extreme infantile regression. This
‘regressed ego’ is the headquarters of all the most serious fears,
and it feels a powerful need for complete protected passive
dependence in which recuperation can take place and rebirth
of an active ego be achieved. Nevertheless, patients experience the
most intense fear as this regressea' ego draws near to consciousness. It
brings with it a sense of utter ana’ hopeless aloneness anclyet also a fear
of the good-object relationship as smothering. The patient fears that
his need for some measure of regressed dependence on the
therapist will involve him in the loss of self-determination, of
independence, and even of individuality itself. He cannot easily
feel it as the starting-point of new growth in security. In truth,
the need to regress cannot be taken lightly. In the most ill, it
often involves hospitalization. In others, sufficient regression
can be experienced in sessions while the active self is kept going
outside. Regression can be understood and controlled, and
insight can convert even normal ‘resting’ at home into a pur
posive regression. One business executive would quite sud
denly feel exhausted, and as soon as possible put up the engaged
sign, lock his oihce door and put his feet up for fifteen minutes.
Mentally he was repeating the regression and passive relaxa
tion he had learned to achieve in sessions, and with very great
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benelit, so that in time the need faded out. In some other cases,
it seems that specihc regression is not needed, and ‘withdrawing
tendencies’ can be reversed in the normal process of trans
ference-analysis.

The schizoid problem and its compromise solutions show,
however, where the ultimate difficulties of psychotherapy lie,
and just how difficult it is and why. The patient cannot easily
and quickly abandon his inadequate solutions or defences for
what he feels to be the uncertain promise of a real solution,
bought at the price of encountering such severe anxieties. He
can only do so by easy stages, and meanwhile he must use
whatever schizoid compromises between accepting and reject
ing treatment that he can. In truth, he endures other anxieties
by holding on to his own attempts to carry on in his own
way, which are as severe as the fears of over-dependence, and
far more destructive. But since the real ‘cure’ seems to involve
sinking his own personality in passive dependence on that of
another person, at least at first, we must admit that the patient
is confronted with a formidable prospect. Often, if he could not
effect some compromise relationship to tide him over till he
can face progress again, he would have to break off treatment.
I once had a patient who had spent several years using psychia
trists as ‘someone to argue with’, giving them no chance to help
her because, as they happened to be males of roughly her own
age, she felt that the degree of dependence involved would be
too humiliating. It would take a major cultural revolution to
create an atmosphere in which patients might find it easier to
accept psychotherapy; a cultural atmosphere in which not only
Ian Suttie’s ‘taboo on tenderness’ had disappeared, but also its
deeper implication, the ‘taboo on weakness’. Then, perhaps,
illness of the mind could be treated with the same acceptance
of the need for ‘healing in a state of passive recuperation’ as is
already accorded to illness of the body. But then there might be
fewer mentally ill people.

Yet the final dilliculty is in the patient’s own mental make
up. Two patients of mine needed to go through a regressive
illness which involved hospitalization. One with a gentler
nature who made no difficulty about accepting help, ‘gave in’
to the situation thoroughly and made an excellent recovery in
a few months. He came out to return to work straight away,
and with diminishing frequency of analysis, maintained his
improvement. The other, an obsessional hard-driving and at
times aggressive worker who could not at that stage be tolerant
to himself, could not surrender his struggle to drive himself on.
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Having got over the acute crisis, he came out of hospital still
with a lot of tension and conflict. His own comment was: ‘I
couldn’t make the best use of hospital. I couldn’t give in. I felt
I had to be adult and keep myself active.’ He had seemed to be
more keen on helping the other patients than on getting better
himself. But three months later he was back in again and this
time for a far longer and deeply regressed illness. Yet we can
understand why he put up such resistance, for though he got
over this illness in time and returned to work in a better state
than before, still he was left with a clearly hysteric dependence
on others which he feared, and had to face. Where it is not
possible for the patient to have a long analysis, the choice may
be between a bad breakdown willy nilly, or the achievement of
a useful schizoid compromise. If the patient feels a very intense
need to safeguard his independence and freedom for self
determination, which he feels to be compromised by accepting
help, we must recognize that the solution of this problem will
take a long time. If for any reasons the patient cannot go
through with such a long analysis, he may need to be helped to
accept the fact that he cannot force himself beyond a certain
point in making human relationships, and must find out what
compromises between being too involved and too isolated work
best for him. Yet given enough time and reasonably supportive
circumstances, this problem can be solved for many people by
psychoanalytical therapy.

We need to concentrate our best efforts in research to this
end, for the feeling of angry frustration, of being caught in a
trap which is their own mental make-up, of being entangled in
a web of difficulties within themselves and only becoming more
and more entangled the more they struggle to get free, is a
terrible problem for all types of patient. The naturally energetic
and capable persons who cannot succeed, or be contented, in
becoming cold, emotionally neutralized individuals, and yet
cannot effect stable and happy human relationships and get on
with living, can reach a point of volcanic eruption. They cannot
stand the utter frustration of their inability to escape from their
own need for compromise, half-in-and-half-out, solutions. If
such a person can find no understanding and reliable therapist,
the result can be tragedy both for himself and others. It is well
for him if he has the safeguard of a genuine therapeutic rela
tionship at such a time, which offers him a chance to grow some
deep-level security on the basis of which he can find his way
out of his trap.



XII

OBJECT-RELATIONS THEORY AND
PSYOHOTHERAPY

GENERAL CONSIDERATIONS

Fairbairnir Unfinished Work

I F the development and maintenance of the ego has come more
and more to be seen as the fundamental psychodynamic pro
cess, and an ego can only develop in the medium of personal
object-relationship, it follows that psychotherapy at any level,
but particularly at the deepest level, can only occur as a result
of a personal therapeutic relationship. Symptom relief can be
produced by non-personal techniques with varying success,
though I recently heard a behaviour therapist say that it was
now recognized that results tended to be better when the
technique was always administered by the same psychologist.
Thus the therapeutic value of the personal relationship cannot
be excluded, it seems, from any type of therapy of ‘persons’.
Nevertheless, the more we are concerned about the ‘person’
and the less about the ‘symptom’, the more the personal
therapeutic relationship comes to dominate the entire situation.
This insight is not the exclusive possession of any one school of
psychodynamic thought. Though certainly the work of F air
bairn and Winnicott is at the centre of this situation, the names
of an ever-growing number of therapists spring to mind Whose
writings point this way.

It is, I think, necessary, at the outset, to put aside a possible
misconception. I have from time to time received enquiries both
from Britain and America as to where one could get a ‘F air
bairn analysis’. One letter from the U.S.A. stated:

There are a considerable number of us who are very interested in the
work of Fairbairn .... It might be advisable to show how the theories
of Fairbairn cause modifications in the classical technique, and in
the type of interpretations, dosage, etc .... The Kleinians quite
clearly spell out how they carry out analysis in the classical tradi
tion, but change only the way they make an interpretation by
utilizing the concept of fantasy .... The nature and range of their



THEORY AND PSYCHOTHERAPY 311
fantasies are oftentimes quite clearly spelled out and are available.
No such protocol exists for the Fairbairnian technique. This is badly
needed. Those of us who practise what we feel is a form of Fair
bairnian analysis primarily do have our own ideas about this, one
of which is the maximal use of the interpretation of basic trust and
mistrust in the external object’s ability to help the patient integrate
his disparate fragments.

I feel it should be said at once that there is no such thing as
‘the F airbairnian technique’ or a ‘F airbairnian analysis’, but
I must make clear what I mean by this. Over the fifteen or so
years of my acquaintance with F airbairn, I never gained any
impression that he thought of himself as founding a distinct
school of psychoanalysis, or that he had any wish to do so. His
attitude was always that of simply contributing to the common
stock of psychoanalytical knowledge, such insights as seemed
to him new and important. He certainly had a great faith in the
power of significant ideas to look after themselves and spread
themselves abroad, and this is exactly what is happening to his
ideas. He would have been quite happy with the situation
expressed by my correspondent as: ‘Those of us who do prac
tise what we feel is a F airbairnian form of analysis primarily do
have our own ideas about this.’ ‘Schools’ tend to dogma.
‘Freely circulating ideas’ tend to fresh thinking. I think, how
ever, that he would have deleted ‘a Fairbairnian form of
analysis’, and substituted ‘an object-relations form of analysis’.
Not that he would have been prepared to give any exact
description or definition of what this meant. He rather regarded
it as the major practical problem awaiting investigation. One
aspect of it would certainly be that the therapist must be the
kind of person with whom ‘the patient can integrate his dis
parate fragments’.

Nevertheless, he would not have expressed his thought like
that. He held strongly that the use of impersonal conceptualiza
tion, as if that alone could constitute ‘scientific thinking’, led to
a subtle falsification of understanding in psychodynamics. He
abhorred such terms as id, mental mechanisms, and would not
have spoken of ‘the analyst-patient relationship’ as ‘the external
object’s ability to help the patient integrate his disparate
fragments’. The nearest he came to expressing this thought in
his own way was when he wrote:

. . . The patient cannot surrender his internal bad objects until the
analyst has become a sufliciently good object to him.
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He would certainly have said that this will not happen unless
the therapist is the kind of person who actually can help. To use
Winnicott’s distinction between ‘doing’ and ‘being’, technique
is a matter of what the analyst is ‘doing’, how he is operating
his protocol for interpretations and so on, but the therapeutic
factor lies in what the therapist ‘is’, what he is ‘being’ unself
consciously in relation to the patient. F airbairn wrote that he
would not like to be without the guidance of scientific concepts
in this field, but I do not think he would ever have attempted
to create a protocol for treatment. He once said to me in discus
sing this matter that he thought the most important thing was
to be human, natural, and real. ‘Insight’ cannot be learned
from a text-book, any more than musical composition can be
learned from a text-book. What can be learned from text
books is much that is essential and useful for the ‘expression’ in
a concrete way of the ‘insightful interpretation’ or the ‘sym
phonic composition’ which in themselves are spontaneous
creative responses of a whole personality gifted in these direc
tions. 'I`he reason, basically, for a training analysis, is not pri
marily to ‘learn a technique’, but to make sufficient progress
towards becoming a whole or integrated person, capable of
effecting a real relationship through genuine care for and under
standing of the patient enmeshed in his subjective difficulties.
Only that could justify us in thinking that we have the right to
offer to another human being a chance to find his own unity
or true selfhood in and through his dealings with us.

F airbairn’s thinking was as personal as that, which accounts
for the fact that he was very cautious about therapy while he
was so very radical about theory. His work raises the whole
question of what is the nature of the psychotherapeutic rela
tionship. What I have said above may perhaps disappoint
some who have found in F airbairn’s work insights of basic
importance for the re-orientation of psychodynamic theory. It
would not, however, be correct to say that Fairbairn originated
this re-orientation. If anyone did that it was Freud himself,
when he put ego-analysis in the centre of the field of enquiry.
Perhaps nobody really originates a major development of this
kind. It is part of the historical and social process, of the move
ment of life and thought all around us. It is in the air, and
many people contribute to its growth, while here and there
someone seizes on some aspect of it and gives it clearer definition,
to set going in turn ever-widening circles of fresh thinking. In
this F airbairn played an outstanding part, conceptualizing
with great intellectual clarity, the way psychodynamic think
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ing was moving ever deeper, beyond impulses and symptoms,
oedipal, and depressive problems, to the earliest vicissitudes of
the infantile ego, and the intense need of the schizoid ego for an
object with whom security could be found. In particular, he
followed up the work of Melanie Klein, showing how her
object-splitting involved corresponding ego-splitting. His clear
conceptualizations would not have been possible without the
prior work of Freud and Melanie Klein, and the fast develop
ing psychoanalytical therapy of children. Perhaps only now,
more than a quarter fy” a centugf afar he began to publish his findings,
is the intellectual force of his work beginning to have its proper
impact on those whose minds are open to seminal ideas.

Nevertheless, he was not able to bring his own work to com
pletion, by working out its full application to psychoanalytic
therapy. One can see now that the flrst signs of failing bodily
health were beginning to manifest even before his last published
paper, ‘On the Nature and Aims of Psychoanalytical Treat
ment’ (1958). He had approached this extension from the
theoretical to the practical only slowly. He said to me at that
time: ‘The implications of object-relations theory for psycho
therapy are so far-reaching that we must proceed with great
caution.’ My guess is that probably many analytical therapists
have been more experimental in practice than Fairbairn was.
I have never discussed his methods with anyone who had an
analysis with him, but my own experience of Fairbairn the
analyst was that he was remarkably orthodox. Analysis began
and proceeded on the oedipal and transference problems level,
and I was surprised that he seemed to make so little use of his
own distinctive theoretical orientation in practical analysis.
F airbairn the analyst helped me to understand Freud so far as
theory went; it was his writings that opened new horizons. I
believe that some critics inferred from the fact that he was
known to be a very kindly man who in some cases gave patients
some badly needed extra-analytical help, and that his theor
etical views implied the recognition and acceptance of a great
measure of dependence of the patient on the analyst, that he
could not deal with or did not sufliciently understand or recog
nize hate, aggression, and negative transference. That was not
my experience of him. Some of my own personal gains from
analysis related directly to his recognition of negative trans
ference.

Although in one paper he expressed the view that the idea
of ‘free association’ belonged too much to the old nineteenth
century Utilitarian philosophy and ought to be replaced by
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the more dynamic concept of ‘maximum freedom of expression
short of action.’ during a session, nevertheless he could permit
and handle some ‘acting out’. He told me of one female patient
who suddenly turned on him and pushed him down, and he
added, ‘She got on a lot better after that.’ He also described to
me a patient who ‘acted out’ a lot of tension and resentment
over cleanliness training by using a small stool to stand for the
pot. His own experience as a family man no doubt enabled him
to understand this acting, with constructive results. He once
gave me his opinion that the nearer adult analysis came to
child analysis, the better the result. My own experience leaves
me in no doubt about that, and also that this is the main
source of resistance to analysis, that the adult in the patient
Ends it so disturbing and humiliating to go back to having to
experience himself on the level of a child with another adult.
F airbairn’s remark encouraged me to go through with a patient
over a long period of ‘acting out’ and reliving her childhood in
sessions, from bottle feeding to games on the floor (tearing up
paper and flinging it around, drawing, plasticene modelling in
which the whole family were stamped on and destroyed) to the
ultimate embarking on friendships with men with me as a
father to whom she could talk freely without moralistic criti
cism. Treatment ended when she became capable of a serious
courtship and marriage.

On the other hand he expressed the view to me that the
more we analyse the ego, the longer analyses become. Perhaps
this perception, along with a certain conservatism in his
make-up (for most things other than psychoanalytical theory),
combined with his isolation in Edinburgh, in the medico
religious-intellectual climate antipathetic to psychoanalysis, to
make his practice lag behind his theory in therapy. He certainly
did not evolve any specific ‘F airbairnian technique’. He prac
tised orthodox psychoanalysis while recognizing that object
relations theory was bound to involve further developments
of therapeutic method. In conformity with this, he definitely
changed his personal attitude to patients over the years. He
told me that in his early days he began with the usual view that
extra-sessional contacts with the patient should be ruled out,
and that when a female patient entered hospital for a surgical
operation and requested him to visit her, he told her that this
would be bad for the analysis, and refused. But he afterwards
became convinced that this was a mistake which made it hard
for the patient to realize him as a real human being.

He also once refused to treat an agoraphobic patient who
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wanted all sessions to be conducted in his own home, and
probably would have made that same decision again in the
same circumstances; nevertheless, he accepted a very regressed
patient from abroad who had fled from an extremely formal
analyst, and when after a time she became unable to attend at
his rooms, he conducted sessions with her at her hotel. Over a
period of two years she recovered sufficiently to go back to her
own country and has worked consistently ever since. It is clear
that he was beginning to concentrate specihcally on the
problem of the therapeutic relationship, when his health and
strength began to fail. When I first knew him, he was intending
to write a major book on hysteria and it was found that he had
gathered a great deal of material for this and was not able to
complete the task. His last projected paper, which also he never
got written, he outlined to me towards the end in conversation.
It was on ‘Psychoanalysis as Science’ and was concerned with
the impersonality of the purely objective ‘natural science’
methods as contrasted with the deeply personal nature of the
psychotherapeutic relationship. I made two attempts to get him
to discuss this so that I might put something on record but his
health did not make this possible.

The implications for therapy of the extension of theory into
the lowest depths of ego-growth, are today being explored on a
wide front. Fairbairn’s ‘object-relations theory’, which links
ego-growth in all its vicissitudes with the human environment
of personal relationships, has been carried back to its ultimate
beginnings by Winnicott’s work on the mother-infant relation
ship. Here the ‘maturational processes’ given by the psycho
biological inheritance are seen to be completely dependent for
their development on the ‘facilitating environment’ of personal
object-relations, with the mother as the first and all-important
obj ect. With regard to the implications of this for psychotherapy,
I shall for the moment only mention Winnicott’s distinction
between classical analysis for psychoneuroses on the oedipal
level, and management or ‘holding the situation for the patient’ in
a mothering sense with as much analysis as is useful for
schizoid, regressed, and potentially psychotic patients. This
problem of the management of regression had arisen for Fair
bairn with one patient in an acute way at the end, and. had to
be abandoned when Parkinson’s disease and cerebral throm
bosis overtook him. We shall return in the next chapter to this
problem as presented in Winnicott’s terms, but must first take
a more general look at the nature of psychotherapy in its
inevitable setting in real life.
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Deeper Levels fy" Therapy and Changes cy" Technique

We can only answer the question about the nature of the
psychotherapeutic relationship in a comprehensive way, if we
keep in mind and find the answer to a further question: can
oedipal problems be seen as simply oedipal, once we are aware
of the existence of the deeper level schizoid ego-problems?
Winnicott regards these as requiring something more than
straightforward classical analysis, something which he calls
‘management’ which is closely related to the mother-infant
relationship. Must not the psychotherapeutic relationship then
at every level even though with a'Q?erenees qf degree, include not only
transference relationships calling for classical analysis, but also
and along with that, in keeping with the severity of the illness,
an ad hoc reality-relationship of a supportive, growth-promoting
and finally personally liberating kind. The fact that this
question was always latent in the psychoanalytic enquiry is
clear from F reud’s original limitation of (classical) analysis to
the transference neuroses. Here is a recognition of the fact that
this only related to one area of human problems, and that sooner
or later deeper levels would have to be investigated and their
therapy considered. Analysts have been driven willy-nilly into
treatments going far beyond the limits Freud prescribed for
classical analysis. The concept of the classical analysis belongs
to the pioneer period of partial and incomplete knowledge, but
since all moves beyond that have been basically psychoanaly
tical in principle, there seems no reason to limit the term
psychoanalysis to oedipal treatments.

Actually it becomes increasingly diflicult to conceive of a
stereotyped psychoanalytic procedure, and we have to be
content with main guiding lines. The highly individual nature
of every separate analysis calls for understanding, since no two
patients are ever exactly alike. Every human being is a unique
individual person. Psychotherapeutic success depends ulti
mately not on theory, and not on a stereotyped technique, but
on the individual therapist’s ability to understand intuitively
and accurately this particular patient, and to sense what is
truly this patient’s problem. Theory is a great help but it does
not confer intuitive gifts of understanding or a therapeutic
personality. It provides a more or less useful guide for them. In
this, psychodynamic science differs from natural science, where
theory determines and controls exact procedures. Psycho
therapy is a living personal relationship. A therapeutic per
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sonality in the therapist is, however, the central desideratum
around which a complex of other factors group themselves.
This becomes more evident the more ill the patient is. Hence
the necessity for careful selection of patients for deep therapy,
and for our earlier discussion of different levels of psycho
therapy.

External and Internal Conditions for Pg/chotherapy

The conditions for successful psychoanalytical therapy can be
roughly divided into external (or environmental) and internal
(or psychodynamic). Environmental conditions are not so
important if one is dealing with a fairly straightforward case of
oedipal psychoneurosis. Oedipal patients can ‘stand’ their real
life environment better than, say, regressing ego-weakness
patients can. But while there are cases that can be helped to an
adequate stabilization on that level without probing deeper, it
is not so possible today as it used to be to leave matters alone at the
stage ofthe resolution of purely oedipal conflicts. It used to be said that
an ‘intact ego’ is a precondition for psychoanalysis. But in the
light of the most recent psychoanalytical advances, it is precisely
this that is so hard to find. We are much more likely today than
were the earlier analytical therapists, to find ourselves coming
upon indubitable signs of basic ego-weakness obtruding into
the middle of oedipal analysis. I have found this to be true even
within the thirty years of my own work as a psychotherapist.
The overall conclusion from the material here studied would
seem to be the fact that the deepest researches of contemporary
pgfchoanalysis show that ‘radical’ psychotherapy must aim, not simply
at the resolution eyfspecyic conflicts, but at t/ze fundamental regrowing cy”
the basic ego, the whole personal sebf (with the proviso that such
‘radical’ psychotherapy is certainly not possible or even wanted
in every case, though it is the true goal in the light of which all
else must be judged).

Not that the resolution of specific conflicts has lost its impor
tance and reality. This is the pathway to the undermining of all
symptoms and defences, and we can be grateful when it is pos
sible to leave it at that. But this so often leads remorselessly on
to the ultimate problem, the need for a rebirth and regrowing
of a ‘whole person’. This can easily be dismissed as an impossibly
idealistic aim, though if patient, therapist, and circumstances
are adequate to the need, there is a genuine possibility which
in some cases is actually accomplished. However, in practice,
we so often get no chance to aim at that ultimate goal because
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the coincidence of all the necessary factors is rare. This is
easiest to illustrate if we look first at the environmental cir
cumstances, and the extreme case of the deeply disturbed
patient who may need an actual breakdown into severe illness
before he can turn the corner and get well. His circumstances
may be such that he cannot risk it, or that if it happens he may
be financially or professionally ruined, or that his environment
may not be adequate to sustain him in his convalescence. I
have quoted the case of one patient whose father was psychotic,
and whose exceptionally rigid defences probably contained
something psychotic in the depths of his own unconscious; he
was a bachelor living alone, and managing a small but highly
specialized business, and there was no one to look after it or him
if he cracked. He became a genuine case of blocked analysis.
There was no chance of finding out whether or not he could
have faced the deepest repressed elements in his mental make
up. Another, female, patient in similar circumstances, with a
similar psychotic factor in her problems, felt that if it ever came
to a real breakdown and having to enter a mental hospital, she
would become thereafter suspect in her profession and would
have no economic future.

If a patient needs a long regressed illness which cannot be
coped with at home, he may find himself taken out of analysis
and into hospital, and made the subject of concentrated efforts
to suppress his illness forcibly by drugs or ECT and hospital
discipline, while his deep problems simply cannot be glimpsed
or understood by psychiatrists and nursing staff whose aim must
of necessity be to get him well quickly. On the other hand there
is the patient who, after a long analysis which by its very
success at last opens up the deepest levels, Hnds himself in such
an appalling state of mental suffering that he simply cannot
stand it and at some point can only want to have it buried by
ECT or else suicide. Thus one middle-aged married woman
whose mother had simply ignored her in infancy apart from
routine physical attention, grew up very seriously schizoid.
She had in fact no mother who felt any genuine personal
attachment to her, and therefore no mother to whom she could
feel any personal attachment; in effect, no personal relation
ship in which she could make a start in experiencing herself as
a person. She was not the only member of the family who
suffered, but being the eldest she suffered most. Late on in
treatment she visited her parents’ home on one occasion, and
found her father alone in one room,.,.her mother and several
other members of the family in another, all sitting in deadly
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silence after some quarrel. After a time, she could not stand it
and went, and on the way home suddenly remembered ‘But
I’ve often known it like this in the past’. About the same time,
a younger sister remarked to her one day, ‘The trouble is that
there isn’t enough affection in our family.’ I will summarize this
case, as it shows, particularly clearly, the interaction of external
and internal factors in therapy.

After a long analysis she began to experience the outbreak
of feelings of quite appalling isolation on waking up in the
night. This made her suicidal without the protection of pills.
One day her general practitioner suddenly declared to her
husband that he had no time to give to cases like this and said,
‘Take your whole family off my list to another doctor.’ This
traumatic rejection so terrified her that in an emergency ses
sion that afternoon I was unable to get any real contact with
her. She was in the grip of the fear that another doctor would
not understand and would refuse to give her the sleeping pills
she needed, a fear that proved to be not without a basis in
reality. This made her feel that I too was useless in this kind of
emergency and that her husband would be unable to cope with
the situation; the strain would give him a second coronary
thrombosis. That night she took all her remaining pills and
was only just saved by intensive hospital treatment. When she
regained consciousness, her Hrst words were ‘Does G (myself)
know? Does he understand.’ Her husband told her ‘Yes’.
When later she was able to return to analysis she made rapid
progress, realized what great efforts had been made to save her,
felt that after all she must be ‘wanted’ by her family, and
finally said to me, ‘What really convinced me was when I saw
that your attitude to me had not altered a bit. I thought you
would be angry with me and refuse to treat me any more.’

For the space of nine months she developed quietly and
steadily into a trustful communicative and friendly person. Her
husband and daughters said that the home had become a more
normally happy one for the first time. Then suddenly, just
before the Easter holiday break loomed up, a dramatic change
occurred. It was clear that in spite of her welcome improvement
her need of large doses of night sedation meant that her deep
dread of utter isolation still remained to be dealt with. She
failed to arrive for the last two sessions before the holiday, and
her husband rang to say she had a migraine attack. Both I
myself and the patient and family were going away for two
weeks and I could do no more than have two phone talks with
her before the ‘separation’, with no definite result. During the
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holiday the patient’s sister had to go into a mental hospital and
had ECT for depression, and then the patient broke down.
\/Vhen I saw her again I was shocked at the change in her,
physically fat and swollen with marked signs of oedema, and
mentally very withdrawn. She too had to be hospitalized. She
put it down to the shock of her sister’s illness, but on her
return home she resumed sessions and the rapport of the previous
nine months was dehnitely absent. I took her back to the two
migraine attacks before the holiday, and gradually it dawned
on her that she had begun to feel ill before her sister’s illness
and had made that an excuse to divert her anxiety from herself.
At last a critical insight came. She remembered that before the
holiday she had been feeling so much better for so long that she
suddenly got the idea that I would soon be saying to her that
she did not need me any more and her treatment could come
to an end. This had caused her to panic and she had migraine
attacks to stop herself coming to sessions to have the dread
verdict passed on her.

As the ultimate outcome showed, her problem was more
complex than this. Really she feared going on with the analysis
because it would mean having to face her ultimate terrifying
sense of isolation; yet she was equally afraid to stop, and was in
a cleft stick. The migraine attacks masked the acute tension
between the fear of stopping and the fear of going on, and
combined with the holiday made her feel that she had lost me
already. As her resumed analysis proceeded, I found that she
had begun to re-experience the appalling isolation states that
she had felt before her previous suicide attempt. Her husband
became alarmed and told me that she was definitely drifting
back into the state of mind she had been in before. There was
no doubt that this sense of utter isolation had its origin in
maternal neglect in the first year, but she had been to a con
siderable extent defended against that by the fact that a
grandfather who was very fond of her and she of him, lived with
the family and cared for and protected her. He died when she
was about four years old, and she was thrown back again on
her basic isolation. What emerged at this stage was that she
was identifying losing me through ending treatment, with the
death of her grandfather which had evidently precipitated a
severe crisis at the age of four which no one recognized, and
which left her a seriously withdrawn child. The analysis of
this threw her back on her original experience of maternal
deprivation; and her feeling of utter isolation now emerged in
full force, plunging her into despair. She could do nothing but
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sit at home sobbing, and feeling suicidal, till she suddenly made
up her mind. In the next session she said, ‘I can’t stand this
mental suffering any longer. I can’t attend to analysis. I must
have it buried or I shall commit suicide. I want ECT .’ She was
in no state to be told that this might not do for her what she
wanted, and as she insisted, I made arrangements for it. Here
was a sad dénouement. Successful analysis had unearthed some
thing that the patient just could not face.

The ETC gave her relief from the intolerable mental suffer
ing but impaired her memory so that she could not remember
why she had it, and why she was not now seeing me. When a
few days after its termination she seemed much calmer, the
psychiatrist said he hoped this would last, that it could be
unwise to stir up the mud again, and he hoped she would not
need to see me for further analysis. She thought she was being
forbidden to see me again and that same night her suicidal
despair rushed back in full force. She had to return to analysis,
and we found that in fact ECT had put some brake on un
controllable emotion in a crisis, that she could now stand
going back earlier than her grandfather’s death, and was
clearly reliving the basic trauma of the primary maternal
neglect. The ensuing analysis of the isolated infant who could
not develop a true self in an empty world was a fascinating
experience, of which I shall give some account in the next
chapter. I may mention here that while she was in hospital the
first time, after her suicide attempt, she was exceptionally well
cared for and sympathetically understood by the consultant,
but on one occasion his junior took it upon himself to give her a
severe lecture to the effect that other people had had a difficult
childhood besides her, and it was time she pulled herself
together and got over this suicide nonsense. He came near to
undoing for a time the good that was being done.

Environmental factors over which we have no control can in
this way greatly complicate the handling of the inner problems,
which may themselves be greater than the patient can face.
One may well feel that, in spite of advances in understanding,
it may often be a practical impossibility to secure the conditions
in which radical psychotherapy can be carried to a successful
issue. For the deeper we go, the more vulnerable the patient
becomes to the impact of external reality, as vulnerable in fact
as he was in infancy. Nevertheless, there are actual successes
even in very long-term cases. Given a fair chance, some can
win through and some cannot, but we must go on to explore
this problem as thoroughly as possible.

SP-'L
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Freud ’s Cautionl

It is well known that as Freud grew older he grew more
cautious in his estimate of the therapeutic value of psycho
analysis, though he retained an undiminished regard for it as
an instrument of scientific research on the psychic life of human
beings. It may well be that Freud’s scientific interest was
greater than his human interest, for he expressed very low
views of human nature in general. I have little doubt that his
psychobiology and instinct theory made him regard as inherent
in human nature what were in fact psychopathological develop
ments. This is not a good basis in theory for psychotherapy. It
must be apparent now that in practice psychoanalysis only
has value as an instrument of scientihc research into the most
painful areas of unconscious feeling and impulse, if the patient
has reason to believe that the method has therapeutic value and
will help him to become the ‘person’ he feels he has failed to be.
No one is going to lay bare their intolerable hidden distress to
satisfy someone’s scientific curiosity. They will only do so if they
become steadily convinced that we will stand by them and in
the end relieve their misery, and even then, cooperation is
opposed by tremendous inner resistances. If faith in the thera
peutic value of psychoanalysis proved unwarranted, it would
have no more value as a scientific method than have the labora
tory methods of ‘objective’ psychology. The person investigated
just does not allow any of these methods to touch the painful
areas of his inner life. All that is obtained is some objective
knowledge of the patient by the investigator, with no trans
forming healing process involved. Scientific understanding of
the dynamic subjective development and functioning of human
personality will only be gained by combining investigation and
therapy. This is what psychoanalysis claims to do, not by mere
observation of behaviour from the outside, but by sharing the
painful subjective experience on the inside, which lies behind the
patient’s behaviour. This is our only hope of entering this
closely guarded, tenaciously defended area of the patient’s
suffering privacy.

This makes Freud’s cautious estimate of the possibility of
psychotherapy all the more challenging. Therapeutic optimism

1 At this point material is incorporated in revised form from an article,
‘The Therapeutic Factor in Psychotherapy’, Brit. ]. med. P.9»c/zol., 26, 2
(1953) up to the point where Winnicott’s view of psychotherapy is examined,
on p. 357. Ch. XIII.
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and pessimism have alternated in the history of the psycho
analytic movement, which simply shows that analysts have
never been blind to the difhculties. Cn the one hand there are
blocked analyses, negative therapeutic reactions, the gaining of
intellectual insight without accompanying emotional change,
and the fact that distortion and embitterment of human
personality can go so far and be so deep-seated, that the indi
vidual seems to be virtually inaccessible to healing influences:
and there is the ever-present fact of unconscious resistance to
treatment. On the other hand there is the simple fact that a
number of patients do actually show important changes in
personality in ways that manifestly would not have occurred
but for their psychoanalytical treatment; not only losing
symptoms but becoming happier and more effective people. It
is difficult to present publicly the evidence for this, firstly
because the nature of the work is so highly confidential, and
secondly because there are so few analysts and therapists that
the pressure of sheer urgent clinical work leaves all too little
time for detailed research on results. Furthermore, since the
patient goes on living, treatment cannot produce final results
but rather puts him in a position to manage the rest of his life
with greater insight and to go on growing. Thus it is not
uncommon for patients to write even a long time after they
have ended treatment, to report post-analytic improvement.
A male patient wrote over six years after he had ceased analysis
to say that he definitely had not stood still but felt that insight
and improvement had gone on steadily. He had just dreamed
of being with the Queen (the symbolic mother) and ‘to my
surprise she took quite a friendly interest in me. I feel that this
marks a favourable turning-point in that what was previously
an inhuman and frightening object becomes more human and
warmer.’ His mother had been cold and introverted. He added,
‘I am still staggered by the amount of fear and insecurity we
all carry, making for blindness, false targets, wrong judgment’s
inactivity, etc. It is like travelling in a heavy fog but just
occasionally getting a glimpse of a sunlit landscape in an
unspoiled world.’ Prior to psychotherapy his inner world was
almost entirely dominated by internal bad objects and a
paranoid atmosphere. The motivational element of simple
compassion for suffering human beings which plays an impor
tant part in leading one to become a psychotherapist who
treats patients by ‘understanding’ them rather than by ‘work
ing on’ them, makes it impossible simply to write off the
patient who does not oblige by getting better quickly as if it
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were the patient’s fault. One has to be prepared to go right
through with the patient, whatever his difliculties, and it would
be impossible to go on doing this year after year, if one did not
see genuine evidence that this work has, not only great limita
tions but also real effectiveness. The problem of the nature of
psychotherapy calls for continuous investigation.

Scientific Validation ry" Pychotherapeutic Results

It may be worth while at this point to glance briefly at the
difliculties of validating therapeutic results. Those who like
Eysenck attempt statistical assessment of results designed to
highlight the failures of psychotherapy, should be required in
every case to present them only alongside the parallel statistical
study of the failures of psychiatry and behaviour therapy. A
hospital psychiatrist recently told me that thirty per cent of
their admissions are readmissions, and I have been given higher
figures than that. The psychiatrists are now in many cases trying
out behaviour therapy techniques but no one has to my know
ledge published statistics of failures. I personally know of such
failures. The only firm conclusion that can be drawn is the
correct one that mental health problems are far more subtle
and complex than our present understanding and treatment
methods can cope with. Partisan attempts to decry any one
method of treatment should disqualify the critic as prejudiced
and unscientihc. Thus, Eysenck, to take only one example,
seeks to prove statistically that two out of every three neurotics
are cured or improve within two years without psychotherapy.
However, in 1950, the present writer broadcast some short talks
on ‘Nerves’ which brought in over 1,500 letters from radio
listeners. The outstanding fact in this correspondence was the
very large number of letters from elderly people who reported
that they had suffered their iirst breakdown in their late teens
or early twenties, and that since then they had experienced
repeated relapses at intervals of three to five years up to their
fxfties or sixties (their age at the time of writing). Some of these
patients had been hospitalized more than once and treated by a
variety of methods; many had recovered spontaneously, but all
broke down repeatedly at intervals. All these cases would be
included in Eysenck’s category of ‘cured or improved within
two years’, which turns out to be simply meaningless.

It is not surprising that remissions of overt neurosis occur,
since such illnesses are emotional crises and emotion invariably
ebbs and flows in intensity. Anxieties of even deep origin are
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greatly affected, stimulated or damped down by every change
of circumstances. Emotional crises are reactions to changing
situations both within the mind and in the outer world, and the
natural and automatic defence of repression is not a fixed and
constant factor. The struggle to suppress disturbed feeling is
always going on, and repression is being constantly weakened
or reinforced by the ever-changing life situation. Disappear
ance of symptoms is not ‘cure’. Faced with such an enormous
problem as mass mental ill-health in the community we can be
grateful for any .gfrnptom-relieving treatment that can be proved to
be helpful, whether behaviour therapy, drugs, ECT or any
other kind; but psychotherapy accepts the responsibility of working
for something more funa'arnental,° long-term stabilizing changes in the
total personaligf. Whatever disappointments are encountered, this
is still the real aim of psychotherapy, even when the psycho
therapeutic method itself can be used for valuable short-term
improvements. Psychoanalytic therapy can only fairly be
judged in the light of what it ultimately aims at.

It may be useful to look a little closer at this question of
scientific validation of psychotherapeutic results, partly because
it will clarify the nature of psychotherapy, but especially
because many psychodynamically orientated social and case
workers and teachers, trained in the broadly psychoanalytic
approach, find themselves under fire from psychologists and
other colleagues who have had a purely objectively scientific
education and are often lamentably ignorant of realities beyond
the scope of ‘science’ in the narrow sense. The social workers
have usually come to their subject from the background of an
arts education, and are not seldom at a loss to know how to
meet the ‘scientist’s’ criticisms that their work is purely sub
jective guess work and cannot be scientifically validated, or
even scientifically based. This raises the gravest and pro
foundest intellectual problem of our time. For centuries we had
a civilization based on ‘faith’ in which the whole of reality was
‘personalized’. In the last few centuries this has been increas
ingly replaced by a civilization based on ‘objective scientific
knowledge of material reality’, and everything tends to become
depersonalized. But now at last, and very much through the
work of Freud, in whom the intellectual battle raged fiercely,
science has run up against the fact of human personality itself.
Here it is faced with a new dimension of reality and knowledge,
and is very loth to admit the facts. Scientific orthodoxy struggles
to deal with the ‘person’ by the old ‘objective methods of
investigation’ suitable to dealing with material reality. The
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‘scientific’ study of the ‘person’ has split into two quite differ
ent approaches, so-called ‘objectivc’ psychology, and ‘psycho
dynamics’ which studies the ‘subj ective experience of the human
being as a person’, and to which the ‘objective’ school wish
to deny scientific status. I used the term ‘so-called objective’
psychology, because our subjective experience of ourselves
as persons is just as much an objective reality, a stubbornly
existing fact, as any material fact or process. Nevertheless,
it cannot be studied simply from the outside. It is a kind of
fact or reality that we can only ‘know’ on the inside. Psycho
dynamic studies are the very spearhead of intellectual progress
today and will lead to yet another major reorientation of
our culture and civilization. Those who foolishly try to deny
scientific reality to psychodynamic studies are, by implication,
saying that the progress of human thought has come to a final
end in their type of scientihc theory and philosophy: a pro
position which only has to be stated to be seen to be absurd. This
question is of such great importance today that I have dealt
with it at greater length in Chapter XIII, on ‘The Concept of
Psychodynamic Science’.

I will only add here that a great deal of psychiatry and
behaviour therapy today is an unrecognized attempt to make
science take over our responsibilities for human living. At a
time when philosophers of science are themselves expanding
the concept of science, psychotherapy must disentangle itself
from a false subordination to the orthodox scientihc outlook of
the last few centuries. The business of science is not to be a
substitute for our human living as ‘persons’, but to give us
the tools with which to carry out our purposes. Science cannot
take over, or provide any substitute for, the essential human
activity of making personal relationships in which we can exper
ience the reality of both ourselves and other people, and thus
find meaning and value in living. Psychotherapy is a part of
this essentially ‘human living’ and its aims cannot be achieved
by any impersonal material technique. Psychotherapy must
use psychodynamic knowledge, which has its own objectivity
and is the only truly ‘psychological science’, as a tool in the
service of human personality and its rights to be given personal
relationships of a kind which will permit and ‘f`acilitate’ (vide
Winnicott) growth to maturity of personality. We are some
times told, not only by scientists but also by some theologians,
that ‘man’ has in this present scientihc stage of` history at last
‘come of age’. This is surely blind and arrogant nonsense. All
that has happened is that ‘natural science’ has made available
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to us knowledge, much of which is being used in widely destruc
tive ways, because of our chronic psychological immaturity.
Only in our lifetime has the work of Freud and his successors
begun to disturb our complacency and compel us to face this
fact.

In the light of this we can return to the consideration of
statistical studies of psychotherapeutic results, and see that they
are really completely devoid of meaning, for three reasons.

(1) They have no way of taking into account the motives
patients have for recovery or non-recovery. Tests that can only
be applied to objective data, just do not deal with subjective
data. Many patients feel guilty about taking treatment because
of the opposition of disapproving relations, or because they feel
involved in talking about parents and friends behind their
backs, and feel they ought not to do that even to get well. This
guilt is all the more serious and obstructive when it is uncon
scious, as Freud pointed out in ‘The Ego and the Id’. It is part
of psychotherapy to deal with such problems but success is
not likely to be invariable. Some types of patient who are aggres
sive and wish always to be master of other people, or to be
independent at all costs, find extreme difliculty in accepting
psychotherapy at all. They are always secretly wanting to frus
trate and defeat their therapist even at the price of remaining ill.
Accepting help feels like ‘giving in’, and when they have been
compelled to ‘give in’ systematically to a domineering parent,
this is the last thing they feel prepared to do with anyone else.
Other patients are genuinely terrified of the emotional upheaval
they must face in radical psychoanalysis; they are perhaps consti
tutionally deiicient in capacity to stand tension and anxiety.
Sometimes a patient’s human environment is so frustrating that
it offers no better alternative than illness, and there isno real
incentive to get well. One sensitive refined female patient
whose husband was plainly a brutal, uncomprehending man,
felt unable for important reasons to leave him, and illness was
in fact her only protection if she stayed with him. It did at least
keep a doctor in touch to afford some brake on his behaviour.
Yet again, some patients enter on psychotherapy not because
they themselves really want it but because some other person,
doctor or relation, recommends it, and they come not really
knowing what is involved. As they find out, they may or may
not respond. An underlying resistance may not be surrendered.

(2) Statistical studies have no way of taking account of a
fundamental factor which has concerned us all through this
study of schizoid personalities. The schizoid patient who is so
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fear-ridden that his basic strategy in life is to keep outside all
real personal relationships in spite of his need of them, and not
to allow any feeling to be evoked in him if he can help it, may
be unable to form any sufficiently real relationship with the
psychotherapist to allow psychotherapy to proceed. There is a
real dilemma here; until psychotherapy has helped him to
become less afraid of relationship, he cannot make much use
of the treatment, yet while he cannot effect this relationship
spontaneously because of his anxieties, the treatment cannot
get under way. The problem is not insoluble or psychotherapy
would never get going at all, but it constitutes probably the
major difficulty in treatment. One can only keep quietly on,
sympathetically directing attention to the fears of relationship,
keeping them conscious so that the patient can repeatedly test
them against the reality of his experience of the therapist.
Every therapist is familiar with the patient who is just begin
ning to develop some rapport and then suddenly shoots off into
detachment. This has to be analysed over and over again. Since
not all patients experience this difficulty in the same degree,
simple statistical comparisons are impossible.

(3) This brings us to the most serious omission in any statis
tical analysis of psychotherapeutic results. It fails to take
account of the relationship between the patient and the thera
pist. If therapy were a purely objective scientific procedure or
‘method’ this would not matter. The patient’s reaction to the
doctor in purely organic disease is not so primarily important,
though this ceases to be true as we enter the realm of psycho
somatic disease. The therapeutic powers of the old family
doctor rested to an incalculable extent on his personality and
the relationship between the doctor and patient. In the sphere
of psychological healing this becomes the all-important factor
which no statistical analysis of results can either record or
evaluate. Analysts as individuals do better with some types of
patient than with others. It is not solely a matter of training
and technique. Patient and therapist need to be ‘matched’ to
secure the best results. Groddeck would refuse to treat a patient
if he did not take to him. ‘Choice of analyst’ is highly important
from the patient’s point of view. Not anybody can be assigned
to any therapist with equal chances of success, on the assump
tion that ‘the psychotherapeutic process’ will go on automati
cally. This may be an inconvenient complication in organizing
clinics, but is nevertheless a fact. Such highly relevant factors
are too subtle to be weighed in merely statistical scales.
Eysenck’s sweeping conclusion that ‘the data fail to confirm
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the hypothesis that psychotherapy alleviates or cures neurotic
illness’, is only a hasty unscientific generalization or prejudice
based on inadequate methods of investigation. It may well be
that some early distortions of personality become irreversible,
that no psychotherapist could be found to expose himself to a
frankly murderous psychopath. But we do not need to prove
that psychotherapy must be one hundred per cent effective, or
even partially effective, in evegi case, to show that it is a real
valuable possibility.

A far stricter definition of psychotherapy is needed. Some
refer to it as ‘the talking cure’ as if any kind of talking by
any kind of psychiatrist or psychologist however untrained in
psychotherapy, can be considered to be the practice of psycho
therapy. I am inclined to say that psychotherapy is the only
method of treatment doctors are permitted to practice without
specific training. Others again speak of it as ‘counselling’ which
could mean anything from experienced understanding to pep
talk and authoritarian advice. Psychotherapy is a term that
now becomes meaningless unless it stands for trained psycho
dynamic treatment of the personality in depth. Everything else
is ‘psychological first aid’, however valuable and necessary that
often is in practice. It is the dynamic personal factors which are
the crux of the matter in psychotherapy, as becomes ever more
clear when we probe to deeper levels of human disturbance,
and these factors are altogether too subtle to be taken account of
by statistical studies of the results of varying samples of psycho
therapy. Such investigations do not envisage the necessity of
studying the personalities and the developing relationship of
both patient and therapist in evegf case before it would be possible
to assess the nature of the results or the reasons for success or
failure. Eysenck speaks of ‘cure’ or improvement ‘without
benefit of psychotherapy’ but he makes no attempt to give
meaning to that phrase by studying the life-situation and the
personal relationships in the midst of which the patient did or
did not recover. There is no such thing as improvement
‘without benefit of psychotherapy’ for life itself has its psycho
therapeutic factors of which professional psychotherapy is a
scientifically specialized development. The meshes of the stat
istical scientific fish-net (vide Eddington) are too large to catch
these facts of interpersonal relationships, but we cannot there
fore conclude that they are not facts.

In a letter to the Editor of the Quarterbf Bulletin zyf the British
P920/zological Soeiegy (April 1952) Eysenck compared ‘papers
devoted to scientific (experimental and statistical) studies in
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abnormal psychology’ with ‘papers dealing with ideographic,
psychoanalytic and other “dynamic” topics’. The first he called
‘factual’ and the second ‘speculative’, and he has consistently
maintained that point of view in subsequent publications. The
fallacy of refusing the status of ‘fact’ to what one’s own favourite
method is incapable of taking account ot; should be obvious.
But this dangerous narrow-mindedness of the exclusively
‘scientilically’ moulded mind is so widespread still, that I have
reserved a fuller study of it for Chapter XIII, Psychotherapy is a
practical procedure involving the art of sustaining an actual
kind of personal relationship. It can be studied scientifically but
not by methods which fail to take into account the all-important
personal factors of motivation, understanding, and emotional
relating. At this point the very concept of science must be
broadened beyond the scope of the purely objective study of the
‘facts’ of the material universe. In psychotherapy two thera
pists can be treating two broadly similar types of patient, using
the same kind of technique and interpretations, and yet what
really goes on in the two treatments may be utterly different,
leading in the one case to a blockage and in the other to a
therapeutic success. We shall be led astray if we attribute
therapeutic results solely to our technique of investigation,
and /or to our theory. The technique helps us to investigate the
problems which the therapeutic relationship, when it is therapeutic,
enables the patient to reveal. It is the relationship with the therapist that
creates the situation in which the problems can be solved. This ‘object
relationship theory of therapy’, which has always been implied
in the various aspects of the ‘transference’ problem, was first
laid down by Freud himself, when he wrote of his decision to
drop hypnosis and the abreactive, cathartic technique as follows:

It was true that the disappearance of the symptoms went hand-in
hand with the catharsis, but total success turned out to be entirely
dependent upon the patient’s relation to the physician .... If that
relation was disturbed, all the symptoms reappeared, just as though
they had never been cleared up. (1922, p. 237.)



XIII

()B_]ECT-RELATIONS THEORY AND
PSYCHOTHERAPY

THE PSYCHOTHERAPEUTIC RELATIONSHIP

THE previous chapter emphasized that the extent to which the
psychoanalytic technique can be ‘worked’ depends on the
relationship between the therapist and patient, and that, in the
words of Freud, ‘total success turns out to be entirely dependent
on the patient’s relation to the physician’. We must then ex
amine closely the dynamic personal factors which are the crux
of the matter in psychotherapy.

The Personal Relationship fy" Patient and Therapist: Tran.y%rence

It is best to approach the deeper discussion of the patient
therapist relationship from the starting-point of F reud’s recog
nition of transference phenomena, for though transference does
not cover the whole problem, it is an enormously important
part of it. It is one of those problems that have been so
thoroughly explored that there is perhaps not much new to be
said about it, but we must seek to present it in such a way that
it can be integrated with newer views of the therapeutic
relationship. I have felt that some writers dealt with trans
ference as if all relationships of every kind were nothing but
transference, and that nothing new in the way of relationship
could occur. If that were true there could be no progress in
psychotherapy. Fairbairn’s ‘object-relations’ view cy” pgfchotherapy
was certainbf that it is a process in which tranwrence relationships, both
positive and negative, are worked through until they lead on and give
way to a good realistic relationship of whatever kind is possible and
appropriate between therapist and patient. Some patients can arrive
at a quite good result and end treatment and go away to attri
bute the result to something other than the therapist’s help.
They cannot owe him anything. This shows that the results may
be good enough for practical purposes, but have not fully
resolved the patient’s difficulties in human relationships. While
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no treatment can reach perfection in results, a really good
result should leave the patient able to feel happy in a genuine
sense of gratitude and friendly feeling for the therapist, along
with a quite realistic appreciation of him as a human being.
I can perhaps explain what I mean best by referring to my own
case. My analysis with F airbairn eventuated in a normal friend
ship between us, expressed by correspondence, usually on
psychoanalytical matters, and occasional visits whenever any
business took me to Edinburgh. We had a lot in common
in psychological and philosophical concerns. I know he re
spected my understanding of his work, and I respected his
integrity, ability, and deeply humane qualities of character.
From time to time he expressed views on other matters with
which I disagreed, and had his health permitted more vigorous
discussion in his later years, I have no doubt we would have
discovered, and I think respected, some quite extensive differ
ences of outlook, without our friendship suffering. This seems
to me a ‘realistic relationship of whatever kind is possible and
appropriate between therapist and patient’.

Naturally, not all treatments end in that degree of friendship.
Good results can be obtained with patients with whom one
would not have much in common outside the therapeutic situ
ation, provided the basic ‘human therapeutic relationship’ is
genuine. In other cases it is simply a matter of lack of oppor
tunity. Nevertheless true feelings of friendship will exist.
Recently a patient who had ended her treatment two years
earlier, rang to say: ‘I thought you would be interested to know
that my eldest son has been chosen to play in a Young England
Rugby Trial match.’ I was very interested, knowing what
difficulties this family had encountered and surmounted, and
we had a very interesting chat. A successful psychotherapeutic
treatment should end by contributing something permanent and
intrinsically good in human relationship to the patient’s life, even
in cases where patient and therapist never see each other again.
No doubt all therapists rejoice in the occasional letter from a
past patient indicating that they are going on well, and have
not forgotten how they have been helped. We are, however,
anticipating, and must go back to the beginning and look first
at transference.

The factor of personal relationship between analyst and
patient was quickly recognized by Freud and incorporated into
the body of psychoanalytical teaching under this term of
‘transference’. He saw how large a part the patient’s emo
tional reactions to the analyst played in treatment, and one of
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his major discoveries, valid for all time, was that these included
repetitions of what the patient had felt and was still uncon
sciously feeling towards parents and other important people
in his childhood. Some patients largely repress what they are
feeling towards their therapist for a long time, and want to
maintain a consciously good relationship with him, on the
moral level of winning and keeping his approval. Cthers begin
with openly hostile and resistant attitudes bound up with re
sentments about having to seek help for this kind of illness.
Therapists in generalfind that it is much better when the hostility
comes out frankly at the start. In reality patients always feel
both ways, and whichever reaction is conscious, the other is
unconscious. This repression of part of their feelings is, needless
to say, like all repression, itself unconscious and automatic.
This is simply a repetition of the early situation as seen in the
conformist, and the problem, child.

Sometimes the patient is unaware of feeling anything at all
about the analyst, and becomes very resistant to any interpre
tation of his behaviour designed to help him to become conscious
of this emotional reaction. The withdrawn patient hates feeling
‘lured’ into a personal relationship. One patient said, ‘I’d
rather hate you than love you’, and another, ‘Hate is much safer
than love.” But if possible they prefer to feel nothing and so long
as they can maintain that stance, nothing much happens. Freud
saw that the patient ‘transfers’ on to the therapist repressed
and forbidden infantile reactions to parents of both love and
hate. He held that the present-day neurosis must be replaced
by a transference neurosis, in which all this is felt for the thera
pist, if a ‘cure’ is to be achieved. As usual, Freud had taken the
first step in the unravelling of a problem of extremely complex
proportions. Not everything can be seen at the start. Freud
seized on the importance of this personal relationship factor in
treatment, but he looked at it more from the point of view of
the patient’s reactions to the analyst as a substitute parent, than
from the point of view of what impact the analyst made on the
patient in reality, as the kind of person he actually was. These
two factors are subtly intermixed and analytical treatment has
to unravel them, so that ultimately the patient can come to
feel objectively without the distortions introduced by transfer
ence reactions.

After a time it came to be realized that analysts have counter
transferences to their patients, which should likewise be ana
lysed. They will be in proportion to the incompleteness of the
analyst’s own analysis. That must at least have gone far enough
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to enable him to recognize and work on his own counter
transferences. When I once said to Fairbairn ‘Countertransfer
ence must be harmful to a patient’, he replied, ‘You may do
more harm to a patient if you are too afraid of countertransfer
ence.” The reason, clearly, is that if a therapist eliminates all
personal feeling for a patient (which actually he can only do by
repression or by being something of a schizoid intellectual) in
the interests of pure scientific objectivity, the patient will be all
too justified in feeling that he is dealing with someone who has
no genuine interest in him as a person. Patients easily feel that
anyway. They will say: ‘You can’t really be concerned about
me. I’m only one of a crowd of patients to you. l’m only a name
in a list of cases to you. I need something more personal, more
human than analysis. I need to feel you care for me, that you
are my friend.” There is naturally a great deal of transference
in this. It conceals unsatisfied legitimate longings for parental
affection, and these may be disguised in sexual fantasies of
intimate relationships with the therapist. There is nothing
here that is not always occurring whenever human beings make
each other’s acquaintance in everyday living, but the analyst
has to separate out what comes from the past and what can
genuinely and realistically belong to the present-day meeting
of two real human beings, when one is concerned to help the
other to ind his human reality. This latter only becomes
clear as the transference is got rid of (though there is no per
fection in human life, and this process can never be absolutely
complete).

Repressed sexual fantasies towards therapist and parents can
become conscious if the patient feels safe enough with the
therapist. Sometimes these can be quite simply pregenital and
infantile, and may then be even more embarrassing to the
patient, as in the following two cases. A married woman in her
thirties with three children, feeling unequal to her responsibili
ties, suddenly felt she wanted to run over to me, climb on my
lap and curl up and go to sleep, as she used to do with her father.
The other, a headmaster in the forties, felt a strong wish to lay
his head on my shoulder and have my arms round him, and
recalled being held in his father’s arms and laying his head on
his father’s shoulder. The experience was so real to him that he
could smell the tobacco of his father’s pipe. But are these to be
analysed as just ‘early erotic wishes to be outgrown’? Were they
not precious memories of a time when the parent-child relation
ship had been good, a regression under present-day strain to an
early security which had been lost? Their revival in the transfer
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ence was a sign that the parents, from that time onwards, had
failed to help the child to go on to a more maturing relationship.
The headmaster’s father had in fact become a cold aloof man as
his son grew up, and they lost contact. He needed me to be
someone with whom he could go back to that point of arrested
development to free himself for further growth. This could not
be done by a literal recreation of the original father-child
physical relationship, but it could be done by an accepting and
sympathetic mental understanding of his whole position.

T/ze Anabfst as Projection Screen and as Real Object

The early view of the analyst as simply a ‘projection screen’
for the patient’s fantasies has today already been left behind in
its stark simple form, but must still be taken into account. The
patient has personal needs towards the therapist which are not
exhausted by the transfer of infantile eroticism, since he needs
his therapist to help him as a real person. When transference
analysis succeeds, the patient’s realistic emotional needs to
wards the analyst emerge, and they are none the less realistic
for emerging at first in immature forms, belonging to that level
of his unconscious childhood life which the analysis has reached
and opened up. Psychotherapy depends ultimately on their
satisfaction. The patient’s infantile ego can only grow in a
genuine object-relationship. If the therapist persists in being,
in reality, a merely objective scientific intelligence with no per
sonal feeling for the patient, he will repeat on the patient the
original emotional trauma suffered at the hands of parents,
which laid the foundations of the illness. Those who are one
of a sibling group will say,‘I’m only one of a lot of patients
to you,” while others, and not only those who had no siblings,
will say, ‘You ought not to have any other patients but me.’
When such reactions have been analysed in terms of the
patient’s inner world, I often add a purely realistic comment,
‘If you think you can only feel sure of being loved in the absence
of rivals, then you will never feel secure. When you think you
have got someone all to yourself, you will really be living in
dread of a rival turning up, and if that happens you will feel
convinced that the person you are needing will desert you for
the other party. You can only feel secure by discovering that you
can be valued and cared about as a person in your own right
while others are present.” These patients are seeking a parent
child relationship because what they had in that respect was
not adequate to laying the foundations of a strong personality.
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They may want it, unconsciously or consciously, in erotic
forms, both infantile and oedipal, but if they got that and
nothing else, it would keep them in an emotionally immature
state. No doubt that is what happens in some marriages where
the partners emotionally stagnate.

Yet, if the patient were in reality only ‘one of a crowd of
patients’ to the therapist, how could he be helped to develop a
sense of his own reality and worth as a person in his own right.
What the patient needs as a basis for recovery can be described
in three stages. First, he needs a parent-figure as a protector
against gross anxiety. He may recognize or resist this, but
either consciously or unconsciously he feels like a drowning
man without a lifebelt. The psychotherapist is at Hrst a
rescuer to him, from the hopeless losing battle with problems
he does not understand. If a good rapport is established, he is
likely to say: ‘I feel you are the first person who has ever under
stood me, or taken the trouble to try to.’ As one patient put it:
‘An analyst is better than prayers.’ But such frank dependence
is equivalent to one aspect of the parent-child relationship.
It is the child’s need for a purely supportive, protective,
reassuring love as a basis for existence. The second stage
involves the analysis of all the ways in which this is interfered
with by the legacy of old inadequate relationships with the
actual parents and in the family group. This is the transference
proper.

Whatever we mean by ‘cure’ or ‘maturing’ or becoming
able to end treatment, depends on getting beyond that to the
third stage. Not that these stages are distinct, separate, and
marked off from each other. They are subtly intermixed all
through analysis. They are more aspects, often co-existent
aspects, than stages, except that the third aspect should become
more and more predominant towards the end of treatment.
Here, the patient begins, at Hrst dimly, to feel that what he
really needs is the basically non-erotic love of a stable parent in
and through which the child grows up to possess an indi
viduality of his own, a maturing strength of selfhood through
which he becomes separate without feeling ‘cut off", and the
original relationship to parents develops into adult friendship.
The three aspects or stages may be summarized as rapport, trans
ference, regrowing or maturing. It is usually over the last issue
that the most critical question arises, as the patient begins to
work clear of transference problems. Has this patient now got
enough of a basic ego to be able to go forward to maturity, or
are we uncovering an inner emptiness, corresponding to the
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fact that the original mothering was not good enough to get an
adequate ego-development started? This is the most difficult
therapeutic problem, and in this case the psychotherapist must
be the kind of person who can relate to the patient in a way that
enables him to Hnd his own reality and experience a true ‘ego
birth and growth’ in a way he could not do with his parents.
This is something far deeper than questions about the satis
factions or conflicts concerning instinctive needs. They are
subordinate aspects of a total self, mature or immature. Here
we are concerned with the possession of a meaningful self as dis
tinct from a mere psychic existence which has lost its primary
unity. In pursuit of this, the psychotherapist must be able to
support the patient with unfailing care and understanding
while leaving him free to become his own unique self in an
‘on the level’ relationship. This he cannot do for the patient
unless he has genuine feeling for him, and is not afraid of a
truly personal relationship which the patient needs to find with
him.

Nevertheless, however adequate the therapist is, it still takes
the patient a very long time to accept him as a liberating person,
and longer still to experience him as someone with whom the
patient can find a true self of his own. There is no evading
transference analysis, as all his fears, distrusts, and resentments
felt towards parents rise up again, and all his dependent needs
countered by fears of involvements with all their restrictive
and rejective attitudes are projected on to the analyst. Here
the classical psychoanalytic technique is indispensable. The
therapist’s psychoanalytic insight must guide his intuitive
understanding based on experience, to enable him to help the
patient to bring his problems to consciousness and face them,
both on the oedipal and the schizoid levels. For as frankly
oedipal transference phenomena are analysed, the result may
well be, not that the patient is straightway released to grow up
to a mature adult love, but is rather deprived of a main defence
against the ultimate problem, the profound sense of inner
emptiness which shows that no very real ego got a start at all.
Now the therapist must be the kind of person with whom the
patient can find some sense of reality in his own experience of
him, and who can at times see something in the patient that he
cannot see for himself, because he has never before adequately
experienced it. The therapist must now sense, not the patient’s
repressed conflicts but his unevoked potentialities for personal
relationship and creative activity, and enable him to begin to
feel ‘real’.
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All this cannot go on unless the therapist is a ‘real’ person

himself, giving the patient the possibility of a ‘real’ relationship
in the treatment situation, over and above the transference
relations. These can come out more openly on the basis of a
steadily deepening realistic confidence of the patient in the
therapist without which the patient will let out very little,
however correct the technique. He must have somejfrm standing
ground in present-day realigf if he is to revive, recognize, and work
through problems originating in the past, all the more so if these
come from the very earliest infancy level. Even then there is no
automatic guarantee that the patient can or will use the
analyst’s help to grow out of his unreality. After all, he is still an
individual who can harbour and pursue purposes of his own
other than those which led him to treatment. The therapist can
do no more than make the possibility of a therapeutic relation
ship available, and perhaps by being real himself give the
patient some reason for feeling that this is the worthwhile goal.
He has no power, nor should he have, to force the patient to get
well against his will. All through treatment, the patient is
constantly discovering that he has what feel to him more im
portant purposes to serve than getting over his illness or solving
his personality problems. He may still feel determined to revenge
himself on his family, or by transference on the therapist. In
that case he will use the analysis to get worse, and will accuse
the therapist of destroying everything he had to cling to:
beliefs, duties, ideals, hopes, illusions or what-not. Thus he can
Hnally say to the analyst: ‘Look at the mess you have made of
my life, look what you have done to me.’ He may be unprepared
to accept the transference elements in this because he wants,
not the memory of a dead parent, but a live present person to
hit back at. A negative therapeutic reaction enables him to
expose the bad parent or even the whole bad family, and the
bad analyst all in one.

Hate has its satisfactions in destructiveness even at the
ultimate price of self-destruction, for those who feel they cannot
ever become constructive. At least it sometimes enables a
patient to feel better after he has given up his therapist, though
this may not prove to be very firmly based. The path from
schizoid and depressive states to reality and maturity of self
hood is like an area sown with land mines. There is hidden
explosive material at every step. Traversing this path can
never be easy either for therapist or patient. The final result a
patient achieves may well be the result he secretly sets out to
achieve, in the sense of having unconsciously aimed at all
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along, and it may be exceedingly diflicult to save him from
himself by successfully analysing this. If his aim is constructive,
he will respond to his therapist in the end, but he must have a
‘real’ person to respond to. No one will be saved from profound
personality disturbance by talking to an impersonal projection
screen. In fact, the difficulties the patient encounters within
himself are so formidable that he is not likely to be able to over
come them, unless through all the ups and downs of treatment
he comes to realize that the therapist is so to be trusted and
relied on that it becomes possible and safe to be quite open with
him.

Internal Dwiczzlties Operating Against Pgfchoanabftic Therapy

In Chapter XII, section (3), we glanced briefly at the fact
that the deeper psychoanalytic therapy goes the more depen
dent the patient becomes on an external supporting environ
ment for the time being, so that external factors can easily
frustrate our endeavour. We must now look more deeply at the
internal obstacles, constituting ‘resistance’.

(1) The hysteric defence of substituting a body problem for a
personality problem is usually easier for the therapist to detect
than for the patient to relinquish. The patient mentioned on
pages 318-21, the middle-aged deeply regressed woman, suc
cumbed to a serious infection during a particularly important
period of treatment and had to stay in bed and have massive
doses of antibiotics. At that time she grew quite calm in her
state of mind, only to find that her extremely disturbed con
dition began to return as she got over her physical illness. There
is still in some medical quarters the tendency to treat the
hysteric as merely ‘attention seeking’ and as a wilful nuisance.
Certainly hysterics can be extremely irritating, but they are
‘attention seeking’ in the sense that a drowning man is ‘atten
tion seeking’. When it comes to conversion symptoms, physical
pain can cover and defend against far worse mental pain which
is going to emerge if the physical pain is lost. Unless the patient
feels the therapist can really help ultimately with the mental
pain, he cannot give up easily the physical pain which is far
easier to bear, and more accepted by other people. Professor
Bonamy Dobree, in a broadcast talk on Kipling, spoke of the
poet’s interest in mental breakdown and his knowledge of inner
mental hells which have ‘to be experienced to be appreciated’.
He referred to the charge that Kipling was ‘callous about
physical pain’ but replied that he knew ‘it was as nothing
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compared with spiritual agony. This he [Kipling] states unequi
vocally in the Hymn to Physical Pain.’

‘Dread Mother of Forgetfulness
Who, when Thy reign begins,

Wipest away the Soul’s distress,
And memory of her sins ....

Wherefore we praise Thee in the deep
And on our beds we pray

For Thy return, that Thou may’st keep
The pains of Hell at bay.’

This is the situation the psychotherapist often faces in the
patient, and the phrase ‘memory of her sins’ reminds us of the
part Freud saw that guilt, often of a deep unconscious kind,
played in this self-punishing hysteric defence against something
much harder to bear. This situation often arises towards the
end of treatment, as in the same case of the deeply regressed
woman, especially when the patient has produced a marked
improvement which in fact hides a deep and as yet untapped
problem. Through fear of approaching this hidden danger, the
patient may Hrst produce a ‘flight into health’ and then find
himself in the dilemma of ending treatment with an unsolved
problem on his hands which might well be triggered off by the
separation anxiety of losing his therapist, or else going on and
facing the analysis of what he is afraid of. In this situation he
may well try to do neither, but fall back on a relapse into
hysteric conversion symptoms to sidetrack the treatment from
the main issue. Since the ultimate issue is always the patient’s
need for a personal relationship which will enable him to grow
a real self, the last and deepest problems are always some
version of one or other of the two final fears, the fear of having
no relationship at all and losing one’s ego in a vacuum; and the
fear of entering into a relationship and feeling that one’s weak
ego will be overwhelmed. In this dilemma, hysteric conversion
symptoms have the special value of diverting attention for the
time being away from the problems of human relationship, on to
some bodily symptom.

An elderly woman known to me developed eczema all over
her body following the death of her husband. For more than a
year medical treatments secured no more than improvements,
followed always by relapse. She was then cured by a kindly
elderly woman herbalist who personally massaged a wonderful
ointment into her for an hour twice a week. She was ‘cured’ so



THEORY AND PsYcHoT1-IERAPY 341
effectively that the eczema never returned. This was due, no
doubt, not to the wonderful ointment, but to the ‘mothering’,
albeit of an infantile order of soothing attention to her body by
someone in whom she rapidly acquired great faith and trust,
in her loneliness and distress. Nevertheless, an analyst would
be thankful to produce so permanent a result so quickly. Her
bereavement had laid bare a deep-seated infantile insecurity in
her which had been hidden by her dependence on her husband.
As she certainly had no faith that medical treatment would
provide an answer to that problem, she could not give up her
eczema by which she cried out through her body for ‘mothering
attention’. The patient cannot give up the illness unless some
thing better can be put in its place. What kind of ‘something
better’ can the psychotherapist give? Certainly not a cold, im
personal scientific technique of investigation, or as in the case
of behaviour therapy, of ‘symptom elimination’. Certainly for
the elderly woman one would prescribe the motherly herbalist
rather than psychoanalysis; whereas for anyone young enough
to want radical changes in personality, the psychotherapist must
provide a kind of personal relationship that enables the basic
psyche to grow out of ego-weakness into ego-strength.

(2) A further and extremely stubborn obstacle to psycho
therapy, though in fact it is the same obstacle viewed in a
deeper way, is what F airbairn called ‘the libidinal cathexis of
the bad object’ (1952a, p. 72). In ‘Analysis Terminable and
Interminable’, Freud (1937, p. 332) describes psychotherapy
as supporting the patient’s ego against the quantitative strength
of his innate instincts. He says:
The quantitative factor of instinctual strength in the past opposed
the efforts of the patient’s ego to defend itself, and now that analysis
has been called in to help, that same factor sets a limit to the effi
ciency of this new attempt. If the instincts are excessively strong the
ego fails in its task .... The power of analysis is not infinite . . . it is
limited .... We shall achieve our therapeutic purpose only when
we can give a greater measure of analytical help to the patient’s ego.

We have moved far today from this simple instinct theory and
the biological and therapeutic pessimism it would force on us.
We would today be evading our responsibilities as therapists
if we told a patient that we could not help him because his
instincts are too strong. The actual impulses and emotions with
which we deal in patients are not in themselves fixed innate
biological factors. They are reactions of an ego, though a weak
ened ego, to persons and situations encountered in the process
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of living, and in psychotherapy to the situation created by the
therapist. They are appropriate to the way the ego perceives
the object, and express the ego’s relation to the object. In
analysis, this is a mixture of transference factors and of what the
analyst is in reality. Change the object, either in reality or in
the patient’s perception, and the impulses and emotions change.
Supposing the analyst to be adequate as a real person to the
therapeutic situation, then what he must analyse is his patient’s
ties to his internal bad objects in his inner world. It is the
patient’s internal bad object world, not his instincts, that are
the cause of trouble. The turbulent impulses and emotions of
the neurotic are not fixed inborn instincts, they are personal
reactions of a weak infantile ego at the mercy of and yet unable
to give up the frightening and frustrating figures in the deep
unconscious. They would die down if these internal persecutors
were got rid of.

But that is just the problem. The infantile ego cannot just
give them up, for in that internal world it feels like being left
with nobody at all. Psychoanalysis is not reinforcement of
instinct-control. As Fairbairn says aptly, it is more like exor
cism, the casting out of devils from the inner unconscious
world, devils who can often be seen clearly enough in the
patient’s dreams. Yet it is not strictly speaking like exorcism,
but is a subtler process. Where lies the difficulty? One might
think that patients would be only too glad to let go their devils,
but nothing is further from the truth. Thus a spinster in her late
fifties was still dreaming of her father thrashing her and said,
‘If that were happening, at least I wouldn’t be an aging woman
living alone.’ Aman of thirty, who in real life could not bring him
self to leave a home in which he was violently unhappy, dreamed

. . . of being on a muck-heap frantically raking to find something
valuable. A cyclist went by and called to him to come away and
join him, but he stayed on his muck-heap.

‘Mucky’ was one of his epithets for his mother. He couldn’t
give up his muck-heap that he was still trying to get something
valuable out of. Yet another patient said, ‘My husband and
father are devils but I never give up my devils.’ Patients cling
tenaciously to their external bad objects because they represent
internal bad objects whom they feel incapable of leaving. To
part with internalized bad parent figures sets up two kinds of
fear-reaction; it plays on repressed death-wishes against the
bad parent in childhood, arouses the unconscious feeling of
having now destroyed this bad parent in the inner world, lead
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ing to guilt and self-punishment; it also creates the uncon
scious feeling of being now for the Hrst time in life left utterly
alone, bringing with it the fear of ego-loss, of depersonalization,
of dying, unless and until they are replaced by someone better.
Bad parents are better than none. Both a depressed and a
schizoid reaction can follow the loss of internal bad objects as
the following case shows with great clarity.

A spinster in her middle fifties, who had had an unusually
bad mother, was physically very vigorous but emotionally very
vulnerable and given to violent outbursts of rage. She was con
stantly dreaming of the hate-relationship between her and her
mother, and would project her into any woman who invited
such projection, often with catastrophic results in her daily
work. After a very long analysis, she passed slowly into a phase
in which she began to lose her physical energy, and then half
way through one session she suddenly fell silent for a long time,
and then said quietly: ‘It’s safe now. She’s gone. This is the
turning point. I’m going to get better now.’ She left feeling
dehnitely better, but turned up for the next session quite mark
edly depressed. She was surprised when I said thatI had expected
this. She had at last let go and got rid of the bad mother inside
and now felt all alone because she had lost her. She felt cut off
from her friends. I suggested that I myself, and the very good
friend she lived with, and an excellent friend she had made
about a year previously, were not yet installed adequately in her
deeper feelings, in her unconscious where she had been tied
to mother for so long. As we talked about this her depression
lifted, and for two or three weeks she emerged into an entirely
new personality. She lost her hate and temper outbursts, and
her loud raucous voice, and her ‘queer’ intolerances of ordinary
things, and became as her friend said ‘a normal, more healthy
minded, and also a gentler and more lovable person, much
easier to live with’; though she also felt physically weak, like a
small child facing the big world. Then she seemed to come to a
standstill, and was unwell, miserable, and discouraged. Though
she did not lose the gains made, she seemed unable to make any
further progress. Then one night her friend was out later than
she had expected, and she began to fear that she was dead. In
telling me about this, she realized that she had begun to have
ideas that those she loved would die, and she developed an
unreasonable dislike for her friend’s aged mother, about whom
she said, rather oddly, ‘I shall have to go on fearing her till I
die.’ I put it to her that she was showing clear signs of feeling
guilty as if she had murdered her mother in fantasy to get rid of
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her, that no doubt death-wishes against her mother from child
hood had been activated, and that now she was feeling that she
must be punished by being unable to get any benefit from her
new freedom; she must remain ill and weak, her own loved
friends must be taken from her, and that in her unrealistic
reaction to her friend’s mother she had in fact put herself back
in her own bad mother’s power, this time decreeing that she
herself must be the one to die first. Only with the bringing out
of this depressive guilt, as well as the Hrst schizoid reaction, was
she set free to enjoy a steady recovery of physical health as well
as mental stability.

The major source of resistance to psychotherapy is the extreme
tenacity fy” our libidinal attachments to parents whatever they are like.
This state of afairs is perpetuated by repression in the unconscious inner
world, where they remain as subtbt all-pervasive bad figures generating
a restrictive, oppressive, persecutomf, inhibiting famibf environment in
which the chila’ cannot /ina' his real seM yet from which he has no means
cy” escape. There are only three things he can do, Hght desper
ately, suffer passively, or fly, i.e. withdraw into himself, break
off all object-relationships, and experience the ‘unthinkable
anxiety’ of utter isolation in which he will lose his ego. Then,
when he gets over negative transference, i.e. the fear of meeting
his bad parents again in his therapist, his fear of losing them
remains so great that he will regard the analyst as someone who
is going to rob him of his parents, even though it is also true
that he looks to the analyst to rescue him from them. He will
then face an awful period in which, if he loses his internal bad
objects while not yet feeling sure enough that his therapist will
adequately replace them, he will feel that he is falling between
two stools, or as one patient vividly expressed it, ‘plunging into
a mental abyss of black emptiness’. It takes the patient a very
long time really to feel that the therapist can be and is a better
parent with respect to giving him a relationship in which he can
become his own true self. Long after he is consciously and intel
lectually persuaded that this is so, the child deep within cannot
feel it. In this uncertainty, even accepting the therapist’s help
may still feel like a fundamental disloyalty to parents and
arouse guilt, or else he will go back to negative transference and
feel he encounters his smothering internal bad objects all over
again in his therapist.

Thus one patient who had made great progress began to
come up against the smothering of his spontaneity in the early
family set-up. He dreamed that he was watching a mother and
small son, and the mother was saying, ‘Everything you know
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belongs to me, I gave it to you.’ He was so furious that he
pushed the mother over, and the dream ended suddenly. Here
was the smothering mother and in his next session it was clear
that he felt he had come up against her in me. He had dreamed:

I was driving an old car I had years ago and came to a place where
I wanted to get up to some bridge over to where I was going. I could
go up in a lift, but there was a side road up a steep hill that I could
get up by and I decided to go up that way.

I commented, ‘It looks as if you decided not to accept help but
to get up by your own way, to do it yourself.’ He said ‘I’m
claustrophobic in lifts. There is a very closed-in one where I
work and often I can’t go in it.” I told him that I thought he
was feeling claustrophobic in relation to me, that he was feeling
I was like the mother in the previous dream, putting her know
ledge into the son and then possessing him, and this was how he
had felt about his own mother who had brought him up on a
very marked social conformity pattern. He said ‘Yes, she was
always on at me to behave nicely, to be generous, or you never
knew what people would be thinking about you. I often feel
when people are talking to me that they are pushing things into
me. When you were saying something just now I was trying not
to listen, and then had to repeat your words over again to
myself before I could bring myself to attend to their meaning.’

But even when this kind of problem is got over, the fear of
having no roots in a family past can dictate the defence and
justification of parents against all outsiders. As one patient said,
‘I sometimes feel this business is against my parents, that they
haven’t brought me up properly which I deny (though in fact
she had recently been saying exactly that), and secondly that
it’s pulling me away from them, which I don’t want.’ She had
for the moment forgotten that it was in defiance of her parents’
opposition that she had sought treatment of her own accord to
achieve greater independence of them. Fairbairn wrote:

The resistance can only really be overcome when the transference
situation has developed to a point at which the analyst has become
such a good object to the patient that the latter is prepared to risk
the release of bad objects from the unconscious. (1943, p. 332.)

And again:

It is only through the appeal of a good object that the libido can be
induced to surrender its bad objects .... It may well be that a con
viction ofthe analyst’s ‘love’ (in the sense of Agape not Eros) on the
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part of the patient is no unimportant factor in promoting a successful
therapeutic result. At any rate, such a result would appear to be
compromised unless the analyst proves himself an unfailingly good
object (in reality) to his patients. (Ibid., p. 336.)

_]. C. Flugel wrote in 1945:

Though the negative phase of the transference is unavoidable and
also essential for a ‘deep analysis’, it is the positive phase which is
the ultimate stepping-stone to therapeutic success, for it is only by
means of the projection of the more positive aspects of the superéego
on to the analyst that the patient can face the task of becoming
aware of his own repressed impulses and inner conflicts. He needs
the help, understanding and security afforded by the analyst before
he can venture to relax the control exercised by his own super-ego.
This is well brought out by Fairbairn in ‘The Repression and Return
of Bad Objects’. (Flugel, 1945.)

This, however, falls short of F airbairn’s position while it sup
ports it. The patient’s superego may not contain the ‘more
positive aspects’ F lugel refers to, and the patient may need to
find them for the first time in the analyst. It is curiously artificial
to say that the patient can only be helped by the analyst if
he projects some part of himself on to the analyst. Object
relations theory calls for the analyst to be a good-object in
reality, in himself, just as the mother has to be a good-object in
reality to the baby. Flugel’s simpler statement is more realistic,
that the patient ‘needs the help, understanding and security
afforded by the analyst’ who will have to provide that particular
kind of parental love that the patient’s parents failed to provide
at first, i.e. in Fairbairn’s words, to care for him ‘for his own
sake and as a person in his own right’. The therapist must be
more than just a projection of good elements in the patient’s
own superego. He must, in his own reality as a person, bring
something new that the patient has not experienced before.

(3) The view of psychotherapy here maintained is that the
patient cannot be weaned from, and become independent
of, internalized bad parental objects, and so cannot become
healthy and mature, unless he can consolidate a good relation
ship to his therapist as a real good-object; since otherwise he
would feel left without any object-relationships, the ultimate
terror that the withdrawn schizoid person is always dreading.
Here emerges the third fundamental obstacle to psychotherapy
in practice, namely the severe difficulties patients have about
entering into any relationships at all with real human beings
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in their outer world, even though such relationships are what
they most deeply need. Thus they both seek and resist a real
good-object relationship with the therapist. In the depressive
position their trouble is the ambivalence of their reactions.
They cannot love him without finding that hate and aggression
surge up as well. But the deeper and more difficult problem is
their reaction in the schizoid position. Here their need of love
objects is so starved and intensified, and their basic attitude
to people is so greedy, hungry, and devouring, so that they feel
destructive, that they are afraid to need and want and love
anyone. This is further complicated by the fact that all this
arose because they had reasons to fear their unsatisfactory
human environment at the outset, and also, as Melanie Klein
has shown, by ‘projective identif1cation’, they feel that their
objects have exactly the same destructive attitudes to them.
Hence, for a complex of reasons, they retreat into a cold, aloof,
unfeeling detachment. Real relationships are felt as too danger
ous to be risked, however much this feeling is masked by a
superhcially co-operative attitude. Genuine rapport is gained
only to be lost again, and they become ‘cut off’ through fears
of being destroyed or absorbed, if they risk too genuine and
spontaneous a response of trust.

This dilliculty is shown by a female patient who alternated
between response and withdrawal. In the earlier stages of her
analysis she was fully conscious of feeling guilty of disloyalty
to the family and especially mother if she let the therapist help
her to any independence of them. Long after she had ceased to
feel conscious of this, traces of it would reappear in her dreams
whenever negative phases alternated with positive ones in her
sessions. After a period of much more definite responsive trust
in me during which she had begun to feel that her treatment
really was supportive while she was at work and between ses
sions, she suddenly cut herself off again. She commented, ‘I
lost you almost as soon as I left last time, and have felt to be
struggling alone all the week.’ She then reported a dream:
I was with my family and I just wandered out, left them and went
off alone, and I got lost. I knew they were angry with me for
leaving them, but I could not find my way back to them.

Here is the real schizoid predicament. Even when she had
relinquished her original unsatisfactory objects in their men
tally internalized form (in real life she still had responsibilities
to an aged mother, and a sister), she still could not commit
herself steadily to a growth-promoting relationship with the
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therapist, and wandered in an empty no-man’s-land in her
dream world.

The more radical dilliculty of not being able to accept a
therapeutic relationship at all, in spite of a conscious need of it,
is shown by a male patient who was exceptionally rigid in his
detachment. As he came into one session he observed: ‘I feel an
uprising of tension but the thought occurs, “I’m old but you’re
older still.” One becomes less physically attractive as one grows
older, and less likely to be loved. As I grow older there are
fewer people by whom I can be loved in a paternal way. One’s
props get less. I feel angry but if I were aggressive you’d resent
it, it would become a personal matter between us. It’s only
because between analyst and patient there’s no personal rela
tionship between us that I can let things out at all.’ I explained
that he wanted but was afraid to see me as a real human being
who could have a genuine concern for him. He would only see
me as an impersonal professional object called ‘an analyst’ lest
the therapeutic relationship should become emotionally alive
and real, when he would have to face all his deeply disturbing
difficulties about personal relationships. This was an effective
defence which halted real progress in treatment, so that he
made only superficial improvement. I reminded him that he
once said that he could only talk at all if he lay on the couch
where he could not see me, and could talk to the wall. In that
situation, nothing of any emotional significance would be likely
to emerge and he would be safe from anxiety attacks. He
replied, ‘I find any personal relationship with anyone impos
sible. I don’t really know what it means. I want a personal
relationship but am too proud to ask for it, too independent’

The Therapist as a Real Good Object

If the patient cannot part with his bad psychic objects in his
inner world because of guilt and the risk of ego-loss, in what
sense must the therapist become a real good object whose ‘love’
helps him out of this dilemma towards finding his own true
self? Gitelson, in a paper on ‘The Emotional Position of the
Analyst in the Psycho-Analytical Situation’ (1952) wrote that:
Recent developments in the psychotherapeutic functions of psycho
analysis . . . have pointed to the importance of the analyst as a real
object.

His paper, however, was confined to dealing largely with
countertransference, the fact that ‘the analyst may bring into
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the analytical situation interfering emotional factors’. To off-set
these he held that the qualified analyst brings to the patient

. . . intellectually sublimated curiosity .... Object-attitudes includ
ing empathic compassion which is distinguishable from sympa
thetic identification, and helpfulness which is distinguishable from
omnipotence or masochism . . . Finally, an emotionally ‘open’
and flexible [personality] in a spontaneous state of continuing self
analysis. (1952, pp. 3-4.)

This, however, does not carry us far enough. Gitelson rightly
says that

The analyst as a mere screen does not exist in life. He cannot deny
his personality nor its operation in the analytical situation as a
significant factor. (p. 7.)

‘Helpfulness distinguishable from omnipotence and masochism’
is definitely required but ‘sympathy distinguishable from sym
pathetic identification’ raises far subtler questions, and here
Gitelson appears to retreat from the full implications of the
analyst as a real person in the therapeutic relationship. Home,
in ‘The Concept of Mind’ (1966, pp. 43-4), writes:

In discovering that the symptom had meaning, and basing his treat
ment on this hypothesis, Freud took the psychoanalytic study of
neurosis out of the world of science into the world of the humanities,
because a meaning is not the product of causes but the creation of a
subject.

By science he means the impersonal study of dead facts, explain
ing them in terms of causes, and by the humanities he means
the personal study of living subjects in terms of meanings and
reasons. He holds, and I believe rightly, that the only way we
can know ‘living subjects’ is by identihcation.

This gives us an understanding of the object (i.e. the live object or
living subject) and particularly of how it is feeling and therefore of
how it will behave.

Provided perception is accurate and ‘refined by the withdrawal
of projections’, ‘cognition through identihcation gives us
accurate information and information which can be obtained
in no other way’. It is ‘this mode of cognition which is used
by the analyst in analysis’. In that case, by denying that the
analyst’s ‘empathic compassion’ is the same thing as ‘sym
pathetic identi{ication’, Gitelson denies the only means by which
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an analyst can ‘know’ his patient at all in a truly personal
sense. Gitelson’s argument should logically have concluded
with the aihrmation of the psychotherapeutic relationship
as a fully personal relationship, but he drew back from that
when he wrote:

This is far from saying, however, that his [the analyst’s] personality
is the chief instrument of the therapy which we call psychoanalysis.
. . . It is of primary importance for the analyst to conduct himself so
that the analytical process proceeds on the basis of what the patient
brings to it. (1952, p. 7.)

It is, of course, easy to see that what he seeks safeguards against
is the danger of the therapist becoming bogged down in a
neurotic emotional involvement with the patient. This can
only be avoided by the maturity of the therapist, not by main
taining a theory of the therapeutic relationship which denies
its fully personal nature. The personalities of parents are the
chief instruments in bringing up the child. What the patient
brings to analysis is, at bottom, behind all his defences, a need
for a relationship with someone who in loco parentis will enable
him to grow, a need which must be met by what the therapist
brings to the analysis.

Gitelson almost but not quite reaches to this point when he
concludes that the

. . . sustaining psychotherapeutic factor in the conduct of an analysis,
the real ego-support that the patient needs, resides in the actuality
of the analyst’s own reality-testing attitudes. (p. 8.)
And

One can reveal as much of oneself as is needed to foster and support
the patient’s discovery of the reality of the actual inter-personal
situation. (p. 7.)

But he still does not give a definite statement of the nature of
the specific element in ‘the reality of the actual inter-personal
situation’ which meets the patient’s need. One does not usually
have to ‘reveal much of oneself’ for example, as a private indi
vidual; the analyst’s personal interests, activities, friendships,
family life, history, are not as such essential to the patient. What
does concern the patient, and it is the onbf thing about the therapist that
does realbf concern him, however much other things may crop up acciden
tally or incidentalbf, is whether the therapist as a real human being has
a genuine capacigw to value, care about, understand, see, and treat the
patient as a person in his own right. Obviously any given therapist
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will find that he has more natural affinity with some patients
than with others, but if he can truly and humanly care and
understand, then he can be therapeutic. This disinterested per
sonal ‘looe’ (agape not eros) is the true parental love, which does not
regard the child as a nuisance, or as a piece of clay to be
moulded, or as there to ht in merely with the parents’ con
venience or to fulfil their ambitions for themselves, or what not.
It is the capacigf to respect and to be concerned about the other person’s
reality# in himseQ’ and apart from onesem and to ind true satisfaction in
helping the other person to ind and be his own propergfuhflled nature.
It is a matter of being a sufficiently real person to the patient to
give him a chance of becoming a real person himself, and not
an assemblage of defences, or a role, or a conforming mask, or
a mass of unresolved tension. If the patient cannot meet with
personal reality in the therapist, he cannot give up his struggle
to keep going a spurious reality by means of internal bad
object relations and external forced effort.

The urgency and reality of the need felt by one patient in
this matter was vividly expressed in a dream:

I’m looking for Christ on the seashore. He rose up as if out of the sea
and I admired his tall magnificent figure. Then I went with Him to
a cave and became conscious of ghosts there and fled in stark terror.
But He stayed and I mustered up courage and went back in with
Him. Then the cave was a house and as He and I went upstairs, He
said, ‘You proved to have greater courage than I had,’ and I felt I
detected some weakness in Him.

The patient associated the admired tall Hgure of Christ with his
athletic father and then said: ‘I also associate Him somehow
with you. I’ve got the idea that somehow you may inveigle me
into courage to face ghosts and then let me down. Mother was
a menacing figure. Father was weak, mute before her on
slaughts. He once said it wasn’t a good thing to have one parent
constantly dominating the other in front of a child, but he
never showed any anger at all.’

Here is the patient oscillating between the old fear that father
lets him down if he tries to stand up to his violent-tempered
mother, and the new wavering hope that the therapist will not
let him down in facing the ‘ghost’ of the angry mother within.
In a later dream he encountered the ghost of mother coming
out of a room, while a figure representing myself stood by him.
He was gradually internalizing me as a reliable parent-figure
in his inner world around whom he could reorganize his
security as a person. It was such phenomena that suggested to
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Fairbairn the parallel between the analyst and the exorcist
casting out the ghosts or devils who haunt the patient in his
inner world; though the analyst does not in fact ‘cast out’ these
internal bad objects, but gives the patient a sound personal
relationship in which his ego can grow secure enough not to
need them any longer.

The psychotherapist naturally does not seek to play the role
of a Christ or Saviour, or indeed to play any role, least of all the
‘role’ of a professional therapist. But without him, the patient
cannot either cope alone with his disturbed state of mind or
give up his internal bad objects and be left with no one. His
only hope lies in his internal bad objects being replaced by the
internalization of a good therapist, i.e. the therapist who gives
him a relationship which at one and the same time supports
him and leaves him free to develop his own nature. By then,
the therapist will have become a non-possessive good parent
substitute with whom the patient will have outgrown the
dependencies and fears of childhood, and achieved the kind
of mature satisfactory relationship which is not lost or damaged
by his ending treatment to live his own proper life, akin to the
grown-up child leaving home.

The centrality of the personal relationship factor in psycho
therapy has been steadily gaining recognition now for some
time. Speaking of psychotherapy at the Sixth International
Congress of Psychotherapy, Laing (1965) said, ‘We live on the
hope that authentic meeting between human beings can occur.”
Only when the therapist finds the person behind the patient’s
defences, and perhaps the patient finds the person behind the
therapist’s defences, does true psychotherapy happen. This
relationship factor has sometimes been crudely expressed as
‘loving the patient better’ but we need to be careful what is
meant by that. Certainly if we simply hate patients, are on the
defensive against them, and want to make them get better
quickly to get rid of them, we shall do no real good, and may
even encourage them to maintain a hate-relation as a defence
against a real solution. On the other hand, uninformed sym
pathy for the patient, however genuine, would only draw him
into interminable dependence which gets nowhere. Moreover,
since it is a main part of the patient’s problem that he is afraid
of a relationship to anyone, it may still be a problem to the
therapist that he could be afraid of a relation with the patient.
All that Citelson said about ‘continuing self-analysis’ is highly
relevant. This personal relationship factor is what makes
psychotherapy the most diflicult of all therapeutic procedures,
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and makes many favour more impersonal objective ‘scientif1c’
methods. It is possible to carry out diagnostic labelling and
prescription for the control and suppression of symptoms on
the basis of a knowledge of medicine. Psychotherapy can only
be carried out on the basis of a knowledge of oneself and of the
patient as a person.

Psychotherapy can only be carried on by those who are pre
pared to be exposed to all the subtle reactions that go on
between two human beings who meet on an emotional rather
than on an intellectual plane; and who are prepared to accept
awareness of these reactions as essential to treatment. The
emotional plane is that of the patient’s suffering, his loneliness,
his insecurity as an ego and his anxiety about life. The psycho
therapist is not a deus ex mac/zina, an authority diagnosing and
prescribing from some position outside the patient’s personal
world. The psychotherapist must be primarily a human being
who has faced and sufficiently understood himself to be worthy
to be admitted into the patient’s private pain and sorrow. He
will understand the patient’s inner life, not because he has a
theory (though if it is a good one, it helps) but because he can
feel with and for the patient; and he knows, not just theoreti
cally but in his own experience, what the patient is passing
through. Sharing in the same humanity with the patient, he is
able to identify with him in order to know him. Only that
enables the patient no longer to feel alone. Neither love nor
insight alone cures. Fairbairn pointed out that deep insight only
develops inside a good therapeutic relationship. That is because
the patient cannot stand it if he feels alone. What is thera
peutic, when it is achieved, is ‘the moment of real meeting’ of
two persons as a new transforming experience for one of them,
which is, as Laing said (1965), ‘Not what happened before
[i.e. transference] but what has never happened before [i.e. a
new experience of relationship]’. Thus a patient who had
had a paranoid-schizophrenic breakdown, suddenly said to
me, after two-and-a-half years of analysis: ‘I feel safe with you
now. I haven’t done hitherto.’

But this meeting of two people is far from easy. Transference
analysis is the slow and painful experience of clearing the
ground of left-overs from past experience, both in transference
and countertransference, so that therapist and patient can
at last meet ‘mentally face to face’ and know that they know
each other as two human beings. This is without doubt the most
important kind of relationship of which human beings are
capable and it is not to be confused with erotic ‘falling in
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love’. People can and do fall passionately in love sexually and
later discover that there is no genuine relationship between
them as persons. In that case, the sexual passion generally fades
out into disillusionment. Neither does this deep and truly per
sonal relationship necessarily involve sexual love. It can exist
between people of the same or of different sexes; sexual rela
tionship cannot be truly satisfactory without it, but it can and
does exist where a sexual relationship is not appropriate or
desired and does not exist. It is the fundamental purely ‘human
personal’ relationship. It cannot exist fully between parent and
child because the child is as yet immature and not capable of
‘equal’ relationship. But I would say that its ideal realization
is to be found where the child grown adult and the parent
remaining young enough in spirit, achieve a deep mutual
affectionate understanding of each other. This I regard also as
ideally the goal of psychotherapy, which is basically a relation
ship of the parent-child type at the start. We shall see in the
next section how profound an interpretation of this Winnicott
gives.

Most psychotherapeutic sessions are experiences of transient
flashes of reality amidst a lot of unreality. Real psychotherapy
does much for the maturing of the therapist as well as the
patient. The patient’s need dominates the situation, but the
therapist cannot meet it and remain a stagnant human being.
He cannot pretend or play roles. If he does, the patient cannot
find him and nothing happens. Psychotherapy is a progress out
of fantasy into reality, a process of transcending the transfer
ence. The extent to which Freud regarded sex as the basic
factor in object relations has, I am convinced, introduced mis
understandings and unnecessary complications into psycho
therapy, and also exerts a dangerously misleading influence in
current popular culture. Unless the term ‘sex’ is used with such
a wide connotation that it loses all specific meaning, it cannot
be said to be the essence of meaningful personal relationship. It
must be seen as biologically innate need that can only find real
fulfilment as part of a truly personal relationship.

I must add that I feel suspicious of ‘active stratagem’ tech
nique. It looks too like experimenting on the patient, who is
then treated as an object not a person. The surest guide is
simply to keep asking oneself: ‘What is this patient’s genuine
need at this moment, whether he realizes it or not? In what way
can I help him to understand it and how can I meet it to help
him forward?’ Once patients know that they can reveal their
need and be sure of a response of understanding and accept
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ance, of a kind they failed to flnd in childhood, then through
many ups and downs the genuine meeting of two human beings
as persons begins to occur. That is the only thing that is ever
really therapeutic, enabling the patient to feel real in him
self.

It seems that in the last hundred years, the schizoid element
in human experience has become more obtrusive and recog
nizable, perhaps because this is a century of cultural transition
in which human beings tend to become spiritually displaced
persons. The rise of the psychological novel from the work of
Henry james is a symptom of this. Recently a radio reviewer of
a book on ‘Loneliness’ said: ‘Loneliness has always been with
us but it is only recently that we have become aware of it.’ Our
age has become more generally aware of the isolation of the
individual within himself, and the tenuous nature of his relation
ships with other isolated individuals. Existential thinking is
another symptom of this, with its stress on life as rooted in
anxiety, and on the personal encounter as the important fact in
human life. Without that we are only sub-human, and apart
from it our anxiety cannot be dealt with. What existentialism
is in thought, psychotherapy seeks to cope with in practice; they
are parallel manifestations of our need to overcome our aliena
tion from ourselves, from one another, and from our whole
outer world, so that humans no longer hide away inside them
selves, insecure and only half alive in an internal fantasy world
that binds them to the past, but become able to emerge into real
personal relationships and live a whole life.

It follows from this that a psychotherapist is not a therapeutic
good object merely by virtue of being a good technician or
analyst. The technique of psychoanalysis as such does not cure. It
is not endowed with any mystic healing power. It is simply a
method of psychodynamic science for investigating the uncon
scious, an instrument of research. It plays an essential part in
psychotherapy but is not itself the therapeutic factor. It is a way
of helping unconscious mental experience to become conscious,
by providing a patient with an opportunity to talk to someone
with complete freedom to say anything and everything without
encountering disapproval or retaliation; so that he can bring
the unconscious operations of his personality to conscious
awareness, and discover himself to himself in self-expression,
aided by the therapist’s experience and insight. But what is to
be done with what becomes conscious? Abreaction, ‘talking
out’, ‘acting out’ gives some temporary relief to pent up feel
ing, and temporary security is experienced in an ad /zoo good
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relationship, but this does not of itself lead to permanent
changes. Thus the analytical technique itself is more an instru
ment of research and of temporary relief than of radical
therapy.

The analyst’s interpretations will be given to the patient as
suggestions for him to respond to, not as dogmatic or authorita
tive pronouncements for him to accept blindly. It is the sustain
ing of this analytical process in the continuing relationship of
therapist and patient on an emotional, personal level, that
enables the patient to deal with what is made conscious. It is
only the kind of self-knowledge that is arrived at as living
insight, which is felt, experienced, in the medium of a good
personal relationship, that has therapeutic value. Insight, inte
gration, individuation, and personal relationship are but
distinguishable aspects of one and the same thing, which is
called ‘mental health’ from the psychiatric point of view and
‘peace’ or ‘salvation’ from the religious point of view. Whatever
terminology different interests use, the therapeutic change
can only come about in, and as a direct result of, a good
relationship. This is true in real life. The best chance of
progressively modifying the bad objects internalized in infancy
and repressed, lies in the child experiencing increasingly good
relationship to parents in the post-infancy period, before the
whole mental make-up consolidates. That is the cue for psycho
therapy

As a radical process, it has a better chance in childhood than
in adulthood, but either way the maturing of personality takes
place by natural growth and development on the basis of the
right kind of parental love. In infancy, parental love has an
erotic element and is expressed in physical handling in bodily
contact and care. This physical relationship is profoundly
necessary to the child, especially in the earliest preverbal
period. As the child grows up, this erotic factor will have done
its work of giving an elementary sense of security, and is
reduced to minor proportions, so that ultimately the child can
transfer its erotic response and become capable of marriage.
Parental love changes into a non-erotic, non-possessive, non
dominating affection which supports the child in his develop
ment of separate and independent personality. He is backed up
and encouraged to think, feel, and act for himself, to explore,
experiment, take risks, use and develop his own powers and is
helped to ‘be himself ’. This kind of parental love, appropriate
to latency and adolescence, leads finally to the replacing of the
early erotic attachments which are dependent in the child and
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supporting in the parent, by mature relationships of adult
mutual respect, equality and affection in friendship. Then the
grown-up child is free without anxiety or guilt to enter an
erotic relationship with an extra-familial partner, and to form
other important personal relationships in which there is a
genuine meeting of kindred spirits without the erotic element,
and further to exercise an active and spontaneous personality
free from inhibiting fears. This kind of parental love, which the
Greeks called agape as distinct from eros, is the kind of love the
psychotherapist must give his patient because he did not get it
from his parents in an adequate way.

Winnicott’s View Qf the Basic Pqyc/zotherapeutic Relationship

In Chapter IX I sought to relate the work of Winnicott to
the developing phases of psychoanalytic theory. His work on
the mother-infant relationship from the very beginning, as the
indispensable medium in which the psyche of the infant begins
to realize its latent possibilities of ego-growth and the achieve
ment of true self hood, is an advance beyond the work of both
Melanie Klein and Fairbairn. It is an advance beyond Klein in
that it is fully object-relational. It rescues us from the implicit
solipsism and subjectivism of the Kleinian view of the infant’s
inner world of fantasy as held to be built up primarily by the
interplay of entirely innate, subjective forces, the inherited life
and death instincts. I have devoted Chapter XV to the closer
consideration of the Kleinian metapsychology. It is sufficient
here to say that the objective world in her system is quite
secondary. It functions as a projection screen on to which the
infant’s fantasy can be extruded thence to be introjected again
so that the object world can never be experienced in its own
right. In Winnicott’s work, on the other hand, the all-important
primary object, the breast and the breast mother, is a real
object directly influencing the infant, and entirely responsible
for the infant’s security. Only the mother who is capable of
‘primary maternal preoccupation’ and ‘identification’ with her
baby, is capable of giving it a sound start in ego-development.
The mother is not just a projection screen but a real person,
so real that the baby’s ego will be weak or strong in proportion
as the mother’s ego-support of the baby is weak or strong.
This view plants human personality squarely in the soil of
personal ‘object-relationships’ as the starting-point of all human

liviqg, prior to the development of Klein’s internal fantasywor d.
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Winnicott’s work also goes beyond that of F airbairn, in that

F airbairn’s analysis had to take the existence of the ego for
granted, in order to trace out the splits it suffers in its early
experience of good and bad object-relations. But Winnicott
takes us deeper than that to the most elementary experiences in
which the first dim and uncertain beginnings of ego-growth
occur as a result of the infant’s existing in the peculiarly inti
mate primary mother-infant relationship. If we take all this into
account, it is clear that Winnicott’s work must have a very
large implication for psychotherapy, where the last and deepest
problem to be dealt with is always the profound basic ego
weakness of the patient. Winnicott, indeed, has seen this and
left us in no doubt about his views on the matter. It is only when
theoretical analysis and therapeutic practice are carried back
to the very beginning that the implications of the personal
nature of the therapeutic relationship emerge in their simplest
form and become fully clear. Short-term treatment of the
milder neuroses can be carried out successfully with no more
than a very straightforward cooperative relationship develop
ing. The earlier the causes of trouble in the patient, the more
fundamental his ego-weakness, and the more we move beyond
psychoneurosis into the deeper schizoid, borderline and psy
chotic problems, the more profoundly important does the
quality of the therapeutic personal relationship become, until
ultimately it faces the question of the possibility of a replacement
for the failure of original mothering.

It is at this deep level that Winnicott’s most important con
tribution is made. He distinguished between ‘psychoanalysis’
for ‘oedipal cases’, and ‘management’ for ‘pre-oedipal cases’
where initial good enough mothering cannot be taken for
granted. When Winnicott first made this distinction I could not
feel happy about its being made in such a clear-cut form, at
least in the one respect that analysis cannot be excluded from
the treatment of pre-oedipal cases. Even with respect to the
earliest experiences, the patient needs interpretation of the
experience, if he is to gain insight and integrate the experience
in the context of the therapist-patient relationship. But Winna
cott does not make the distinction rigidly. In his paper on ‘The
Aims of Psychoanalytical Treatment’ (1962), he says:

As we come to gain confidence in the standard technique through
our use of it in suitable cases, we like to feel that we can tackle the
borderline case without deviating, and I see no reason why the
attempt should not be made.
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But he makes an important qualification which high-lights the
personal relationship aspect of treatment. He speaks of analysts
who
. . . deal with more primitive mental mechanisms; by interpreting
part-object retaliations, projections and introjections, hypochon
driacal and paranoid anxieties, attacks on linkages, thinking dis
turbances, etc., etc., they extend the Held of operation and the range
of the cases they can tackle. This is research analysis, and the danger
is only that the patient’s needs in terms af infantile dependence may be lost in
the course af the anatystlv pegformanee. (Op. eit., p. 169; my italics.)

With this mention of the ‘patient’s needs in terms of infantile
dependence’ t/ze ultimate psye/tot/zerapeutie problem is raised, that of
how to start of the growth af an ego which has not yet properbf begun to
be. Winnicott bases his view of psychotherapy at this depth, on
his view of the nature of the infant-mother relation. I shall
summarize this briefly before quoting his own words. The
mother is being there for the baby in such a way that he can
feel in touch with, share in, partake in her psychic state of
secure being, even before he can distinguish between her and
himselfi Here, at the very beginning, the foundations of ego
security are laid in a situation experienced by the mother as
her state of ‘primary maternal pre-occupation’ with the baby,
and by the baby as ‘primary identification’ with the mother.
The baby must be able to feed actively at the ‘male’ breast
(cf. Chapter IX) that is doing something for him or else he
must protest at deprivation; but he can sleep without anxiety
at the ‘female’ breast that is simply ‘being there’ for him,
and there is the beginning of the secure sense of ‘in-being
ness’, of ego-identity, that as he grows the baby can take for
granted and does not have to worry over and work hard to
maintain. Only the mother can provide this experience at first,
while the task of the father lies in ‘doing’ all that is necessary to
protect and support the mother-infant pair in their very special
and formative relationship. In psychotherapy at the deepest
level, this situation has to be recovered, with the analyst meet
ing the patient’s need for both mother and father. Thus one
female patient in her late fifties, herself a grandmother, but
who had been severely schizoid all her life, said, after a very
long analysis, ‘I don’t want analysis now. I just want to be here
and to be quiet, and know that you are there and let it sink in.’
Shortly after that she brought a dream:
I opened a steel drawer and inside was a very tiny naked baby
staring with wide open eyes as if looking at nothing.
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Suddenly she saw a f1ling cabinet in the corner of my room and
said, ‘The steel drawer was like that.’ Thus her unconscious fan
tasy and experience was of coming to birth out of me, and of
bringing her tiny infant self to me, simply to get a start in feeling
secure and real. ‘Analysing’ is a male function, an intellectual
activity of interpretation, but based on the female function of
intuitive knowing experienced, as Home reminds us, through
identihcation. Ultimately ‘being there for the patient’ in a
stable and not a neurotic state, is the female, maternal, and
properly therapeutic function, which enables the patient to
feel real and find his own proper self

Winnicott writes:

There is something about the mother of a baby, something which
makes her particularly suited to the protection of her infant in this
stage of vulnerability, and which makes her able to contribute
positively to the baby’s positive needs. The mother is able to fulfil
this role if she feels secure . . . (Her) capacity does not rest on know
ledge but comes from a feeling attitude which she acquires as
pregnancy advances, and which she gradually loses as the infant
grows up out of her. (1965a, p. 3.)

We notice in the expectant mother an increasing identification with
the infant .... The predominant feature may be a willingness as
well as an ability on the part of the mother to drain interest from her
own self on to the baby. I have referred to this aspect of a mother’s
attitude as ‘primary maternal preoccupation’. In my view this is the
thing that gives the mother her special ability to do the right thing.
She knows what the baby could be feeling like. No one else knows.
Doctors and nurses may know a lot about psychology, and of course
they know all about body health and disease. But they do not know
what a baby feels like from minute to minute because they are out
side this area of experience. (1965a, p. 15.)

In this passage Winnicott draws a clear and absolute dis
tinction between intuitive knowing or knowing by identifica
tion, by emotional or personal rapport, and intellectual or
scientific knowing. The qualified doctor or nurse approaches
the baby as a scientist, from outside observation, and with intel
lectual knowledge, a kind of knowing that was described in
Chapter IX as ‘male element knowing’. This is valuable when
it is a matter of dealing with the baby’s bodily health, but it is
useless for ‘knowing from minute to minute what the baby could
be feeling like’. This ‘mother’s knowing’ comes through an
emotional ‘feeling at one with’ the baby, and as Home main
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tains this ‘knowledge by identification’ cannot be come by in
any other way. Home regards it as the way in which the psycho
analytical therapist ‘knows’ his patient, and it was described in
Chapter IX as the typically ‘female element knowing’. Many
years ago in an obituary notice on David Eder, Edward Glover
stated that the true psychoanalytical therapist had to have a
strong maternal element in his make-up, which Eder had.

Accordingly Winnicott does not hesitate to take this mother
infant relationship as the model for and basis of psychotherapy.
just as the good mother is free to use whatever valuable intel
lectual knowledge she may possess about the baby’s bodily and
mental processes, as an adjunct to her more intimate personal
knowing of the baby, so the psycho-analytical therapist is free
to use whatever intellectual knowledge his study of psycho
dynamic science has given him, but it must be as an adjunct to,
not as a substitute for, his personal knowing of the patient which
is emotionally perceptive, working by identif1cation and intui
tion. Winnicott writes:

In our therapeutic work over and over again we become involved with
a patient; we pass through a phase in which we are vulnerable (as
the mother is) because of our involvement; we are identified with the
child who is temporarily dependent on us to an alarming degree;
we watch the shedding of the child’s false self or false selves; we see
the beginning of a true self, a true self with an ego that is strong
because like the mother with her infant we have been able to give
ego support. If all goes well we may find that a child has emerged,
a child whose ego can organize its own defences .... A ‘new’ being
is born, because of what we do, a real human being capable of having
an independent life. My thesis is that what we do in therapy is to
attempt to imitate the natural process that characterizes the be
haviour of any mother of her own infant. If I am right, it is the
mother-infant couple that can teach us the basic principles on which
we may base our therapeutic work.

This view of the basis of psychotherapy has bearings not only on
the treatment of the most ill, regressed cases where the ego may
be so weak as to be barely there at all. It has bearings on the
treatment of lesser degrees of illness, for if psychotherapy is a
belated replacement for original inadequate parenthood, the
way the parent-child relationship changes steadily as the child
grows will illuminate the entire therapeutic process. The thera
pist has no choice but to be deeply involved with the patient
who is at last compelled to give up the futile struggle to keep
going on the adult level and relapses willy nilly into the depths
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of infantile terror, isolation, and the evaporation of his ego into
a feeling of nothingness. He must keep as constant and close
contact with him as is humanly possible, especially if the
patient’s human environment is not as supportive as one might
wish. He must see the patient through into the ultimate accept
ance of a therapeutic regression from which he must be men
tally nursed to a rebirth and regrowth of a real self. The thera
pist is utterly indispensable to him at that stage.

This is well illustrated by the case of the deeply regressed
woman mentioned in this and the previous chapter. Some
concluding remarks on that case may now be made. As men
tioned on page 321, after many vicissitudes, she began to relive
the basic trauma of her primary maternal deprivation and her
sense of utter isolation at heart. Her husband had a very
adequate grasp of all that was implied in this and we were able
to work together to meet her need for a belated maternal secur
ity. But there were times when it was inevitable that she was
left alone in the house, and I was kept informed of these. They
were dangerous occasions for her, and I did all I could to con
tact her on the telephone at these times. Her state of mind was
invariably like that of a person alone and lost on an empty plain
without landmarks. Un various occasions she said such things
as: ‘Till the phone went and I realized it was you, I’ve been
sitting here paralysed, unable to move, with a queer feeling as if
there’s nobody else in the whole world except me.’ Again, ‘I
can’t stop sobbing and I feel I can’t hear a single sound any
where except the sound of my own crying.’ Yet again, ‘I’m so
glad you’ve rung. I knew you would but I felt so afraid some
thing would stop you, and this terrible loneliness would never
be broken. I’ve had hard work not to panic. Yet when I heard
the phone go I felt terrified that it would be someone I didn’t
know.’ Her husband said to me, ‘I’ve given up being a husband
just now and I’m simply being a mother.’ Gradually the neg
lected and isolated infant in her deep unconscious must have
been reached and contacted, reassured, and given a new start
with a feeling of security, for she began slowly to drop her
resistance to regressing, accepted her husband’s help without
resistance, felt more and more overcome with exhaustion and
the need to sleep, and found that she could go to bed and drop
fast asleep at any time without any sleeping pills, waking after
three or four hours to feel much better. At this stage the ordeal
of a journey from her home town to Leeds became too much for
her. There was one morning in the week when her husband
could be free to bring her, and I arranged to see her then. She
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took no medication at all on those mornings, and would arrive
feeling pretty ill, but always by the end of the session felt
much better and found that a ‘person’ was better than a ‘pill’,
a highly important discovery for her, for she had been under
heavy medication for years. At her other usual session times, I
would ring her and after a short talk she would then go to bed
feeling that I was mentally with her, and go to sleep (like the
baby in the pram who can’t see mother but has no doubt that
she is there).

Gradually this must 'have set going an inner sense of a new
security, and this was expressed in a dream. She consciously
dreaded mental hospital as a place where she would not be
understood. Now she dreamed that she was back in the hospital
where the superintendent had been so very understanding. But
this time it was a real home; doctors, nurses, and patients (i.e.
father, mother, and siblings) were all friendly, and there was a
graded scheme of stages through which everyone was getting
better, and she herself moved from the first (entry) stage on to
the next one. For years her dreams had been frankly persecutory
or anxiety-saturated. Now here was the sign of the development
of a foundation of inner security on which a new life could
slowly be grown. At such times the therapist’s involvement with
the patient is maximal.

Winnicott, however, says of the mother’s ‘primary maternal
preoccupation’ with her baby that it is an
. . _ extraordinary condition which is almost like an illness, though
it is very much a sign of health .... It is part of the normal process
that the mother recovers her self-interest, and does so at the rate at
which the infant can allow her to do so .... The normal mother’s
recovery from her preoccupation with her infant provides a kind of
weaning . . . we can find parallels to all these things if we look at our
therapeutic work. (1965, pp. 15-16.)

Thus, the degree of involvement of the psychotherapist with the
patient, as with the mother and her child, will change. At first
it must be adequate to the patient’s need for a stable parent,
according to the nature and degree of the illness for which he
seeks treatment. If that is successful, it will slowly adapt to the
patient’s growing need for greater independence and will turn
into support for and respect for his development of an indi
viduality of his own. Throughout, psychotherapy is a personal
relationship on the basis of which the therapist can make use
of his intellectual knowledge gained from psychodynamic re
search. Our patients are always to some extent isolates hiding
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behind defences, in a persisting state of anxiety and insecurity.
Their ‘cure’ can only come about in a therapeutic relationship
in which the core of their potential self can be found and com
municated with in such a way that it shall not feel threatened,
but protected and supported for self-discovery and self-realiza
tion. Un this basis of a new-found self-possession and ego
strength, he can lose his schizoid fear of human contact and
involvement, and find relationships enriching and fulfilling.



Part V

OBJECT-RELATIONS THEORY AND
EGO-THEGRY



XIV

THE CONCEPT OF PSYCHODYNAMIC
SCIENCE

I mentioned in Chapter XII that social workers, who nowadays
are usually trained in psychodynamic concepts, often find them
selves criticized by psychologist colleagues who claim that their
work is scientihc and objective, while the social workers
operate with subjective guess-work. It seems important there
fore to give full consideration to this problem of the scientific
nature and standing of psychoanalytic, or as I prefer to call it
in this context, psychodynamic investigation, and its relation
ship to traditional ‘natural’ science. I dealt with this problem at
length from a somewhat different point of view in Chapter VII
of Personality Structure ana' Human Interaction, under the title of
‘Process Theory and Personal Theory’. Some of the argument
of that chapter must be here repeated in this different context,
the starting-point of which I shall take from the paper by Home,
‘The Concept of Mind’ (1966). Home takes up the challenge
of the scientist by asserting boldly that psychoanalysis is not
science, but an example of the equally necessary but quite
different ‘humanistic’ thinking! He defined ‘mind’ as the
‘meaning of behaviour’. We do not speak of the ‘behaviour’
of deaa' (inanimate) objects but only of their activity, because it
has no ‘meaning’. ‘Meaning’ only exists for live objects and con
stitutes their subjective experience of their own activities and
those of other live objects, in terms of their aims and purposes.
He regarded science (i.e. ‘natural’ science) as the study of the
activities of dead objects. The objective methods of such science
are incapable of dealing with the ‘meanings’ of the subjective
experience of live objects, but this is what psychoanalysis sets out
to study. Home is absolutely right in saying that the traditional
methods of objective ‘natural’ science are incapable of dealing
directly with subjective experience and its meanings. His con
clusion that psychoanalytic thinking is therefore not ‘scientific’
but ‘humanistic’ thinking is, however, open to further discus
sion, but this must start from acceptance of the plain fact that
psychoanalytic thinking is based on our subjective knowledge

1 The rest of this chapter is a revision of a paper of the same title in the
Int. ]. Psycho-Anal., 48 (1967), pp. 32-43.
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of ourselves, and our capacity to identify with (and therefore to
know inwardly) other people.

The problem that emerges is that of the status and nature 0f
speciyfcalbf /Jsyc/zoajfnamic studies. Home worked out thoroughly
one of the two possible answers, namely that psyc/zodynamics is
not a scientific but a humanist study. The other possible answer
is to question and enlarge the traditional meaning of science.
Like the philosopher Home, he pursues an important line of
argument to its logical bitter end and so high-lights all the
problems involved. This present discussion of the concept of
psychodynamic science falls into three parts:  a discussion
of the terms ‘physical’ and ‘mental’ science, or the ‘natural’
sciences and psychology; (ii) the question ‘Have we really got a
“mental” science?’; and (iii) is ‘Object-Relations Theory’ a
true psychodynamic science?

‘P/yfsical’ ana’ ‘Mental’ Science

\'Ve must guard against befogging the theoretical issue by
confusing it with a false antithesis between a scientific and a
human approach. A surgeon can be capable of sympathy with
his patient however objectively and impersonally scientific is
his medical theory and practice. He does not have to know his
patient subjectively as a person in order to perform an accurate
surgical operation, though such knowledge may well enable
him to help the patient to get over the aftermath. It is true that
a person who has a flair for personal relationships is likely to
feel drawn to psychotherapy, while others are more at home
in laboratory research. This does not bear on our problem,
unless someone who cannot do or is antagonistic to psycho
therapy, prefers a definition of science that rules out a personal
relationships approach. Thus Eysenck says that psychologists
explain but do not understand human beings. Psychiatrists not
infrequently comment that the majority of their colleagues are
cynical about psychotherapy as unscientif1c.

What concerns us is t/ze theoretical deyinition zyfscience. If psycho
dynamic studies are scientific, then there are two kinds or
levels of science. There are fundamental differences between
the methods and type of conceptualization employed in the
physical sciences and in the psychodynamic studies which are the
theoretical basis of psychotherapy. I shall speak of ‘physical’ or
‘material’ science, not ‘natural’ science, for psychic phenomena
are as ‘natural’ as physical ones. The term is a relic of a time
when scientists thought that psychic phenomena did 'not de
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serve to be given the status of reality, as in Huxley’s view of
mind as an epiphenomenon, related to the body like a whistle
to a train, playing no part in its running. The train would ‘go’
just as well without the whistle. Only physical phenomena were
thought worthy ot; or regarded as open to, scientific study.
Many regard that stage as now over. In a more subtle sense
I do not believe it is over. Home put the question ‘Is psycho
dynamics a science after all?’ If it is, we have not yet really
decided in what sense.

The classic view of science still holds in many minds. The
extraordinary material and technological success of physical
science compared with the very modest achievements of mental
science support that. There is an emotional addiction to a view
of science which is, in fact, being intellectually superseded. This
seems to be strong in psychiatry, and to be subtly present in
much psychoanalytical writing, because in this Held we operate
closest to our own psychological weaknesses; more so than in
the physical sciences, which therefore provide us with an escape.
Even Freud, when anxious, longed to get back to the physio
logical laboratory, where he felt on safer ground. Astronomy,
physics, and chemistry provide the primary model, with mathe
matics, for what is entitled to be called science. They were the
earliest sciences to arise, because they dealt with the kind of
phenomena which were easiest to treat scientifically, and they
did not encounter so much subjective emotional resistance in
the investigator, as when we study human nature. Physiology,
neurology, and biochemistry were built up on the same scientific
model. They dealt with ‘material’ phenomena, and the pseudo
philosophy of scientific materialism classed mental phenomena
with religion and Hction, as not only outside science but not
really important, mere imagination.

I shall, however, refer here to ‘material’ and ‘mental’ science.
This does not imply any deHnition of ‘matter’ as opposed to
‘mind’ as entities. I mean simply that material science studies
those aspects of reality which we investigate by sensory per
ception and experimental methods based on it. One can study
behaviour this way and create the behavioural sciences, but it
is not psychology. It is not about the psyche, but only about
the outward expression of some aspects of it as behaviour, a
most incomplete guide to the full nature of a ‘person’ and the
whole range of his subjective experience. To quote Dicks:

While behaviour is subject to scientific observation of an objective
kind, experience is not-it needs to be shared and understood.
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Physical scientists do not usually regard psychic phenomena as
having the same trustworthiness for investigation as material
facts. In whatever way we acquire our knowledge of our
thoughts, feelings, and volitions, we do not get to know them by
seeing, hearing, touching, tasting or smelling them, but by a
wholbr subjective inner process which we call recognition or realization
of our immediate experience. They are what Gellner calls ‘warm
mental entities, introspectible mental experiences’. Of course,
sensory perception also is a subjective experience, but it has an
objective reference which is entirely absent from our experi
encing of ourselves. Sensations are the basis of our knowledge
of the external world. Cur thoughts, feelings, and volitions (and
our fantasy images, dreams) give us knowledge of ourselves,
of our internal reality as subjects of experience.

We know that our thoughts and feelings do not have any
necessary objective counterpart in the outer world, but they
have a reality of their own, psychic realign This direct immediate
knowledge of psychic reality is quite different from our sensory
experience of the outer world. Our knowledge of our thoughts and

feelings is our experience of ourselves as ‘subjects’. We can mentally
know ourselves in this manner without any intermediary
method or technique of investigation. There is nothing else at all
that we can know in this direct manner. We may, and often
do for our own motives, deceive ourselves and distort our
immediate experience of ourselves. In that case we directly
experience the distortion. It is still true that when we realize
that we are thinking this thought or feeling this emotion at this
moment, that knowledge has an absoluteness about it which
cannot be questioned. Free association rests on this. We never
consciously know all that we experience, but whatever else a
free-associating patient may or may not know about himself, he
knows with a certainty that he is thinking and feeling whatever
associations occur to him as he talks, and that that is knowledge
about himself and is dependable. Psychoanalysis bases itself
on this fact, that even if only slowly, psychic realizgr reveals itsebf to
us directbf, that the anabftic method in the therapeutic relationship frees
more of it to do so, and that it has to be taken seriousbf as a fact. It is
only of our own experience that this is true, and our capacity to
know and understand other people’s experience is based on our
knowledge of our own. C)ur understanding of others is, at the
intellectual level, an inference based on our knowledge of our
selves, it will not be more thorough than our knowledge of
ourselves, and must be tested and j ustified by further experience.
That is why a personal analysis is indispensable for a psycho
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analyst. But we can know others ‘on the inside’ by identufcation, as
Home stressed, because we know ourselves directly ‘on the inside’,° and
this is a phenomenon entirebf absent from the physical sciences. In this
sense ‘materia1’ objects have no subjective or ‘inside’ aspects,
and can be wholly satisfactorily studied objectively.

We may illustrate this difference by comparing the explosion
of a f1rework and an explosion of anger. We do not know how
the firework is feeling by its explosion, because in fact it does
not feel and its explosion has no meaning. It is a purely physical
fact fully comprehended by objective study of cause and
effect. When a person explodes in anger, he creates a tense
situation which we sense even before the explosion. It is true
we perceive by our senses his tight face, harsh voice, clipped
speech, angry words and gestures, just as we see the sparks and
hear the bang of the firework. But we know the state of mind
behind what we see and hear of the person, because we have
felt like that and in response to him we can feel like that now.
We know his psychic reality by identification based on our own
experience. Possibly because of this difference, many scienti
fically trained people seem reluctant to recognize psychic
reality as a fact. Mayer-Gross, Slater, and Roth say that

instability in the attitude of psychiatrists is made all the easier by
the subjectivity and lack of precision ofpgfchological data [their italics].
Mental events can only be described in words that are themselves
often open to varied interpretation. Many terms in psychiatry are
taken from everyday language, and are not clearly defined ....
Much psychiatric literature of today owes its existence to the
possibility of playing with words and concepts; and the scientific
worker in psychiatry must constantly bear in mind the risks of
vagueness and verbosity.

But they are really complaining of something deeper than care
lessness in the precise use of terms. They speak of ‘the insta
bility of attitude’ of students of psychiatric phenomena. ‘Atti
tude’ to what? They mean instability of attitude to what is and
is not science. They write: ‘This book is based on the conviction
of the authors that the foundations of psychiatry have to be
laid on the ground of the natural sciences. [Their italics.] An attempt
is made to apply the methods and resources of a scientific
approach to the problems of clinical psychiatry.” They simply
equate Science and ‘natural’ science, and reject any description
of psychic reality that does not conform to natural science
terminology, as ‘not clearly defined’, ‘vague and verbose’, and
‘playing with words’. But it is not for a scientist to try to
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dictate to facts, but to try to understand what is there; and
psychic reality is indisputably there, and moreover its study
cannot be carried on ‘on the ground of the natural sciences’.
We need a ‘mental’ or ‘psychodynamic’ science, distinguished
from ‘physical’ science. This conclusion is supported by Taylor
in The Explanation of Behaviour (1964). He writes:

To assume from the superiority of Galileo’s principles in the sciences
of inanimate nature, that they must provide the model for the
sciences of animate behaviour, is to make a speculative leap, not to
enunciate a necessary conclusion. (p. 25.)

He concludes that ‘behaviourist psychology’ shows the in
validity of one form of mechanistic explanation of behaviour,
which can only be explained teleologically by reference to pur
pose; that Behaviourism is ‘non-psychological psychology’.

Have we got a ‘Mental’ Science?

It has been reserved for psychoanalysis to show respect for,
and create a definite concept of, ‘psychic reality’, denoting as
stubborn a fact as can be found anywhere, in the sense that a
fact is what is effective. Yet it is not a fact that can be studied
by the same kind of methods used in physical science. We gain
nothing by avoiding the use of the term ‘mental’ even though
we do not work with a dualistic philosophy or regard ‘mind’ as
a separate ‘thing’. ‘Matter’ ana' ‘Mina" are the age-ola' ana' hon
oured terms by means cy” which mankind has expressed its direct recogni
tion cj the fact that there are two quite a'Wrent aspects ry' our existence.
This is a fact that it seems many people have not yet come to
terms with on the level of scientific thinking. They still hanker
after the false simplification of ‘scientific materialism’. When
‘natural science’ arose, scientists with the usual human desire
to get everything under their control and in their power, simply
denied ‘mind’ and dogmatically asserted that it was nothing
but ‘brain’. One is reminded of the surgeons who dissected
Beethoven’s brain after his death to find his musical genius.
The simple-‘mindedness’ of this assumption and the way it
flies in the face of actual experience is not at all obvious to those
trained exclusively in ‘natural science’. If we refuse to turn a
blind eye to this ineradicable dualism in our experience of
existence, then there are only two possible solutions: (i) to
limit science to the study of material phenomena and agree
with Home that mental phenomena call for a different kind of
thinking; (ii) to expand the meaning of science to include the
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study of ‘menta1’ phenomena in its own and not in physical
terms. Can we really do that? It is not satisfactorily done by the
development ofthe Social and Behavioural sciences. They either
look to psychoanalysis to supply a psychodynamic science for
them to work with, or fall back on neurological conditioning,
dealing only with behaviour, and studying it objectively.

Nor do I think that biology provides the type of thinking
required to do justice to psychic phenomena. I agree with
Home that biology comes under the head_ing of physical science,
though I feel there is an ambiguity in his thought here. He dis
tinguished between studying live and dead objects. The word
‘object’ thus covers both personal and impersonal objects, a
difference which matters to psychodynamics. The objects we
are interested in are capable of being, and in fact are, subjects
of experience. The objects of natural science are either not capable
of being subjects, or when they are it does not matter to science,
which ignores that aspect of their reality. When live objects
are studied as subjects we have psychodynamic science. When
live subjects are studied as objects only, as is done by biology,
neurology, behaviouristic psychology and sociology, then we
have the classic model of ‘natural’ science. There is an element
of objectivity in every kind of study and relationship, but I
would prefer to sum the matter up thus: p.9fc/zodynamics studies
its objects basicalbf as ‘subjects’, while traditional science studies what
ever it does study as ‘objects onbf. It is this exclusiveb/ objective
approach fy" classical science that fails to do justice to ‘persons’ as
‘subjects of experience’. Pgfchodynamic studies pose a genuinely new
problem for science, which cannot be handled by the classic scientyic
methods of investigation and conceptualization. Either science in the
traditional sense will have its absolute limits revealed, or else it
will undergo radical revision as to the meaning of science. It is
not that classic terms like observation and experiment, induc
tive and deductive reasoning are questioned. There are both
observation and experiment, and we may reason both induc
tively and deductively, in personal relationships. It is rather a
question of a new kind of ‘object’ to be studied, i.e. subjective
experience, and a new primary source of information, not
sensory perception of the outer world, but immediate experi
ence, direct knowing, of an inner personal world. In psycho
rwnarnics, the data are obtained by subjective observation of
ourselves and identification with others. It is not the nature of
scientific thinking that is at stake. That remains ‘objective
assessment’. It is the nature of the data themselves and of the
method of obtaining them, that is different. A revision of the
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meaning of science is, however, already under way with the
philosophers of science, for it is evident that there is not the old
fashioned solidity and simplicity about matter, space, and time
that used to be assumed.

There may, however, be more to be said for Home’s view that
science can only deal with dead objects, or with live objects
as if they were dead. There is an arresting passage in Bion’s
Learning From Experience, Chapter 6. He calls sense-impressions
5-elements, which a hypothetical oc-function works up into
on-elements, thoughts that can be used. He says of some patients
that ‘evading the experience of contact with live objects by
destroying oc-function’ makes them unable to have a relation
ship with anything except as an automaton, i.e. a dead object.
He then observes:

The scientist whose investigations include the stuff of life finds
himself in a situation that has a parallel in such patients. The break
down in the patient’s equipment for thinking leads to dominance by
a mental life in which his universe is populated by inanimate objects.
The inability of even the most advanced human beings to make use
of their thoughts, because the capacity to think is rudimentary in all
of us, means that the field for investigation, all investigation being
ultimately scientific, is limited, by human inadequacy, to those
phenomena that have the characteristics of the inanimate. We
assume that the psychotic limitation is due to illness; but that that
of the scientist is not .... It appears that our rudimentary equipment
for ‘thinking’ thoughts is adequate when the problems are associated
with the inanimate, but not when the object for investigation is the
phenomenon of life itself. Confronted with the complexities of the
human mind the analyst must be circumspect in following even
accepted scientific method; its weakness may be closer to the weak
ness of psychotic thinking than superficial scrutiny would admit.

Bion sees that traditional science would depersonalize man,
or as Wordsworth said ‘We murder to dissect’. The psychotic
and the scientific limitations appear to meet in the schizoid
intellectual (and there are many among scientists) who can only
think about inanimate objects, not about living subjects,
for he is too basically anxious to risk identification and the
sharing of experience. For him, as for power politicians, per
sons are things. Home can claim Bion as a powerful ally. Science
is limited to the investigation of inanimate objects, which
seems to imply that some other kind of thinking must deal with
live subjects.

Nevertheless, I would prefer to accept Bion’s shrewd observa
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vation about the nature of most of what is scientific or ‘natural’
science thinking, and go on to explore whether the concept of
science cannot still be expanded to take in the study of ‘live
subjects’. Bion provides a reason for science remaining for so
long bound up with the ideology of scientific materialism,
which Macmurray described as neither scientific nor philo
sophical, but only a popular prejudice based on the prestige of
science. But it may have deeper causes; partly emotional, in that
people feel safer on what they think is the more solid ground of
material facts, but more, according to Bion, because of the
sheer limitations of our capacity to think beyond the range of
inanimate facts. The ‘reach’ of our capacity to ‘experience’, is
far greater than the ‘grasp’ of our intellectual capacity to
explain. This involves an intellectual humility we do not
always show as ‘thinkers’. It is of a piece with this that many
physical scientists regard the human sciences such as anthro
pology, sociology, and psychology, as either an inferior sort of
science, or even not properly science at all. A reviewer of
Teilhard de Chardin depreciated his claim to be regarded as a
scientist because his anthropological pursuits did not have this
exactness required by the sciences with their mathematical
tools. For this very reason psychology, in its Hght for scientific
status, has always had to encounter attempts to reduce it to
something less than psychology, such as neurology, biology,
or physiology. We know what a terrific struggle Freud had to
move in an opposite direction.

\/Ve cannot, however, reduce psychodynamics to psycho
biology. This does not involve ignoring biology for its proper
contributions, as for example in problems of heredity, but it
avoids the confusion of thought arising from two different levels
of abstraction. For example, terms like ‘meaning’ and ‘experi
ence’ belong specifically to the psychological level. As I under
stand it, biology does not deal with a living creature as a
‘subject’ whose experience and actions have meaning for him
self and others, but as an objective phenomenon to be studied
from the outside by experimental methods, rather than appre
ciated from the inside by identification, sympathy, empathy, or
what have you. Biology for most scientists surely means bio
chemical, just as psychology for material scientists means
psycho-physical. I fancy that in those compound terms the
important components are ‘chemical’ and ‘physical’. ‘Bio’ and
‘psycho’ are added as consolation prizes. In spite of the powerful
support of Bion’s argument that the scientific intellect is too
limited to deal with anything but the inanimate, I would rather
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not distinguish, as Home does, between the ‘live’ and the
‘dead’ as the fields of study respectively of psychodynamics and
physical science, for this seems to me to indicate only the dif
ference between biology and physics. We are more concerned
with the difference between the merely animate and the per
sonal, i.e. between the personal and the subpersonal and imper
sonal: for there are forms of existence which are alive but of no
interest to us in psychodynamics because they are not personal
(such as fleas, bugs, mosquitoes, and plants). We are concerned
with the study fyf the ‘person’, with that level cy" abstraction at which we
speak of the human being as not a ‘thing’ or an ‘organism’ but a
‘unique individual’. We only talk significantly about persons when
we talk about their experiencing their environment and them
selves in a way that has meaning. The difference between these
two levels of thinking is clear from the fact that a person has no
meaning for his merely material environment, but that environ
ment has meaning for him. I mean nothing to the mountains
of Glencoe but they mean a great deal to me. It is the ‘person’,
the unique and individual ‘subject’ of meaningful experience, that the
methods of traditional science so fail to deal with. Psycho
@fnamics is the science qf the personal subject, not fy” mere objects.
Psychoajfnamics is the touchstone cy’ whether psychology in its own right
has realbf been accepted as a science.

Psychotherapists, whether psychiatric like Stack Sullivan,
or psychoanalytic like Szasz and Colby, have produced stout
protests against the reduction of psychodynamics to something
less than itself. Szasz (1956) wrote:

Mathematics can function as a tool in physics and astronomy
without the identity of those sciences suffering thereby. Psychology
cannot so use mathematics without thereby altering its own identity.
It appears that in psychology the very process of expressing ex
periences in highly abstract symbols-even if they pertain to phen
omena which are ordinarily thought of as psychological-alters
one’s conception of the nature of the problem.

Sullivan and Colby are, however, somewhat equivocal.
Sullivan writes:

Biological and neurological terms are utterly inadequate for studying
everything in life . . . I hope that you will not try to build up in your
thinking correlations (i.e. ‘of “somatic” organization with psychia
trically important phenomena’) that are either purely imaginary or
relatively unproven, which may give you the idea that you are in a
solid reliable Held in contrast to one which is curiously intangible.



PSYCHODYNAMIC. SCIENCE 377
If a person really thinks that his thoughts about nerves and synapses
and the rest have a higher order of merit than his thoughts about
signs and symbols, all I can say is, Heaven help him.

So far, so good, but then Sullivan rules out the study of the
person’s ‘unique individuality’. He says it is a great thing in our
wives and children but we are not concerned with it in science.
But it is the very point in question when we ask what is the
nature and status of psychodynamic studies. ‘Unique indi
viduality’ is just what we are concerned with, for in Sullivan’s
‘interpersonal relationships’, what we are and how we react
is most closely bound up with what the other person is, and
vice versa. Sullivan is saying that something knowable is out
side science. After proclaiming the limitations of physical
science, he fails to establish a psychodynamic science on its own
proper level, which may warn us of the difficulties.

Colby also illustrates the failure of a thinker, who certainly
understands the limitations of physical science, to establish
psychodynamic science satisfactorily. He speaks of levels of
integration in reality and of abstraction in thought, and writes:

At each level of integration characteristic and new properties
emerge which are not entirely explainable in terms of levels below
them. For these new properties, special methods of study and a
special language are required .... At the psychic level of integration,
between the neuronal and the social, we assume certain properties
to be the consequence of what our language calls psychic functions.
. . . The higher we go in theoretical abstraction, and the further
away we get from material tangible substances, the more diflicult it
seems for some to grasp what it is that is being discussed. Many
simply cannot understand what it means to theorize on a psychic
level. We must now abandon them as ill-starred and continue on ina psychological language. _

What then is Colby’s psychological language? We find we
are after all no further forward. He says:

We consider psychic functions to be performed by a hypothetical
psychic apparatus. It is an imaginary postulated organization, a
construct which aids our understanding of certain observable
properties .... But there is no point-to-point correspondence be
tween the psychic apparatus and the brain.

He avoids the reduction of psychology to physiology but
has not arrived at a true psychology. An ‘apparatus for studying
observable properties’ is a physical science concept, quite
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unsuitable for representing personality. At best it could only
conceptualize the study of behaviour, not of the experience of a
personal self which has unique individuality. ‘Meaning’ which
is so vital to the reality of psychic experience and everything
that psychoanalysis studies, is not an ‘observable property’. We
can see or hear certain agreed ways we have of conveying our
meanings to one another, but the meaning in itself is not
observable; it can only be subjectively realized, appreciated.
So true is this that, when we have written or said something
and believe that we have made it crystal clear, we can be dis
concerted to find that someone thinks we have written or said
something entirely different from what we meant. Colby pro
ceeds to elaborate a diagram of endopsychic structure which
might well pass as a diagram of a computer or electronic brain,
processing in-put and delivering out-put. Thus even those who
see that psychodynamics call for a new and broader conception
of science, do not yet see clearly what a truly ‘psychodynamic’
science will be like.

The contribution of E. H. Hutten (Professor of Physics,
London) is important at this point. He writes:

[In psychodynamics] we describe all happenings in terms of psychi
cal reality, and so can dispense with that framework of physical
space-time which does not apply to mental phenomena.

He accepts multiplicity of causes and over-determination as
essential to psychological theory and in no way militating
against its scientific status. It is heartening to find a professor
of physics who does not use the term ‘cause’ with its old scien
tific meaning in the realm of psychology. He says:

Classical physics is taken as the standard when it is said that a
scientific theory must explain a given phenomenon in one way only;
but that is not really true even there, and certainly not in modern
physics. Underneath this ideal is, I think, the metaphysical belief
in the mechanical determinism of past centuries, according to which
everything in the world is connected by the iron chain of necessity.

Hutten confirms my feeling that a view of science which is
gradually becoming outdated intellectually, is still held for
unconscious emotional reasons. just as Freud said that the
religious believer projected the father-image on to the universe
for security reasons, so many a scientific believer projects on to
the universe the ‘Iron-chain-of-necessity image’, scientific
materialism, also for security reasons. They feel on safer
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ground then. There is nothing like dealing at first hand with
psychic reality, for encountering disturbance.

Psychoanalysis itself grew up so much under the sway of the
classic scientific outlook, that Freud could not really escape
that projection himself. Thus many attempts to make psycho
analysis scientific have in fact been unrecognized attempts
after all to press it back into the mould of the material science
type of theory. This becomes increasingly unsatisfactory as
the modern philosophy of science makes it plain that physical
science no longer sanctions the old solid reliable deterministic
universe, a closed system in which we know to a certainty
exactly what is what. Thus Popper in The Logic of Scicntyic Dis
covcgf (1959) writes:

The empirical basis of objective science has nothing absolute about
it. Science does not rest upon rock bottom. The bold structure of its
theories rises as it were above a swamp. It is like a building erected
upon piles. The piles are driven down from above into a swamp, but
not down to any natural or given base; and when we cease to drive
our piles into the deeper layers, it is not because we have reached
firm ground. We simply stop when we are satisfied that they are firm
enough to carry the structure, at least for the time being.

By the swamp I take it Popper means the area of ultimate
ignorance beyond our limited knowledge or (vide Bion) beyond
our capacity to ‘know’. Bertrand Russell’s prophecy many
years ago that one day science would have discovered every
thing and provided a giant card index in which we could look
up the answers to every possible question, seems now uncon
vincing: an example of the lack of humility due to failure to see
our intellectual limitations. It is clear that physical scientists
and philosophers have been every bit as dogmatic within their
closed systems as theologians, and are having to learn humility
in face of ultimate reality. Since the movement of science has
been from the physical to the psychical, it is comforting, when
we are puzzled by psychic reality, to remember that physical
reality is part of the same swamp, and we are only trying to
drive the piles a bit deeper. How are we doing this?

Hutten has thoroughly excluded physical models for psychic
reality, but I do not feel that he has yet arrived at a full psycho
dynamic science. He writes:

The usual cause-and-effect language breaks down when we want to
treat processes in which we cannot immediately recognize some
constant element. The language works only if the process is no more
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than the displacement of a permanent thing in space-time under the
influence of a constant force. This is largely true for physics, but
even there exist examples where this no longer holds .... A psycho
analytic explanation is about a conflict or a process .... The same
set of data (may) lead to exactly opposite results . . . which shows
that the processes underlying human behaviour are dynamical in the
sense that they represent a conflict or tension between two opposite
poles.

What this demonstrates is that psychoanalysis has a right
to its own terminology and cannot be strictly modelled on
physical science. Hutten looks in the right direction when he
says that in psychodynamics we speak not about

. . . causal laws but about the aetiology of an illness. Instead of des
cription and prediction we have diagnosis and prognosis .... Unlike
mass points human beings have a history and we cannot hope to
predict their future from their present alone.

But neither can we hope to predict their future at all, even from
their present plus their history. What Hutten is glimpsing is
the human personal subject zyf experience as the source ¢y"psychoa’ynamic
phenomena. Unless we think of Hutten’s ‘processes’ and ‘ten
sions’ and ‘opposite poles’ as manifestations of the life of a
personal subject, we shall Hnd we have slipped back into some
kind of physical science terminology, and are not on the proper
level of psychodynamics. At a time when all traditional and
classic concepts are in the melting pot, including those of science,
we should not hesitate to speak of a genuinely psychodynamic
theory not tied to the physical conception of science, yet not
giving up the claim to be scientiflc. Psychodynamics is called on to
conceptualize what science has never hitherto regarded as coming within
its purview, namebf the human being as a unique centre of highbf indi
vidual experience and responsibility.

Is ‘Object-Relations T/zeoyf’ a True Psychoajfnamic Science?

In what terms can we construct psychodynamic science? I
have much sympathy with Home’s view that some meta
psychological statements literalhf do not mean anything, as for
example when Hanna Segal tells us ‘the infant projects the
death instinct into the breast’. This extraordinary statement is
due both to careless use of words (if the infant has such a thing
as a death instinct, it certainly cannot project it anywhere else),
and a confused mixing of psychodynamic and biological con
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cepts. ‘Projection’ is a psychodynamic concept, ‘instinct’ is a
biological concept. An instinct cannot be projected. Moreover,
though Freud said ‘Instincts are our mythology’, and on its
first introduction spoke of the ‘death instinct’ as a speculation,
he, and certainly Klein and Segal thereafter, treated it simply
as an undisputed fact. Credible theory cannot be created in this
way.

This dilliculty of the confused mixing of psychodynamic and
biological concepts is perhaps clarified indirectly by a state
ment of Foulkes (1965) on group therapy, at the Sixth Psycho
therapy Congress. He said:
Psychoanalysis is a biological theory which has only very reluctantly
been pushed into being a social theory by the pressure of psycho
therapy. Group therapy is not psychoanalysis.

The first sentence is, I am sure, entirely right. Psychotherapy is
a social, personal relationship problem. This is obvious in
group therapy but not really less so in individual analysis. Thus,
psychoanalysis, which came into being as a result of a search
for a method of, and a theoretical basis for, psychotherapy, did
not after all, in its original form, provide one. Psychoanalysis
began as a biological theory, i.e. as a stage in F reud’s eman
cipation from neurology, and has been very reluctant to be
pushed into being more than that, lest it be charged with
becoming unscientilic. But it has been so pushed by the pres
sures of psychotherapy, which needs a social and personal
relations theory. Is not that the explanation of the great dif
ference between the pre-1920 biological stage of F reud’s work,
and the post- 1920 more fully psychodynamic stage, growing out
of the theory of the superego, a concept which owed nothing at
all to biology but is a pure psychodynamic concept? What
F oulkes called ‘the pressure of psychotherapy’ is the pressure
of the facts about human beings as persons, demanding a theory
which goes beyond both physiology and biology, to the highest
level of abtraction, where we study the unique individual, not
only in immaturity and illness but also in maturity and health.
In his lirst period Freud struggled to transcend physiology and
arrived at psychobiology. In his second period he began the
struggle to transcend psychobiology and move on to a con
sistent pqyclzodynamic theory of personal object-relations. With
his concept of the super-ego, we begin to see, not an organism
dominated by instincts, but an ego which has instincts among
its various properties, shaped as a whole in the matrix of human
interaction. But the drag of biology and ofthe metapsychology
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built on it proved strong, and the result is seen in the work of
Melanie Klein. She moved steadily towards a fully-developed
object-relations theory, while at the same time clinging all the
more tightly to an instinct theory metapsychology, giving us
the unfortunate death instinct, constitutional envy and so on.
Nevertheless, the direction that development was taking, was
bound to demand a re-evaluation of the term ‘ego’, as more
than just a control-apparatus. In the work of F airbairn, and
now in that of Winnicott, it becomes what it really is etymo
logically, a term denoting the ‘I’, the core of the personal self,
the essence of the ‘whole human being’.

The difficulties in psychoanalytic theory arise from its having
remained too tied to classic ‘natural science’ concepts, par
ticularly in biological form. This could not have been avoided.
Psychoanalysis arose in the natural science era. It was only
Freud’s work that forced recognition of psychic reality in a new
way. Everything cannot be done at once. New insight grows
gradually out of a period of confusion in which old and new
overlap. But F oulkes was surely right when he said that the
pressures of psychotherapy have forced theory to move on.
Nowhere is this more conspicuous than in the work of Winni
cott. The goal is a consistentb pgfchoafynamic theory ofthe unique indi
vidual in his personal relations. This is what the emergence fy” ‘Object
Relations Theomr’ is about.

The argument so far can be brought to a head by a closer
look at the work of Bion. He criticizes psychoanalytic theories
for being a ‘compound of observed material and abstraction
from it’. He seeks a theory of the ‘practice of psychoanalysis’
which uses only ‘pure scientific abstraction’. What is meant by
‘pure scientific abstraction’? Abstract terms must be appropriate
and relevant to the level of reality at which the abstraction is
made. Is he making a psychodynamic theory of the person?
His abstractness might seem a target for Szasz’s criticism, that
in expressing psychological experiences in highly abstract sym
bols we alter our conception of the nature of the problem.
Nevertheless Bion’s concepts impbf a afynamic experiencing person
whose processes he symbolizes. Whatever judgment ultimately
emerges about his particular conceptual scheme, its basis in
this respect is sound. He uses the symbols oc and ,8 to avoid
prejudging issues by premature description. Thus he speaks
of our capacity for thought-making as on-function so as to avoid
the risk of defining it concretely in advance of adequate know
ledge. This is entirely legitimate. He postulates B-elements as
primary sensory experiences o£ and on-function as a basic
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dynamic activity of, an individual psyche. oc-function in fact
operates on two different sets of data, sense impressions of the
outer object world, and emotions as immediate experiences of
our inner subjective being. These data are the /9-elements
which ot-function works up into thoughts usable for thinking.
Wisdom points out that the theory requires two levels of both
consciousness and comprehension, a primitive consciousness
and comprehension of ,B-elements or the raw materials of
experience, and then a more developed level of consciousness
and comprehension on which or-function does its work and pro
duces ‘thoughts’. If oc-function fails we cannot think for we have
no thoughts to think with. Here again we must distinguish two
levels of thinking, thinking as a process that develops ‘thoughts’
and thinking as a process that uses ‘thoughts’. There seem then
to be three levels of psychic activity, immediate experience (sense data
and emotions), thought production, and re/lection on experience
(science). These can only be theoretically distinguished in our
actual experience, except where pathological states artihcially
isolate them. ,B-elements are the starting-point of all our
experience, oc-function is our ‘digestion’ of it (Bion’s term), and
science is our reflection on it.

The immediate experience of sense impressions must be the raw material
fy' physical science, from which our on-function builds up such
understanding as we are capable oi, of the external world. But
that cannot be the model for mental science, for the raw material
fy” that is not sense impressions ofthe outer world, but emotions, i.e. our
experience ofourseloes as subjects in relation to objects. Our oc-function
may well operate less adequately on emotions than on sense
impressions, so that we Hnd thought-building easier about
objects than about subjects. Here may lie the innate limits of
our capacity for thinking that Bion refers to. One result is that
it is diflicult to talk about mental phenomena in any other than
metaphorical language. Uur language is based primarily on
sensory experience. We apply the terminology of sense-percep
tion to psychic phenomena when we speak of the unconscious
as ‘deep down’, or of the schizoid person as ‘shut in’, or of the
ego as ‘split’. But patients themselves describe their experience
that way and what other language would express it as accur
ately, for the purposes of ‘primary description’. This is no
doubt what Home meant when he said, in a private communi
cation, that he regarded the language of psychology as ordi
nary language. This is the criticism of Mayer-Gross and
others that ‘terms in psychiatry are taken from everyday
language’ and that psychic phenomena ‘lack precision’. But
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thw do not lack precision  we look for the right kind of precision,
precise expression of emotional, not sensopf experience. ‘Shut in’ does
not express a spatial relation but a state of mind, a substitution
of self-communing for object-relationship, a withdrawal into
the self through fear of the outer world. The possibility of
thought-building is easier for physical science, but cannot be
an impossibility for mental science, for after all we are dealing
with facts, the facts of psychic experience and reality.

Using Bion’s ideas, physical science is the result of his hypothe
tical ot-function turning our immediate experience of sense
impressions of objects into thoughts of objects, which are then
developed through the levels of dream-thoughts, concepts,
scientific systems, and finally algebraic calculus. But this physical
science is simphf an account of the easier hay” cj our experience to think
about and conceptualize. Mental science is about the more digiicult ha#
of our experience to conceptualize, not the objective world but ourselves as
the subjects of experience. It must be thought of as otfunction turning the
,B-elements cy” our emotional experience of ‘ourselves in relation to others’,
into thoughts that can be developed into psychoajfnamic science. This is
the difference between the science of objects known from the
outside, and of subjects known from the inside. We have made
more headway with the Hrst than the second. My own feeling
is that ‘Object-Relations’ theory is the nearest we have got yet
to a true psychodynamic science. It is not all the way there but
it is on the way. It appears to me that Home’s ‘Humanistic
thinking’ is the description of our immediate experience of
ourselves in ordinary everyday language. If that were substi
tuted for ‘Psychodynamic science’ I think it would be open to
Ge1lner’s (1959) criticism of ‘ideographic science’, as:

. . . a study which claims to know individual things ‘in their full
individuality’ and without the intermediary of general terms or
concepts.

We must have general concepts, but derived from the stuajf Q' experience,
not cy” behaviour. There must be a further stage cy” reflection, or thinking
about experience, which is pg/chodynamic science, working with general
abstract ideas cy” personal, not impersonal realign

Freud’s work has developed into the exploration of the sub
jective personal life of man, the understanding of our inner
experience, as distinct from the objective description of be
haviour. Instincts are no longer all-important and the central
place in the theory is now taken by the ego, the core of the
personal selt; in living relations with other persons or selves.
F reud’s supreme achievement was to rise superior to his
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scientific origins and challenge science to go beyond treating
human beings as laboratory specimens to be investigated and
manipulated, and see them as persons whose lives mean some
thing to themselves and others; persons who can only really be
known and helped by someone who does not just objectively
diagnose their illness and prescribe treatment, but who knows
and in a way shares their experience of suffering, goes along
with them in seeking to understand it, and offers them a rela
tionship in which they can rediscover their lost capacity to
trust and love. The analytic session and the psychotherapeutic
relationship is the laboratory in which psychodynamic science
is formulated, and all the time it is a problem of understanding
what is going on here and now between two persons, how their
past experience contaminates their present meeting, how that
can be eliminated and replaced by realistic mature relation
ship; i.e. how two ‘egos’ can meet in a fully shared experience.
This is what the object-relations theory, emerging from the
work of Melanie Klein and Fairbairn, is in process of exploring
and formulating, what Martin Buber called the ‘I-Thou’ rela
tion in contrast to the scientific ‘I-It’ relation.

Before we look specihcally at object-relations theory, it must
be noted that so far use has been made of Bion’s views only as
they concern ‘thought-building’, the development of the intel
lectual function with its ultimate consequence, the creation of
science. This corresponds to Winnicott’s use of the term ‘mind’
as distinct from ‘psyche’. Mind is not there from the begin
ning as psyche is. Later in the first year, brain maturation
makes intellectual activity possible, and Winnicott then speaks
of ‘mind’ or the infant’s ‘thinking’ capacity as gradually
becoming able to take over the care of the child from the
mother. The primary psyche he regards as not simply a reflec
tion of somatic experience, for it may be but loosely related to
the body in the first months of life. Soma and psyche are dis
tinguishable aspects of the whole ‘person’. Winnicott writes:

The psyche of a normal infant may lose touch with the body, and
there may be phases in which it is not easy for the infant to come
suddenly back into the body, for instance, when waking from deep
sleep. (The Famibf and Individual Development, p. 6.)

The psyche must learn to integrate somatic experience, and
this it can do only if environmental adaptation to the infant’s
needs is adequate. The fact that the infant psyche can lose
touch with the body and regain it frequently in the earliest
months, emphasizes what psychoanalysis calls ‘psychic reality’

SP"'N



386 OBJECT-RELATIONS AND EGO-THEORY
as distinct from ‘material (somatic) reality’. The psyche (Fair
bairn’s ‘pristine ego’), which Winnicott says is ‘from the begin
ning . . . already a human being, a unit’ (op. vit., p. 5) ex
periences the soma, and develops an inner relation to it, comes
to ‘own it’ or feel at one with it, and this is part of the integra
tion of personality as experience develops.

In ‘object-relational’ terms, the infant psyche is from the
start potentially an ego as yet undifferentiated as to internal
structure, and it needs a good enough human environment to
make possible the actualization of the ego through a develop
ing process in object-relations. Here we may return to Bion’s
‘emotions’ as ‘,B-elements’. He includes in his list of basic
‘functions of the personality’ the emotions of loving and hating.
I do not understand why ‘fearing’ is omitted. He includes in his
basic functions ‘reaction between the paranoid-schizoid and
depressive positions’ and fear is the basis of the paranoid
schizoid position in the same way as hate is the basis of depres
sion. The omission of fear seems to be due to the persistence of
the traditional psychoanalytical view that the fundamental
conflict is that between love and hate. Freud held that hate is
the primary human reaction to the environment and that fear
is the secondary result of hate. The study of the schizoid posi
tion as antedating depression makes it clear that the very
opposite is the truth. Human beings hate because they are
afraid. If the weak and dependent infant finds his environment
unsupporting and even hostile while he is as yet quite unable
to defend and support himself, fear dictates withdrawal and
the breaking off of relationships. It is fear that makes it impos
sible to love, and the conflict between love and fear is the funda
mental problem. In an intractable environment, the infant is
left with only one choice, that between ‘flight’ and ‘fight’
between schizoid withdrawal and the development of hate, of
fighting back at those who make it impossible to love, as the
only means of maintaining object-relations. It takes a strong
and stable person to love; hate is a defence of weakness and
fear.

The simplest elements of our psychic experience in its
emotional aspect are:  a natural capacity to trust, depend
on and love (at first unconsciously) the good object, and grow
with it feeling secure; (ii) fear of the bad object, precipitating
schizoid withdrawal and the breakdown of object-relationships,
which can only be maintained at the price of paranoid per
secutory anxiety; (iii) hate of the bad object in an attempt to
retrieve the situation, force it to become helpful and restore
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object-relations (this refers to pathological hate; there is a
healthy hate which a mature person will feel as a response to,
say, intentional evil such as deliberate cruelty); (iv) guilt, in
so far as, unlike fear, hate implies love and involves hurting
love-objects, thus evoking the urge to reparation; and/or
(v) seMpunis/zment, self-suppression, the sadistic ‘superego’ or
‘antilibidinal ego’, with resulting loss of physical and emotional
spontaneity, and the growth of rigidities of character and
inhibition of functions. (vi) Out of this inherently unstable and
highly complex inner situation, having fear and the lost capa
city to love at the bottom of it, personality illness arises. This is
not the result of failure of mere gratification of instincts, but of
the tension and conflict of the desperate struggle to achieve and
maintain a viable ego, a self adequate to living in the outer
world. These are the emotional experiences which on-function
must ‘digest’ (Bion) and turn into ‘thoughts’ if we are to be able
to understand them and build up a psychodynamic science.
T/2492 are all object-relational experiences. We have to deal with the
ego-growth in object-relations.

At the Sixth Congress of Psychotherapy Laing made a
criticism of object-relations theory which it seems pertinent at
this point to examine. He said:

The object-relations theory attempts to achieve, as Cuntrip has
argued, a synthesis between the intra- and the interpersonal. Its
concepts of internal and external objects, of closed and open systems,
go a considerable way. Yet it is still ‘objects’ not ‘persons’ that are
written of. (1965)

In the first draft of his paper he put this more strongly: ‘The
objects, in object-relations theory, are internal objects, not
other persons.’ This latter criticism would appear to me to be
true in the long run of Kleinian theory, where internal objects
are formed first of all, not by external experience, but by the
internal operation of a biological factor, the innate conflict of
the life and death instincts, which is then projected on to
external objects. The internal life of the ego eoula' be worked out
as a solipsistic affair and the external world need be no more
than a blank projection screen. So far as F airbairn’s object
relations theory is concerned internal objects belong properly
to the realm of the psychopathological, since they are inter
nalized in the first instance because they are bad objects. This,
it seems, is supported by Bion’s view that good experience is
digested and worked up by oc-function into thoughts. Bad
experience remains undigested, a foreign body in the mind,
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which the psychic subject then seeks to project. In health, idealbf,
our objects are not internal objects but real persons, even though infact
none fy” us can be as healthy as that. But our internal objects are
reflections of our experience of real persons from earliest
infancy. Psychotherapy aims at cure by real relationship be
tween two human beings as persons. In it, the psycho
pathological relationship of the ego to its internal objects as
revealed in the transference, steadily changes into the healthy
reality of objectively real personal, or ego to ego, relations,
iirst achieved by the patient with the therapist, and then
becoming capable of extension to the rest of life. The ‘ego’ for
Fairbairn was not an ‘apparatus’ nor merely a structural part
of a psychic system. It is the personal self; so that when the
primary ego is split in experience of other real persons, each
aspect of it retains ‘ego’ quality as a functioning aspect of the
basic self.

Should we speak of ‘Object-Relations Theory’ or of ‘Per
sonal-’ or ‘Ego-’ or ‘Subject-Relations Theory’? In one way
the term ‘object-relations’ begins to date. It reminds one of
F reud’s ‘sexual object’ which was there to gratify an instinct,
not to provide a two-way relationship. On the other hand,
there is no intrinsic objection to the use of the term ‘object’ as
an abstract term in psychodynamic science, provided it is not
held to imply an exclusively impersonal object. Even then, a
science of human experience must include Buber’s ‘I-It’ rela
tion, the ego-object relation where the object is impersonal,
since this is a valid part of the experience of the ego, both in
the sense of the scientiflc investigation of material objects, and
in the sense of, say, the appreciation of beauty in nature.
Nevertheless, what really concerns psychodynamic science is
the ego-object experience where the object is another ego.
Only then do we have the full reality of personal experience and
personal relations. Pgfchoajfnamics is the stuafy cy” that type of exper
ience in which there is reciprocity# between subject and object, and of
the experience of ego-emptying and ego-loss when relationship
and reciprocity fail.

I made my own view clear in Chapter I7 of Personality Struc
ture ana' Human Interaction. I described immature relations as
essentially unequal, of the ‘one-up-and-the-other-down’ type.
This may be natural dependence in the case of child and
parent, but is pathological as between adults, as in the sado
masochistic relation. There each uses the other rather than
relates personalbf to the other. Such relations tend to the ‘I-It’
pattern. Mature relations are two-ways relations between
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emotional equals, characterized by mutuality, spontaneity,
cooperation, appreciation and the preservation of individuality
in partnership. There can be no ‘turning the tables’ for the rela
tion is the same both ways. Each goes on being and becoming
because of what the other is being and becoming, in their personal
interaction and mutual knowledge. Object-relations theory has
not yet adequately conceptualized this. It does now have a truly
psychodynamic theory of the development of the individual ego
in personal relations; but not of the complex fact of the personal
relationship itself between two egos. From F reud’s ego and
superego, through Melanie Klein’s internal objects, projection
and introjection, to Fairbairn’s splitting of both ego and objects
in relationship, and finally Winnicott’s tracing of the absolute
origin ofthe ego in the maternal relationship, we have a highly
important view of what happens to the individual psyche under
the impact of personal relations in real life. But the theory has
not yet properly conceptualized Buber’s ‘I-Thou’ relation, two
persons being both ego and object to each other at the same
time, and in such a way that their reality as persons becomes,
as it develops in the relationship, what neither of them would
have become apart from the relationship. This is what happens
in good marriages and friendships. Winnicott describes its
beginnings in the evolving pattern of a good mother-infant
relation. This raises the fundamental question: how far can we
know and be known by one another? It is what psychotherapy
seeks to make possible for the patient who cannot achieve it in
normal living. It raises the question Winnicott (1967) says
psychoanalysis has not yet faced: ‘What is life about, apart
from illness?’
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HEINZ HARTMANN AND THE OBJECT
RELATIONS THEORISTS

THE rapid survey of ‘basic theoretical orientations’ here
attempted, from the standpoint adopted in the last chapter,
must be confined, through considerations of space, to the ego
psychology of Heinz Hartmann, so influential in the United
States, and the broadly ‘object-relational’ type of theory that
has grown in Britain from the ‘internal objects’ theory of
Melanie Klein. It is not useful to speak of Hartmann and Klein
as American and British ‘schools’. That is purely historical acci
dent, not logical necessity. In truth, both the Hartmann type of
structural theory, and the Klein, Fairbairn, Winnicott type
of object-relational and ‘whole person’ theory, were bound to
be developed sooner or later, and they have to be ‘thought
together’ as parts of the overall search for an ever more complete
and satisfying theory.

In general, Hartmann developed the already existing poten
tialities of the classical theory where it was visibly incomplete,
in ego-analysis. The British ‘internal objects and object
relational’ thinkers developed those ‘personal relations’ impli
cations of the classical theory (as seen so clearly in the Oedipus
or family complex, and the superego concept) which were
bound to lead sooner or later to a theory that transcended the
‘natural science’ orientation, and established a fully developed
and consistent ‘psychodynamic science’. Hartmann and his
followers may be found commenting that this or that leads back
ultimately to physiology, or that his ego theory may ultimately
prove capable of correlation with brain physiology. Without
disputing that, one may say as a rough analogy that it is like
describing the human life of a family with all its social, artistic,
and personal interests as leading back finally to the bricks and
mortar of the house and concrete of the foundations. Of course
there is a connexion, but this ‘reductive’ type of ‘natural
science’ explanation avails us little in the study of the ‘per
sonal’. It is more important for us to think the other way round,
and say that the concrete, the bricks, and the mortar of the
house (physics and physiology) provide a basis for the flowering



I-IARTMANN AND OBJECT-RELATIONS 391
ofa fully personal and valuable human living of ‘whole persons’,
and that this is the really important aspect of reality. The
scientific study of the ‘foundations’ is necessary but ancillary
to the study of ‘personal reality’, which is the special province
of psychodynamic research. The ‘persons’ who can create a
science of atoms and organisms, are more signiiicant than the
material basis of their existence.

In the last chapter I sought to show that psychodynamic
science is a new scientific development, going beyond the con
ceptualization of impersonal objects and subpersonal organisms,
needing a new type of conceptualization. In dealing with ‘per
sons’, the familiar type of ‘natural science’ concepts, which are
abstract concepts of the ‘impersonal’, is inappropriate. Think
ing in terms of entities, structures, processes, apparatuses,
mechanisms, ceases to be relevant and illuminating in psycho
dynamics. Such a term as ‘structure’ may be used metaphori
cally only with great safeguards. What we need is to abstract
and conceptualize in terms of the ‘personal’. ‘Object-rela
tional concepts’ and ‘ego-concepts’ in the sense of ‘self ’ or
‘whole person’ concepts are, I believe, an effort to do just that.
Thus, in voicing criticisms of Hartmann’s work, I do not
underestimate his great achievement in massive detail, in
developing the greatly neglected ego-psychology of the classic
theory. I rather question the basic modes of conceptualization
and orientation in both, as inadequate to the study of man as a
person whose be-all and end-all of existence is his relational
life with other persons. For this, only object-relations ter
minology is adequate.

There never was a time when psychoanalytic theory re
mained static for long, but there are landmarks that stand out,
such as F reud’s work on dreams, and the Oedipus complex
at the turn of the century, and on ego-analysis and structural
theory from IQQO. But Freud could not be creative for ever, and
even before his death in 1938, important new explorations came
from other minds in the IQ3O’S. Melanie Klein, migrating from
Europe to Britain, published T/zo Psyo/zoonolysis fy" Children in
1932, and Hartmann gave his essay on Ego Rgfolzology and t/ze
Problem fy” Adaptation in 1937 to the Vienna Psycho-Analytic
Society, before migrating to the United States. Time relations
are significant here, for the two movements of thought in
Britain and America overlapped though they did not start
together. The ferment of ideas started by Melanie Klein in
Britain began with her lectures in 1925, twelve years before Hart
mann’s essay. Probably preoccupation with the development
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of object-relations theory in Britain accounts for the fact that
more notice was not taken earlier of Hartmann. On the other
hand, preoccupation with Hartmann has meant that only
of recent years have American analysts begun to take more
serious notice of what was going on in Britain. Object-relations
theory has developed a different type of ego-psychology from
that of Hartmann. Ultimately the two streams had to meet.

Klein’s ideas were developed vigorously in the 193038 and
194o’s, and Fairbairn, striking out an original line under
inspiration of her work, completed his main contribution
between 1938 and 1946. Her paper on ‘Manic-Depressive
States’, which so deeply influenced him was given in 1935, two
years before Hartmann read his essay, which unfortunately
was not made available to the wider English-speaking audience
till 1958. Of the papers collected in Essays in Ego Psychology
(1964), the most direct development of the ideas of the early
essay came in four important papers written between 1948 and
1952, on instinctual drives and ego-psychology. This situation
was reflected in my earlier book, Personality Structure and Human
Interaction, which, although not published till 1961, was written
between 1945 and 1958. Chapters 1-9 were written between
1945 and 1950, at which time I had to conhne myself to the
consideration of the paper by Hartmann, Kris, and Loewen
stein on ‘Comments on the Formation of Psychic Structure’
(1946) in Chapter 6 on ‘Later Freudian Structural Theory and
Analysis of the Ego’. In Chapters IO-18, written between
1950 and 1958, when Hartmann’s work was gathering momen
tum in a series of essays, I was concentrating on the work of
Klein, F airbairn, and Winnicott, and tracing out the general
development of the broadly object-relations theory in Britain.
In this present volume I hope I have made it clear that I regard
Winnicott’s clinicalbf-saturated theoretical work, especially of the last
ten yearsl as developing the object-relations yfpe fy” ego theogf to its
starting-point in living experience, so that fruiyful comparison with the
work cy' Hartmann is now possible.

This is perhaps the place to mention one criticism that has
been made of Hartmann’s writing, that it is too abstract. By con
trast I have just described, intentionally, Winnicott’s writings
as ‘clinically saturated’. In their valuable biographical sketch
of Hartmann (Chapter 1 of a book of essays in Hartmann’s
honour entitled Psychoanalysis-a General Pgfchology edited by
Loewenstein et al., 1966) Ruth and Kurt Eissler paint a por
trait ofa most attractive personality: stable, serene, unpolemical,

1 Written 1967.
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of direct and objective intellectual integrity, as well as great
intellectual capacity, a liberal humanist who understood with
sympathy those who disagreed with him; a man of astonishingly
wide culture and far-ranging interests, perhaps one of the last
representatives of the great nineteenth-century encyclopaedic
liberal humanists, with tremendous powers of intellectual syn
thesis. The Eisslers are then compelled to say:

The criticism has been made since 1939 that Heinz Hartmann’s
work has been mainly of` an abstract character, tending to shy away
from clinical exemplification. This is true and it is quite surprising.
(P- 9->

This is certainly my own personal reaction to reading Hart
mann’s work, and but for the Eisslers’ valuable pen-portrait,
I would have imagined him to be a very different kind of man.
One would think that he was more human as a therapist than
as a theorist. Could it be that a rigorous scientific training and
the vast erudition of the liberal humanist imposed on him such
an intellectual discipline as a synthesizer, that the live creative
intuitive person was stifled in his writing by the intellectual
clarifier and developer of what he had inherited from Freud?
Melanie Klein wrote as she thought with clinical intuition, not
as an intellectual, and part of the difficulty of reading her is that
one can feel her struggling with her live developing thought as
she writes. Fairbairn, a man of very wide culture and intellec
tual discipline, a product of both Scottish and German Uni
versities, was more of an intellectual thinker, and made the
mistake of publishing his ‘Revised Theory’ before he had pub
lished his clinical evidence for it. Nevertheless, his writing is
definitely closer to clinical material than is Hartmann’s.

In contrast with both of them, Winnicott is a man of great
clinical intuition, and his writing is ‘clinically saturated’. I have
had the experience, on Hrst reading some of his writings, ofthe
opening of a hitherto closed door. I had that experience more
on reading Fairbairn than in listening to him in sessions, where
his interpretations were usually short and intellectually clear,
though not theoretical. It was in his writing, as he told me
himself, that F airbairn struggled and laboured to clarify
emerging insights which ‘light up’ for the reader. I do not get
this experience of ‘enlightenment’, ofthe opening of a door into
a dark region of human experience, in reading Hartmann. He
reads more like a text-book of philosophy or scientific theory,
what the Eisslers call ‘the magnihcent abstract edifice that
Heinz Hartmann built’.
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In this particular subject, my own predilection is for clini

cally-saturated writing, as more creative. Hartmann himself
wrote: ‘Progress in the development of analysis is mostly based
on clinical discoveries’ (Essays on Ego Psychology, p. 142). His
own theorizing, however, is remote from direct clinical experi
ence and highly intellectually abstract. In psychodynamics,
an abstract concept, however exactly defined, has a somewhat
indeterminate factual reference if it is not precisely anchored
to and illustrated by the relevant clinical material. Thus in
fact, whatever Hartmann was in conversation and in therapy
to those fortunate enough to know him, the only Hartmann
most of us can know is the abstract theoretical writer. This, I
think, has an important bearing on the fact that Hartmann’s
theoyf presents us with an ego that is a ‘systern’, one part or substructure
ey” a complex structural organization, while Winnicott presents us with
an ego that is a ‘seQ”’, an infantile psyche that is an incipient ego-seM
and in process of getting, or being prevented from getting, a start as a
real ego-sebf in the relation to the mother.

This discussion has been necessitated further because of its
bearing on Hartmann’s efforts to extend psychoanalysis so as
to make it a ‘General Psychology’. Certainly psychoanalysis
must ultimately have much to contribute to a General Psy
chology, but that is hardly its major task, which is to provide a
basis of understanding for psychotherapy. A general psychology
will include much that is of no immediate importance for
psychotherapy, much that may be more relevant to education
and sociology. They are primarily concerned with the pro
cesses of development and maturation that go on in suffici
ently or ‘relatively’ normal persons whose mental health can
be assumed. In so far as mental health cannot be assumed,
educationalists and sociologists must turn to learn from psycho
analysis. It is important for psychoanalysis to understand what
is meant by ‘mental health’, if it is to have a true criterion of
what is ‘mental illhealth’. But psychoanalysis does not have to
use in therapy, a knowledge of normal developmental processes.
That concerns what has gone right, while psychoanalysis is
basically concerned with what has gone wrong and needs to be
set right. When we can help a disturbed personality to outgrow
the blocking effects of its internal conflicts, we can trust the
normal developmental processes to take over. Thus, I was
recently asked to see a University student of good intelligence
who had completely failed in his exams. He was suffering from
an anxiety state bound up with serious family troubles over a
long period, but some six months of analysis freed him from his
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intellectual blockage and he took his next exams with complete
success. I did not have to concern myself with his resumed use
of his intellectual capacity or with its modes of functioning.
That took care of itself. The case would have been different
had he been a schizophrenic with fundamentally disordered
thought processes, but the analyst’s task would not have been
even then any different ‘in principle’. It would have been to
discover what had got in the way of normal development.
Hartmann wrote:

Today we actually know.much more (about the ego) than we are
able to use technically in a rational way. (Essays on Ego Psychology,
P- 1435

Is not that perhaps due to the fact that some of it is knowledge
that was obtained in the process of extending psychoanalysis in
the direction of a general psychology, and so is not really rele
vant to the major psychoanalytical concern, which is psycho
therapy?

With regard to the general question of ‘abstractness’, all
scientific concepts are abstract, but in psychodynamics they
must be specifically abstractions from concrete clinical experi
ence. In the long run, this always comes down to the human
being’s experience of struggling to achieve an ego, not as a
system of apparatuses for control, adaptation and so on, but an
ego as a ‘real self’. What at long last our patients arrive at
is that they feel lonely, empty, and unreal at heart because
they had no relationships in infancy that could give them an
abiding sense of ‘belonging’, and of personal reality. Appetitive
drives ana' ego techniques belong to t/ze instrumental aspects of person
ality; the ego as a real seg” belongs to its essence.

What the Eisslers call the ‘abstract structure’ is to some
extent true of much psychoanalytic theory prior to the emer
gence ofthe problem of the ego as a true self originating in the
mother-infant relation, an advance that the psychoanalysis of
adults owes primarily to the development of the psychoanalysis
of children. Hartmann speaks of F reud’s earlier ambiguous use
of‘ego’

to designate not only what we now call the ego as ‘system’ but at
the same time also the self, and one’s own person in contradiction to
other persons. (Op. cit., p. 2'7Q.>

He holds that it was fortunate that Freud’s interest in the ego
was retarded by his work on the unconscious and drives (op. cit.,
p. 281). He mentions that it was in Freud’s middle period that
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he thus used the term ego in more than one sense, but in his
third period as in his first, the organization of the ego was again
emphasized. For Hartmann the ego is degfned as a system fy” functions
(op. cit., pp. 286-9). He came down deyfnitebf in favour of the ego
as ‘.g1stem’, not ‘self ’. He writes:

The term ‘ego’ is often used in a highly ambiguous way, even among
analysts. To define it negatively, in three aspects, as against other
ego concepts: ‘ego’ in analysis is not synonymous with ‘personality’
or with ‘individual’; it does not coincide with the ‘subject’ as
opposed to the ‘object’ of experience; and it is by no means only the
‘awareness’ or the ‘feeling’ of one’s own self. In analysis the ego is
a concept of a quite different order. It is a substructure of person
ality and is defined by its functions. Which functions do we attribute
to the ego? A catalogue of ego functions would be rather long, longer
than a catalogue of functions of either the id or the superego. No
analyst has ever endeavoured a complete listing of ego functions.
(Op. cit., p. II4.)
Hartmann states further:

That Freud’s investigation of the id preceded his approach to
structural psychology is one of the most momentous events in the
history of psychology. (Op. cit., p. 1 13.)
That is true but I feel bound to add that it was also one of
the most disastrous, even though it was inevitable, from 1880
onwards in the scientific and intellectual climate of that time.
For it meant that Freud did not begin with an over-riding sense fy” the
wholeness ry” the ‘person’ or else took it fir granted and did not make it

fundamental fir theomf; and it has therfyfore taken well over hay” a
century for psychoanalysis to begin to grasp the fundamental importance
of ego-psychology as the pgfchology of the whole person in object
relations. The assessment of Hartmann’s work must therefore
be concerned, not so much with the details, the mass of valuable
analyses of the functions of the ‘system ego’, though we cannot
ignore these, but rather with the fundamentals, the questions
of the id-ego dichotomy and of the ego as system or self.

Hartmann set out  to remedy the neglect of ego-theory in
the first phase of F reud’s thinking, when all the emphasis was
on the so-called ‘id’. (The extent of that neglect, perhaps we
should even say repudiation, shows in Anna F reud’s statement
in 1936, that prior to 1920 when Freud himself took up the
problem of the ego, ‘the odium of psychoanalytical unortho
doxy . . . attached to the study of the ego), (ii) to remedy the
major problem created by this excessive emphasis on instincts,
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which left analysts with no real means of understanding human
beings as ‘human’ beings, as ‘persons’, as achieving what Spitz
(1957) called ‘the dignity of the human being’, and Rapaport
(1953) called ‘the achievement of man’s estate’. One cannot
overemphasize the importance of these two aims, but the
judgment of Gill and Brenman (1959) that
. . . the central advance in the theory of psychoanalytic psychology
in the past two decades has been the concept of relative autonomy
(i.e. of the ego). (Hartmann, Rapaport.)

overlooks the quite different type of ego theory that emerged in
the object-relations orientation, based not on the assumption
of the fundamental hostility of ego to id, but on the growth of
the psyche as a ‘whole person’. I believe this involves a more
radical development beyond Freud than does the theory of
Hartmann. The emergence of the concept of ‘ego-autonomy’ is
the emergence of the one key idea needed to turn psychoanalysis
from a psychobiology into a psychodynamic theory of ‘persons’
but only if by ‘ego’ we mean more than a partial system, an
organ of adaptation. ‘Ego’ must mean the ‘realized potentiality’
of the whole psyche for developing as a whole self, a person.
In fact Hartmann’s concept of ‘ego-autonomy’ would be more
important if his concept of the ego was more adequate.

Already in 1937 Hartmann showed convincingly that there
was more in the ego than defence mechanisms against id-drives,
but when he wrote:

The psychology of the id is the preserve of psychoanalysis, and
ego psychology is its general meeting ground with non-analytical
1>SY<>hO1<>gY~ (1939, P- 5-)

this is misleading. It is more significant to differentiate' non
analytical psychology as a non-dynamic science of behaviour,
from psychoanalysis as a psychodynamic science of experience.
Hartmann’s view arose out of his orthodox view of psychology
as a ‘natural science’ and of psychoanalysis as one of the
biological sciences. Gitelson (1965) was impressed with Hart
mann’s statement in 1937 that:
It is only when we consider the social phenomena of adaptation in
their biological aspect that we can really start ‘getting psychology
rightfully placed in the hierarchy of science, namely as one of the
biological sciences’.

This view was natural in the early days of psychoanalysis and
was bound to continue for a long time, but it does not do
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justice to the revolutionary nature of F reud’s gradually developed
concept of ‘dynamic psychic reality’. This implies that psycho
analysis has moved beyond the scope of biological science and
that the concept ‘id’ must be transcended, and with it the ‘id
ego’ dichotomy. Hartmann, in carrying Freud’s theory to its
fullest point of systematization, especially in ego-theory, added
much to the picture of man as going beyond conflict with
primitive instinctive drives to achieve truly human dignity in
social and intellectual capacity, but he did not question the id
concept. He retained it, yet was driven to transcend it in his
theory of an autonomous ego. The id is no longer the sole
source of energy, with an ego which is nothing but structure,
the theory which F airbairn regarded as Helmholtzian and out
of date scientifically. The ego has its own innate sources of energy for
Hartmann, and we must regard this as a great stride jbrward in
realistic conceptualization,  onbf its full implications had been worked
out; but Freud never abandoned, and Hartmann never ques
tioned searchingly the adequacy of the clinical actuality of the
original id-instinct theory. His concept of a primary undifferen
tiated phase prior to the id-ego, could have led to the question
ing of the traditional ‘instincts versus social controls’ model of
human nature, redefined as the id-ego dichotomy which he saw
was absent in animals. But this did not happen and the id
concept remained responsible for the long neglect of ego
theory, and continued to control Hartmann’s research. This
model was not only a continuation of centuries-old assumptions,
but was easy to fit into the ‘natural science’ ideology in which
Freud was trained. When physiological research failed to
answer psychological questions, Freud naturally turned next to
biological concepts with the feeling that he was not abandoning
the scientific approach, but was basing everything on scien
tifically respectable data in studying the vicissitudes of instincts.
He could not have foreseen that his work was destined to open
up an entirely new level of scientihc enquiry, as much beyond
biology as that was beyond physics, namely ‘psychodynamics’
or ‘the science of the person’. Freud began and Hartmann completed
the attempt to gray? a theomf cy” the ‘person’, in the form of a structural
psychology with a ‘system-ego’, on to the stem cy" biology. Neither
recognized that while body, organism, and person are all one
whole in the human being, we cannot mix and confuse our
different categories of thinking about these quite different aspects
or levels of abstraction in the scientiflc study of man without
subtly dragging down the higher into the lower. This happened
in the beginnings of psychoanalysis when id theory practically
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excluded ego theory in all but superficial respects. The result was
an ever-elaborating description of forces, processes, mechan
isms, apparatuses, and so on, but nowhere did the meaningful
‘whole person’ dominate conceptualization, nor can he so long
as he is sundered into an id and an ego.

The behavioural sciences have much to learn from Hart
mann’s detailed analysis of ego-processes. Rangell writes of
Hartmann as going beyond the study of conflict and defence
and says:

Hartmann looks now from the wider view of general psychological
theory. From this point of view, techniques of achievement and
adjustment to reality emerge in a more explicit way than they do
from the angle of pathology. (1965.)

However, Hartmann’s ‘system-ego’ with autonomous power (as
against the id) to adapt and aayust to outer reality, does not give us a
‘person’ with capacities jinr spontaneous sefexpression and creative
originality, not simpbf adapting to external reality but producing from
internal realign I would summarize at this point by saying that
the restriction of the term ‘ego’ to the meanings of ‘internal
defensive ego’ and ‘external-reality adaptive ego’ is too narrow.
The id-ego dichotomy and hostility is transcended once we see
that the so-called id itself has ‘ego-quality’ as must every aspect
or part of the psychic individual. The isolation and description of
apparatuses and techniques cy” the outer-realigr ego is secondary to the
over-riding problem, studied in Chapters VIII and IX in connexion with
the work fy” Winnicott, the problem of how a whole ‘ego’ in the sense of
an ‘I ’, an experience ry" stable seQ"hood, as a real person in ego-relation
ships gets a secure start at all, in the earliest mother-infant relations.

The evidence gathered in this book all goes to show that the
one fundamental thing that matters to human beings is to pos
sess a stable experience of themselves as whole and significant
persons. It is ego-growth out of primary psychic unity, and ego
maintenance in internal security, not instinct gratification or
control, or even ego-adaptation to outer reality (one aspect of
which is Winnicott’s ‘false self on a conformity basis’), that is the
ultimate motivating force, and conscious and unconscious aim.
Questions of instinct-gratification can only arise within that
overall context.

The impact of Hartmann’s work has caused much radical
thinking among American analysts. A useful measure of this
can be gained from a perusal of four papers in the International
journal of Pqycho-Anabfsis, 1965-6. Rangell (1965, pp. 5-29) is a
wholehearted exponent of ‘a man considered by most to be
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the leading living theoretician in our iield’. Holt (1965, pp.
151-67) first quotes Chein as saying that ‘psychology must
decide between two images of man . . . the active responsible
agent . . . and the (scientific) view of man as an impotent
reactor’ to internal conditions and external forces. Holt then
regards Hartmann’s ‘ego-autonomy’, as representing man as a
responsible agent ‘who actively intervenes as a “third force” in
the operation of causal pressures’ from the id and the environ
ment. However, he goes on to point out that this ‘autonomy’ is
only a negative concept of ‘freedom from’ environmental pres
sures and id drives, and states that ‘autonomy in the sense most
appealing to us, the positively defined “freedom to” can only
be won by the person himself ’. In a footnote he states:
Rapaport was well aware of this. He acknowledged that he was
neglecting ‘freedom to’ but deferred for the future . . . the crucial
task of the study of the autonomous ego’s motivations.

Holt then clearly renounces his initial suggestion that Hart
mann treats man as

. . . an active responsible agent .... I believe [he writes] that auto
nomy is the utopian ideal of ego psychology, a slogan emblazoned
on the banner of the ego psychologists in their struggle against the
excesses of traditional id-orientated psychoanalytical thinking.
Indeed, I believe that the main reason we have a concept of auto
nomy is the unbalanced development of psychoanalytic theory ....
If we try to imagine what psychoanalytic theory would look like if
re-written on a clean slate, I think we may find that the concept of
autonomy will not occupy an important place. Une would instead
be mainly concerned to describe the relative roles of drive, external
stimuli and press, and various inner structures in determining
behaviour, and the complex interactions between them.

This remarkable statement seems to me to involve an accept
ance of all Hartmann’s work in detail together with a repudia
tion of his ego-autonomy view, and with it a repudiation of the
view of man as an ‘active responsible agent’ in favour of the
supposedly scientific view of man as simply a reactor to inter
nal and external forces and factors. This simply shows how
urgently we need a radical ‘whole ego’ theory of the kind that
object-relations theory has led to. Holt rejects just that concept
of Hartmann that held out most hope of progress. He is still
an ‘apparatus theorizer’. He ends his paper with the words:
The complex interactions between external inputs, endogenous
inputs, and the structure of the psychic apparatus itself, explana
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tory concepts which I believe will eventually make the descriptive
evaluative concept of autonomy take a relatively minor role in
psychoanalytic theory . . . Although I agree that it is misleading to
conceive of two separate autonomies (from the id and from environ
ment) I believe that the theory will grow in the direction of further
specification rather than simply by the unification of the autonomies.
This growth awaits, however, clarification of the central concepts of
drive and structure, which in turn presupposes a fundamental
reconsideration of the entire psychoanalytic model.

My own judgment is that in fact this amounts to a cancella
tion of all the implications of F reud’s psychodynamics, and a
regression to the severely physicalistic ‘natural science’ mode
of thought that Freud was always struggling to outgrow. Holt
specifically rules out the one concept needful for a true psy
chology of the ‘person’, namely a unified autonomy of an ego
that is the core of selfhood in a whole person. Apfelbaum, in a
far more detailed critique of the structural ego theory, quotes
Sutherland as saying:

One of the main features of ego psychology seems to be a need to
formulate theories in terms that are thought to be more appropriate
to science, or more accurately, to other scientists.

This must apply even more drastically to Holt. In ‘Ego Psycho
logy, Psychic Energy, and the Hazards of Quantitative Explana
tion in Psycho-Analytic Theory’ (1965) Apfelbaum writes:

The determining concern of contemporary ego theory is to establish
its physicalistic-organic model, in the belief that this will bring an
eventual joining with physiology and general psychology.

He regards Holt as seeking to reinstate Freud’s early ‘Project’
and comments:

This interest on the part of theoretical ego psychologists in recovering
Freud’s early quantitative principles is also illustrated by Kris

who takes us back to the constancy principle and the fluid
energy model. That all this takes us ever further away from our
true interest, the clinical concern with real human persons, is
evident to Apfelbaum, when he says:

Simplified representations of impulse and control are an identifying
feature of the quantitative approach. This would be more noticeable
were Hartmann and Rapaport more often to use clinical examples.
Instead they use physicalistic and organic visual metaphors and
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analogies in which fixed quantitative conceptions are taken for
granted.

In all such trends psychoanalysis is forsaking its own proper
role, which is to understand the functioning of the human
being, not as an organism, but as a ‘person’: i.e. not to reduce
psychology to physiology, but to develop a truly psycho
dynamic science of persons.

Rangell writes: ‘It was Hartmann who, more than anyone
else, systematized the existing fragments of ego psychology into
a composite whole’ (1965). The psychology of Hartmann is
about this relating of bits and pieces of psychic life to each other,
id-drives and ego-apparatuses. The emphasis is not primarily
on the central fact of a ‘whole person’ whose growing processes
these are. Such a theory becomes bogged down in the complex
difficulties which Apfelbaum surveys in ‘Un Ego Psychology:
A Critique of the Structural Approach to Psycho-Analytic
Theory’ (1966). The ultimate difficulty is that the id-ego
analysis involves a permanent division in the psyche. Only a
‘whole ego’ theory in which pathological conflicts are seen as
ego-splitting, can give real meaning to integration (as, for
example, Winnicott’s ‘true and false selves’, an arrested infan
tile ego, and a conformist semi-adult ego). Hartmann writes:
‘the forces of the mind are pitted against one another’ and
the ego must treat certain instinctual drives as dangers . . . The
inherent antagonism of the ego towards the instinctual drives (is)
described by Anna Freud. (1939, p. 28.)

This is completely depersonalized conceptualization. In fact,
what has to be conceptualized is something quite different, the co
existence of of@%rent developmental levels of experience within the same
psychic whole, setting up internal strains ana' tensions which split
the unity cy” the basic psychic se# Psychotherapy seeks to restore
wholeness and growing maturity to the ego, making possible
a meaningful relatedness to external reality.

Hartmann, however, regards the concept of ‘somatic appara
tuses to execute action’ as legitimately transferable to psychic
reality as ‘ego apparatuses to execute action’. But this is not
legitimate. Apparatuses cannot be personalized, but the ego
becomes clepersonalized, mechanized, and there is no true selff
He writes:

The apparatuses, both congenital and acquired, need a driving force
in order to function: the psychology of action is inconceivable with
out the psychology of the instinctual drives. (1939, p. IOI.)
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We are back to the id as blind dangerous energy or drive, and
ego as pure structure, apparatuses, which, even with partial
autonomy, must still draw on id-energy to control id-drives. To
make this possible, speculative concepts are invented such as
desexualized, deaggressivized, neutralized energy. Apfelbaum
sums up:
This is the heart of contemporary ego theory; drives remain in
fantile; only the ego develops. The original potency of drive may be
weakened, endlessly diverted and refined, but at the ultimate levels
of maturity it simply reaches neutrality .... The ego, as intellect
and judgment, must free itself from emotion as represented by the id.

Aptly he cites Erikson:
Mechanization and independence of emotion characterize the
impoverished ego rather than the healthy one.

This was in fact seen by Rapaport when he recognized that the
autonomous ego was all too like the obsessional ego. To save
this autonomous ego with only neutral energy from being
quite depersonalized, he has to allow ‘regression in the service
of the ego’ in order to make gratifying sexual functioning and
creative activity possible again. At this point the id-ego dualism
has become impossible to work consistently and is self
defeating.

The only escape from this artificiality of theory is to abandon
the theory of a permanent antagonistic id-ego dualism, and
develop a eonsistentbf psyehoojfnomie theory fy” the development of cz
‘whole person ego’ from the original ‘psyche with ego-potential’, a process
which can only get realbf started in a good enough mother-infant relo
tionship. The over-riding concern for the ‘whole person’ which
is crucial for object-relations theory appears also in the work of
Erikson. Apfelbaum points to his ‘almost exclusive concern with
the synthetic function . . . perhaps the cardinal ego function’
and his description of the child’s ‘unsatiable desire for indepen
dence, mastery and investigation’. Here is awhole personal self,
not just an ensemble of apparatuses. ‘Synthetic function’ is an
abstract theoretical term for the basic wholeness and unity of
the personal self, a dynamic structure in all its aspects, actively
living. Thus Apfelbaum notes that even when Erikson speaks
of ‘drive-fragments’ ‘these fragments are themselves synthesis
seeking’, a view I have expressed as ‘every part of the whole
but split ego, retains ego-quality’. Again,
Erikson finds no inevitable opposition between ego and instinct, and
consequently makes no appeal to the idea of ego autonomy,
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in Hartmann’s sense. Erikson writes:

Man’s ‘inborn instincts’ are drive fragments to be assembled, given
meaning, and organized during a prolonged childhood. (195o.)

It seems to me even more accurate to describe instincts as the properties
of a dynamic psyche which is a potential ego or whole sem Fairbairn
expressed this view by saying that instincts are not entities that
invade the ego from outside ‘giving it a kick in the pants’, and
he preferred the adjectival form ‘instinctive’, to avoid the
danger of reifying these aspects of psychic functioning. Erik
son’s point of view is very close to Fairbairn’s concept of
‘dynamic structure’ in which there is no separation or opposition
of energy and structure as id and ego, though Erikson does not
discard the non-personal, non-psychological term ‘id’ as Fair
bairn does. Fairbairn pointed out that such separation is a relic
of nineteenth-century science in Helmholtzian physics, in
which Freud was educated. Present-day physics finds no place
for a concept of energy without structure, or structure without
energy. Such ideas belong to the old notion ofthe billiard ball
universe, in which inert atomic structures were pushed around
in space by an independent energy.

The concept of an ‘inner world’ is perhaps the best point at
which to make a transition from Hartmann to the ‘object
relations theory’ thinkers. Hartmann writes:

In the course of evolution, described here as a process of progressive
‘internalization’, there arises a central regulating factor, usually
called the ‘inner world’, which is interpolated between the receptors
and the effectors . . . one of the ego’s regulating factors .... The
biological usefulness of the inner world in adaptation, in differentia
tion, and in synthesis, is obvious in the biological significance of
thought processes. Perception, meaning, imagery, thinking, and
action are the relevant factors in this connexion. The inner world
and its function makes possible an adaptation process, which con
sists of two steps, withdrawal from the external world, and return to
it with improved mastery in the world of thought and the world of
perception . . . elements of the adaptation process which consists of
withdrawal for the purpose of mastery. (1939, pp. 57-9.)

Hartmann’s ‘inner world’ as one of the regulating factors in the
ego as an organ of adaptation to the outer world, is simply our
conscious capacity to stop and think and use our consciously
available intellectual resources to guide our action. This is
indeed ‘general psychology’ and far removed from clinical
psychopathology and psychoanalysis as a basis for psycho
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therapy. It is far removed from the ‘inner world’ as conceived
by Melanie Klein, Fairbairn, Winnicott, and object-relations
thinkers generally. Their ‘inner world’ is a psychodynamic
legacy, compound of all the unsolved problems of disturbed ego
development in infancy and childhood; it is a purely psychic
world that the individual lives in, largely if not wholly un
consciously, where his lack of internal unity as a self is mani
fested in dreams, fantasies, and symptoms, as experiences of
highly emotionally charged relationships of parts or aspects
of himself with internalized bad and good objects. In this
‘inner world’, which is`both withdrawn and repressed though
it breaks into consciousness as pathological disturbance, a
needy deprived infantile ego clamours for good objects, and an
angry sadistic infantile ego hates its bad objects, and the whole
is shot through with the fears of internal bad objects destroying
internal good objects in fantasy, leading to depression and
despair. This whole pathologically dynamic ‘inner world’ is
the active unconscious, and it masks the more secret pheno
menon of the regressed, withdrawn, or even as yet barely
evoked true or natural self, a potential self awaiting a chance to
be reborn into an environment in which it is possible to live and
grow. The work of Melanie Klein on fantasy, following and
developing F reud’s work on dreams, gave us a full view of the
‘contents’ of this inner world. The work of Fairbairn on the
correlations of ego-splitting and object-splitting gave us insight
into the disruption of the infant’s psychic ‘wholeness’ in a too
bad early environment, and the work of Winnicott takes us
to the experiential beginning, the start of ego-growth in the
infant-mother relationship. In all this work, the emphasis is all
the time on ‘object-relations’ as the sine qua non of the develop
ment of a healthy, mature, whole, personal self. Hartmann’s
‘inner world’ is a process of reflective judgment forestalling
hasty action in outer reality, a view which does not take us
anywhere near the tremendous dynamic problems of per
sonality that psychoanalytic psychotherapy has to grapple with.
The ‘inner world’ of ‘object-relations’ writers is the dynamic
heart of the psychic experience of ‘persons’, with varying con
tent in illness and health. The ‘id’ of Hartmann and of classical
psychoanalysis, is simply the dynamic or energy aspect of this
infantile inner world, abstracted, depersonalized, and concep
tualized, with the structural infantile-ego aspect omitted.

The [Jroblern is not that fy' conceiving Qt a rational intellectual ego
structure controlling blind biopsychic firces, but cy” understanding /zow
the psyclzosomatic whole human being, the biologicalbf based infantile
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psyche, realizes its potentialiyfjhr becoming a ‘person’, utilizing all its
energies and capacities as they mature, in the good environment of
maternal support; growing towards the ‘ideal’ goal ry' a ‘whole’ mature
adult person, capable Q” fullness of living in personal relationships, with
no pathological splitting between emotion and intellect, or
between infantile and adult. We are not concerned with blind
forces and mechanical control apparatuses, a natural way of
thinking in the atmosphere of nineteenth-century science. We
are concerned with a living whole human being and how he can become
a viable ego, a real sem a personal ‘I ’, with all his inborn energies

flowing together as an inwardly free and spontaneous capacity to enjcyf,
love and create. This can only be expressed theoretically in terms
of the vicissitudes of the primary unitary psyche as ‘dynamic
structure’, and its natural development as a whole personal
ego in good enough object relationships, beginning with the
mother-infant pair. To clarify this, I sl1all survey briefly the
work of Melanie Klein, F airbairn, and Winnicott, with only
passing reference to F airbairn as I have dealt at full length with
his contribution in a previous book. A further review of Mel

9anie Klein’s work and of Winnicott s latest work is essential.

The ‘Object-Relations’ Theorists

The work fy” Melanie Klein appears to me to be the decisive contribu
tion which marks the transition from classical to present-day psycho
ajfnamic research. just as for psychological studies in general, we
have to think in terms of ‘before and after F reud’, so I think the
historians of psychoanalysis will come to think in terms of
‘before and after Melanie Klein’. One can disagree with Freud
on fundamental matters and yet recognize with gratitude the
greatness of his new departure in the study of human nature.
Similarly, one can disagree with Melanie Klein on matters of
crucial importance and yet recognize with gratitude that with
out her work psychoanalysis today would not have achieved
many of its fundamental insights. In the body of this book I have
laid most stress on the work of F airbairn and Winnicott because
they are closer to the elucidation of schizoid problems as I see
them, and because of their implications for wider thinking. Yet
the work of both of them pre-supposes that of Klein. At a din
ner given to F airbairn on his seventieth birthday, he stated
publicly that it was hearing Mrs Klein give her paper on ‘The
Psychogenesis of Manic-Depressive States’ in 1935, that pro
vided the great stimulus to his thinking, and led to his own
creative writing from 1938 to 1951. Prior to that he had pro
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duced nothing of marked originality. Strachey, Winnicott’s
analyst, specif1cally urged him to study what Melanie Klein,
then newly arrived in Britain, was saying. Neither Fairbairn
nor Winnicott accepted anything like the whole of her meta
psychology. They were both independent and original thinkers
and had to explore their own ways. But their debt to Klein’s
work was immense.

As I have not made much specific reference to Klein’s views
in this book, I feel it is due to the importance of her work that
acknowledgment should here be made of my own agreements
and disagreements, with emphasis on the fact that I regard the
agreements as indispensable, because of the fundamental nature
of her basic contribution. It is a measure of her greatness that
her critics are as much influenced by her work as her disciples.
I made a detailed study of the essentials of her theory in
Chapters IO-I2 and 16 of Personalig/ Structure and Human Inter
action (1961). I shall therefore base this review on Segal’s
Introduction to the Work of Melanie Klein (1964) as affording
an opportunity of assessing what Kleinian metapsychology is
today. The book is so clearly written that it is a pleasure to read,
and performs a valuable service, for most readers find Klein’s
own style not easy going, due in part to the fact that she was
wrestling with a subject-matter which was growing all the
time under her touch.

Melanie I{lein’s fundamental and major contribution was to de
velop a new conception cy” endopsychic structure. Before Klein, the
human psyche was regarded as an apparatus for experiencing
and controlling biological instincts originating outside the ego.
The ego was a superhcial development ‘on the surface of the
id’, hostile to it and with only very imperfect capacity to con
trol what Rapaport called the ‘battle of the Titans’, the
‘seething cauldron’ of id drives. Ajter Klein, it became possible to
see the human pgfche as an internal world Q" a fulbf personal nature, a
world cy" internalized ego-object relationships, which partly realisticalbf
and partb in highbf distorted ways reproduced the ego’s relationships to
personal objects in the real outer world. This conception of endo
psychic structure as an inner world of personal object-relations,
revealed to consciousness in dreams, symbolically expressed in
symptoms, and represented in fantasy, is ‘the great divide’ in
the development of psychoanalysis. It is in Klein’s work that
object-relations first begin to replace instincts as the focal point
of theory. This is making possible a subtle but enormously
important change of ‘atmosphere’ in psychoanalytic thinking;
from the mechanistic to the personal, from the study of mental
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phenomena, the clash of psychic forces, to the study of the
human being’s struggle for self-realization as a person in per
sonal relationship. Melanie Klein as the originator of this con
cept was not able to realize that in fact it replaced the earlier
concept of psychic life as simply an area of superego and ego
control of antisocial instincts. The fact that she introduced the
new view without giving up the old has been confusing, but all
the implications of a revolutionary new departure cannot be
forseen at the start. Freud himself like all thinkers who break
new ground, was caught up in the same problem. Others have
to discover what far-reaching modifications of earlier ideas will
be made necessary by a new insight. In fact, Klein’s views on
inner psychic reality, on internal objects, and internal object
relations, created the necessary conceptual framework in which
Freud’s later emphasis on ego-psychology could be fully devel
oped, and this is what has happened.

Recognition of the importance of fantasy has its origin,
psychoanalytically, in Freud’s work on dreams and his theory
of the superego. It was, however, Melanie Klein, dealing
directly with the fantasy life at its source in early childhood, who
showed that it constitutes the secret heart of our mental sel£
and reveals the structure and working of the whole personality,
and therefore of neurosis. She showed how specifically human
beings live an inner world secret life, organized round the twin
fantasies of the internal good and bad objects; how this fantasy
life forms a second world competing with the first, external
world; and how interplay between the two by projection and
introjection gives the clues needed to understand the problems
of psychopathology. By means of this material Klein described
the paranoid-schizoid and depressive phases of development,
giving rise to paranoid-schizoid and depressive ‘positions’ or
developmental levels in the psyche, which do not pass away but
endure as

specific configurations of object-relations, anxieties, and defences
which persist throughout life. (Segal, p. xiii.)

It should be noted that Klein originally spoke of ‘paranoid’ and
‘depressive’ positions, but F airbairn’s work on schizoid prob
lems led to her adopting the term ‘paranoid-schizoid’ for the
earlier position, though with some differences of meaning. With
Klein, schizoid means ‘splitting’ while with F airbairn it pre
dominantly means ‘withdrawal’, a point to which we must
return. All this amounts to a tremendous stride forward in
psychoanalysis, whereby it gets far closer to inner psychic
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reality than was possible in terms of the instinct and oedipal
theories which paved the way. Klein’s contribution is perma
nent, fundamental, and secure. Klein’s concept of the inner
unconscious fantasy world goes beyond the earlier simpler
concept of a repressed unconscious. It is not merely an im
personal unconscious into which impulses that are not ego
syntonic are thrust away. It is an unconscious mental world to
live in, the maintenance of a hidden life that is additional to that
lived in the outer material world, and is the heart of our person
ality.

Segal devotes her first chapter to the exposition of the con
cept of ‘fantasy’ because it is the basic concept, F reud’s recog
nition of ‘psychic rea1ity’. She says:

Some psychologists used to object to Freud’s description of the mind
on the grounds that it was anthropomorphic--a strange objection,
. _ . since psychoanalysis is concerned with describing man. . . .
Freud, in his description of the super-ego, is not implying that there
is a little man actually contained in our unconscious, but that this
is one of the unconscious phantasies which we have about the con
tents of our body and psyche. Freud never refers specifically to the
super-ego as a phantasy, nevertheless he makes it clear that this
part of the personality is due to an introjection-in phantasy-of a
parental figure. (p. 1.)

‘F antasy-forming is a function of the ego’ and Segal makes it
clear that in Kleinian theory

. . . the ego assumes a higher degree of ego-organization than is
usually postulated by Freud. It assumes that the ego from birth is
capable of forming . . . primitive object-relationships in phantasy
and reality. From the moment of birth the infant has to deal with the
impact of reality .... Phantasy is not merely an escape from reality,
but a constant and unavoidable accompaniment of real experiences,
constantly interacting with them. (pp. 2-3.)

The structure of the personality is largely determined by the more
permanent of the phantasies which the ego has about itself and the
objects that it contains. (p. 9.)

It is this conception mf human beings living in two worlds at the same time,
inner ana' outer, with mutual intewrence, that makes Klein’s work of
suc/z momentous importance, and there is wide agreement as to the
salient features of this inner world life of good and bad object
relations. Though the term ‘object-relations theory’ came to be
applied in a special sense to the work of F airbairn, that is too
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limited a use of the term. ‘Object-relations theory’ was prirnaribi
the creation cy" Melanie I{lein’s work on internal ana’ external object
relationships ana' their interplay in fantagi. Thefull implications ry” this
were, however, obscured by her retention of Freud’s original instinct
theogf. Fairbairn’s work lay in the specQic disentanglement of ‘object
relations theogf’ from ‘instinct theoU>’. Unless this is done the full
scope of the radical nature of Klein’s contribution is obscured.

It is at this point therefore that fundamental differences of
view arise as to how this unconscious fantasy life comes into
being. When Segal writes: ‘Phantasy is a mental expression of
instincts through the medium of the ego’ (p. 2.), there is no
facing of the problems so much discussed in American ego
psychology of recent years, those that arise from the idea of the
id as an ‘ever-seething cauldron’ of forces or drives which have
no structure, and an ego pitted against them but having no
energy of its own. These problems were closely discussed, as
we have seen, in the IQ5O’S in relation to Hartmann’s ego
psychology, but were fully realized by F airbairn from between
1940 and 1946, and were the cause of his moving beyond the
instinct theory of Freud and Klein, to a consistent object
relations theory. To show how this came about we may con
sider the four parts into which Klein’s theory may be divided.

(1) Description Q' the Inner Fantasy World, and of internal
object-relations. The basic clinical data here are pretty well
agreed. Klein in part confirmed and in part greatly elaborated
what Freud had inferred as to the fantasy life of infancy. The
criticism that she ‘read back’ later developments into earlier
stages seems now to have lost its force. Her work has compelled
analysts to put more stress, in therapy, on the analysis of the
present endopsychic situation as revealed in fantasy, than on genetic
and developmental analysis which is valuable mainly as illu
minating the patient’s existing personality structure.

(2) The Ego D¢znce Processes. (The term ‘mechanisms’ is out
of place in a personal psychology.) Projection, introjection,
splitting, idealization, denial, identification, are concepts com
mon to all analysts, but Klein made special use of combina
tions of projection and introjection with identification, as
a natural result of her concept of ‘the inner world’. Though
she continued to use ‘instinct’ language, it is really ‘internal
bad objects’, not ‘instincts’, that are defended against; a point
made extremely clear in F airbairn’s paper on ‘The Repression
and the Return of Bad Objects’ (1943).
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(3) The Scheme fy” Ego Development. This is much closer to the

requirements of a psychology of personality than the earlier
concept of oral, anal, and genital phases based on instinct
maturation. Klein’s scheme represents the psychodynamics of
personal object-relations, and is a genuine concept of the growth
of the individual as a ‘person’. The concept of a paranoid
schizoid phase antedating a depressive phase, i.e. experiences
of internal objects in terms of first fear and withdrawal, and
second hate and guilt, leading to the development of a para
noid-schizoid ‘position’ underlying depressive phenomena,
clearly carries Freud’s analysis to a deeper level. It raised
decisively the problem of the earliest beginnings of ego growth
as the fundamental problem, that has been so radically investi
gated by Winnicott in particular. We should remember that
psychoanalytical theories are based on psychopathological evi
dence, and that very clear-cut paranoid-schizoid and depressive
phases and subsequent ‘positions’ are not necessarily markedly
noticeable in the adequately mothered baby. They represent
the essence of mental ill-health, but they are also hazards in the
process of growing up that the environment is never so good as
to protect us from completely. For that reason no doubt W inni
cott prefers the more normal term ‘stage of concern’ for the
psychopathological ‘depressive position’.

(4) Basie Explanatogf Concepts; Metapsjfehology. Here we face
the great difficulty in K1ein’s views. She did not evolve a total
systematic theory. That is not surprising for it was her own
clinical work that created the need for theoretical revision. She
herself began with Freud’s instinct theory, as all analysts had
to do, and never realized how its narrow bounds were burst
by her own discoveries. This was largely due to the fact that she
centred everything on Freud’s ‘death-instinct’, so that she did
not use her own discoveries about internal object-relations to
achieve a more satisfactory structural theory, which could take
account of ego-splitting as the id-ego-superego scheme could
not. Probably it was impossible for her to run so far ahead of
her own work. Thus her theory remained a mixture of biology
and psychology, with (like Freud) no true ego-theory as a
foundation for her study of the psychodynamics of ego-object
relations. Her internal object-relations discoveries demanded a
consistently psychodynamic ego theory, a theory of man as a
personal selff

Klein’s metapsychology rests on a theory of ego-development
by hereditary predestination but her work on fantasy calls for
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ego development by environmental object-relations. Segal makes it clear
that Kleinians have moved in this direction on two basic points:
(a) There is a real ego at birth (pp. 2-3). (b) ‘Instincts are by
definition object-seeking? Whether admitted or not this is a
clear acceptance of Fairbairn’s revision of theory. He pointed
out that as early as 1929 Freud wrote in Civilization ana' Its
Diseontents, ‘Love seeks for objects’, and in distinguishing between
ego-instincts and object-instincts he wrote: ‘For the energy of
the latter instincts and exclusively for them I introduced the
term libido.” Fairbairn commented in 1944: ‘Nevertheless the
ever-increasing concentration of psychoanalytical research
upon object-relationships has left unmodified the original
theory that libido is primarily pleasure-seeking’ (p. 83). This
‘ever-increasing concentration on object-relations’ was due to
Klein’s work, and led to Fairbairn’s ‘revised Psychopathology’
(1941) based on the specihc rejection ofthe view that ‘the course
of mental processes is automatically regulated by the pleasure
principle’ (Freud, 1920). He_stated that ‘the ultimate goal of
libido is t/ze object [Fairbairn’s italics]’. Only this view could be
the starting-point for a true object-relations theory and ego
psychology, a psychodynamic theory of man as a ‘person’.

Such a true object-relations theory is implicit in Klein’s work
but is prevented from becoming explicit by the retention of
instinct theory. This is made abundantly clear in the following
quotation from Segal.

In Melanie Klein’s view, unconscious phantasy is the mental ex
pression of instincts and, therefore, like these, exists from the begin
ning of life. Instincts by definition are object-seeking. The experience
of an instinct in the mental apparatus is connected with the phantasy
of an object appropriate to the instinct. Thus, to every instinctive
drive there is a corresponding actual phantasy. To the desire to eat,
there is acorresponding phantasy of something which would be edible
and satisfying to this desire-the breast. (p. 2.)

This is a plain statement to the effect that like the biological
instinct, the fantasy of its corresponding object ‘exists from the
beginning of life’; i.e. that the fantasy of the object exists prior
to any experience of an object, that the infant has an innate
fantasy of the breast before he has actual experience of a real
breast. This is clearly an unprovable assumption. It fully
warrants Laing’s criticism, if this were in truth an object-rela
tions theory, that the objects in such theory are internal
objects not real objects. In Kleinian theory instincts are by
definition not real-object seeking, but fantasy-object seeking.
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Experience of real objects has to be fitted into this predeter
mined pattern. Segal further overlooks the fact that it cannot
be true of the death instinct that it is object seeking, for by
definition it does not seek a proper relationship but the destruc
tion of the object. Clinical experience has been pushing Klein
ians towards a full object-relations theory from which instinct
theory in general, and the ‘death instinct’ concept in particular
holds them back. If there be a death instinct, there cannot be a
properly whole ego at birth, nor can object seeking be the basic
nature of our instinctive endowment. Segal raises questions
about the death instinct'which she does not face. This remains
the crucial issue.

Kleinians explain the build up of the inner fantasy world as
a result of a theory of our psychobiological make-up which
includes a death instinct. They do not see it as created out of
unsatisfactory experiences in object-relations in real life, a view
which would make much more clinically verifiable sense. The
death instinct is in no sense a scientific hypothesis derived
solely from clinical data. It is a theoretical construct imposed on
the data, which has now become a dogma. We must draw a
clear distinction between Klein’s highlyimportant clinically des
criptive account of personality and neurosis, and certain theo
retical ideas she used to explain it. The very clarity of Segal’s
exposition magnihes the problem. Kleinian ‘metapsychology’ is
an inverted pyramid resting on an unsubstantial apex, the con
cept of a ‘death instinct’, the most speculative and subjectively
determined of all Freud’s ideas. It was rejected, as Jones
showed, by practically all analysts except Kleinians. Une
would have thought, therefore, that Segal would have recog
nized an obligation to justify this concept, but she introduces it
with the simple assumption that it represents an undisputed
self-evident fact:

[The ego] has from the beginning a tendency towards integration.
At times, under the impact of the death instinct and intolerable
anxiety, this tendency is swept away .... Faced with the anxiety
produced by the death instinct . . . the ego splits itself and projects
that part of itself which contains the death instinct outwards into
the breast. Thus the breast is felt to be bad and threatening to the
ego .... The original fear of the death instinct is changed into fear
of a persecutor. (p. 12.)

This is pure unproven dogma. The only kind of proof implied
is the circular argument: the death instinct produces such-and
such a phenomenon, therefore this phenomenon proves the
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death instinct. Yet this notion controls the entire build-up of the
Kleinian scheme, the necessities of the theory being imposed
on the clinical material. The ego splits itself because of its fear
of its own death instinct, without and prior to any relationship
with objects; the badness of the object is determined, not by
experience of the object, but by projection of the death instinct,
and the badness of the self is felt, not in relation to objects, but
because it is in part constituted by a death instinct. Everything
begins with the ego’s fear of its own death instinct. The result
is a dogma of ‘original evil’ strictly parallel to the theologian’s
dogma of ‘original sin’. Human nature contains an enormously
powerful innate destructive force which is anti-social and anti
libidinal. What a fascination this idea has had for men over the
centuries, from Zoroaster, Plato, and St Paul down to Freud
and Klein. If this is true, then the ego is ‘split’ from the start,
not by bad object-relations experience in real life, but by its
biological inheritance, ‘the inborn polarity of instincts-the
immediate conflict between the life instinct and the death
instinct’ (p. I 2) . Since this split is there before the infant has any
experience of objects, all his experience of objects becomes auto
matically and inevitably split, not because of what the objects
are but because of what the infant’s nature is. He is, in fact,
incapable of experiencing objects simply on the basis of his
experience of their treatment of him. The influence of the
environment is only secondary and confirmatory. The whole
Kleinian psychopathology, so clinically penetrating, could be
built up, metapsychologically speaking, with an external world
that was no more than a blank projection screen.

Segal seeks to avoid this implication. She writes:

If unconscious phantasy is constantly influencing and altering the
perception or interpretation of reality, the converse also holds true:
reality impinges on unconscious phantasy. (p. 4.)

But that is hardly the point. Une would think no one would
dispute either of these statements. The question is, which comes
first? For Kleinians, unconscious fantasy rests on an inborn
factor, not on experience of outer reality. It is given with, and
as part of, instinctive endowment. Having actually stated that,
Segal seeks to soften its implications: ‘Environment has, in fact,
exceedingly important effects in infancy and childhood . . .’
(p. 4). Surely everyone takes this as obvious, but it has to be
stressed by Segal because Kleinian theory does make the environ
ment an entirely secondary factor. She writes:
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The importance of the environmental factor can only be correctly
evaluated in relation to what it means in terms of the infant’s own
instincts and phantasies .... It is when the infant has been under the
sway of angry phantasies, attacking the breast, that an actual bad
experience becomes all the more important, since it confirms [my
italics] not only his feeling that the external world is bad, but also
the sense of his own badness and the omnipotence of his malevolent
phantasies. (p. 4.)

Note ‘con{'irms’, not ‘originates’. One would think that such
confirmation was superfluous, so malevolent is the infant by
nature anyway. Segal adds:

Good experiences, on the other hand, tend to lessen the anger, modify
the persecutory experiences and mobilize the baby’s love and grati
tude and his belief in a good object. (pp. 4.-5.)

Such good experiences, however, could only make a super
ficial reduction of ‘anger’, etc.; they have no chance of pro
ducing any basic modihcation in the inborn ‘death instinct’ and
its consequences. In any case on this theory, both good and bad
object fantasy life is held to exist independently of experience
of outer reality which only ‘conf1rms’ what is felt already any
way. Clinical data support rather the view that good and bad
object fantasy life arises out of the infant’s difficulties in coping
with his real outer world. The whole weight of Winnicott’s work
concerning the ‘facilitating environment’ is against this theory,
and particularly the way he shows the total nature of the baby’s
dependence on the mother for the very start of ego development
at all. All this is clinically veriiiable certainly in later life. One
can watch a patient driven back into fantasy when he cannot
cope with reality, as well as observe his fantasy distorting
reality. It is most natural to expect that this is how patho
logical fantasy (as distinct from healthy imaginative exploration
of life) begins. Kleinians only assert the opposite view: they do
not prove it.

Segal writes: ‘It is not true that without a bad environment,
no aggressive and persecutory fantasies and anxieties would
exist’ (p. 4). This oversimplihes the problem. We have no
experience of an infant, from his point of view, without a bad
environment. No environment can ever be perfect, but, what is
even more to the point, the infant is so weak and helpless that
what is not from our point of view bad, can seem so to him
because he is so vulnerable. Here is all the possibility of bad
object experience, fear and anger, arising with even the best of
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mothers. Nevertheless, there exist accounts of some very friendly
and quite non-aggressive primitive societies. There is no clinical
warranty for assigning the whole origin of infantile fantasy to
an unproven concept of an innate factor like a ‘death instinct’.
(It may be noted that the evidence of experimental animal
psychology shows that ‘destructiveness’ is a ‘learned’, not an
‘innate’ response.)

When we turn to p.9fehot/zerapy, the logical implication of
Kleinian theory is that we are up against fixed and final limits
to what can be achieved. It would be possible to analyse the
permutations and combinations of life and death instincts with
ego defences, and the alternations between the paranoid
schizoid and depressive positions. Thus some differences could
be, and can be, made to the elaborate piling up of defences on
defences that we always find in disturbed persons. But one can
not analyse a ‘death instinct’. If it existed it would be an ulti
mate and ineradicable datum like the life instinct. It would
preclude basic analysis of the problems of aggression, and any
real integrative healing of the split ego. Thus, if envy is the
direct manifestation of the death instinct which cannot be
eliminated, then neither can envy be overcome. On this theory
we envy other’s good not because we #el we are bad or have
actual bad disturbed emotions, but because we are bad by nature,
having a permanent destructive urge in us. That is the t/zeogf. Inci
dentally it implies that there is not really any more good in
anyone else to be envied than in ourselves, for they too have
this same ineradicable destructive death instinct in them. I
have mentioned the strange fascination that this idea of ‘original
evil’ has had over the centuries. It involves that psychotherapy
could only be a matter of superficial adjustments and improve
ments. Marie Bonaparte drew the correct inference when she
wrote:

So far as the aggressions are concerned, there seems little prospect
of man’s ever achieving equal happiness and goodness.

I believe, as I have stated earlier, that this traditional dogma
is man’s oldest self-deception. We prefer to believe that we have
‘mighty instincts’ (Freud) even if they are bad or antisocial
because we can then believe that we are basically strong. It is
frightening for human beings to believe that they are made for
social relationship and love while yet they are small and weak
in face of overwhelming reality.

Churchill was close to facts when he said, ‘We are all worms
but I think I am a glow-worm.’ Most of us, if we are realistic,
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would wish yet hesitate to add even that qualification. The
individual human being may have tremendous intelligence and
in combination with others can achieve wondrous things, yet
if he is emotionally alone he is helpless in face of reality. All
human beings know this at heart, and the theory of the des
tructive ‘aggressive instinct’ is an attempt to overcompensate.
In fact, aggression is a problem for analysis and cannot be
ultimately shelved by being treated as an innate drive per se. It
is nearer the truth to say, with one of my patients: ‘When I can
get angry, I can feel plenty of energy. Otherwise I feel timid
and weak.’ I cannot but wonder at Kleinians resting their whole
theory on such a shaky concept as that of a death instinct and
innate destructiveness, especially when this inherited concept
so dangerously obscures Melanie Klein’s really original findings.

Finally, the question of the meaning of the term ‘schizoid’
arises. For Klein, ‘schizoid’ refers primarily to ‘ego-splitting’ as a
result of the death instinct. Granted the death instinct, that is
logical. The ego that goes to pieces under the impact of its death
instinct, will be unable to effect true contact with external
reality, and will appear ‘withdrawn’. IL however, disturbance
is caused by external bad-object relations (Fairbairn) or by the
not-good-enough-mother failing to support the vulnerable
infant ego (Winnicott), then schizoid would primarily mean
‘withdrawal from outer reality under stress of fear’. Ego-splitting
will be secondary and the result of the need both to withdraw
and at the same time keep in touch. In this case, psychotherapy,
instead of being ultimately impossible, becomes a realistic
attempt to reconcile the withdrawn frightened infantile ego in
the inner world to external reality. For Kleinians, it could only
be, so far as the theory goes, the dubious business of seeking to
minimize the effects of the death instinct. No doubt, because
clinical practice is often better than theory and more human,
better results than this are produced. If so, they do not support
the theory. For progress towards integration can only come by
outgrowing the unreal abstractions of separate good and bad
objects, allowing them to merge back into what they originally
were, good and bad aspects of one and the same real person.
Then in real life it becomes possible to treat real people as
neither ideal lovers nor sinister persecutors, but as human
beings with limitations and imperfections, with whom it is quite
possible to form genuine good relationships. On Kleinian
theory, our fantasy life could never support this realistic devel
opment, for the internal good and bad objects have their origin
in fixed instincts which are permanently opposed.

I P-O
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Fortunately, as in the case of Freud, Melanie Klein’s genius

for intuitive understanding of personal reality, for knowing the
unconscious experiences of others through an available inner
knowledge of, or closeness to, her own unconscious, could not
be imprisoned by the logical implications of rigid theoretical
ideas. She took over F reud’s death instinct, but it did not stop
her from seeing clearly the intense fantasy life going on in the
inner world of very small children: and her account of it laid
the foundations for a reorientation of theory away from merely
the psychobiology and physiology of instinctive satisfactions and
frustrations, as if that were the whole of living, and towards the
primacy of good and bad object-relations as the meaningful
experiences in which the ego either grows strong and mature,
or is stifled at birth, or fragmented and lost.

This I believe to be the most momentous development in
psychoanalysis, which in different ways stimulated both Fair
bairn and Winnicott. Fairbairn traced out the basic pattern
of ego-splittings which followed on the object-splitting Klein
described, and he centred attention on the schizoid condition
as the ultimate problem underlying depression and psycho
neurosis. Winnicott, as I have sought to show in Chapters VIII,
IX, and XIII, pushed research beyond the pattern of ego
splitting to the point of exploring the beginnings of ego-develop
ment in the infant-mother relationship, not an apparatus or a
system-ego, but a person-ego. I shall close this rapid theoretical
review by indicating the far-reaching importance of his latest
conclusions, as stated in ‘The Location of Cultural Experience’

1967).
( Winnicott here indicates a gap in Freud’s theory: ‘Freud did
not have a place in his topography of the mind for things cul
tural.’ Without committing himself to any particular definition
of ‘culture’, it is clear that he means the product of the con
tinuing and accumulating efforts of mankind through thou
sands of years, to find ways of expressing the essence of man’s
experience of ‘what life is about’ in terms of ‘personal being’
and ‘personal relations’. He writes:

Our psychotic patients force us to give attention to this sort of basic
problem. We now see that it is not instinctual satisfaction that makes
a baby begin to be, to feel that life is real, to find life worth living.
. . . It is the self that must precede the self ’s use of instinct. The rider
must ride the horse and not be run away with. (p. 37o.)

With this statement it becomes clear that the growth of the
theory of ego-development as a function of personal object
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relations, has now brought about a total revolution in psycho
analytical thinking. Winnicott must be aware of this for he
writes: ‘It is part of my thesis that the psychoanalytic literature
does not, in fact, include what I am putting forward.’ The
question ‘What is life about?’ would be an astonishing one, if
asked in the context of the classical psychoanalytical theory.
The only answer that could be given would be that life is about
the quantitative reduction of instinctive tensions, in obedience
to the ‘constancy principle’. Such an answer has only to be
stated to make its inadequacy, even absurdity, plain, for it
conveys no intelligible meaning in terms of the mutual valua
tion and affection of persons in relationship. Nor does it give
any clue to the significance of man’s creation of culture through
the centuries, but this is precisely what Winnicott does give
us.

To explain this, he takes us back to his familiar concept of the
‘transitional object’, a bit of blanket, a cuddly toy or what-not,
that the infant will not be parted from. He says:
When we witness an infant’s employment of a transitional object, the
first not-me possession, we are witnessing both the child’s first use of
a symbol, and also the first experience of play.

The enormous importance of this observation is realized the
moment we remember that ‘culture’ is entirely made up of the
products of centuries of man’s efforts to achieve ‘symbolic
expression’ of the fullness of his ‘personal living’. Culture is
symbolism, the symbolic expression of what is personally mean
ingful, in contrast to science, which is the impersonal, neutral,
non-emotional description of matters of material fact, which
have utilitarian but not personal value. (Words, mathematical
signs, etc. are commonly spoken of as symbols, and so they are,
but in a quite diH`erent sense from the symbols that represent
personal reality. The difference is that between a mathematical
equation and a poem or painting that moves us profoundly to a
deeper experiencing of human living.)

It follows that ‘culture’, all the arts and religions of mankind,
are ‘playing’. This is not to trivialize culture, but to reveal the
enormous significance of ‘playing’ at the beginning of life. In
fact, it is in his ‘p1aying’ that a child is really ‘living’, not in the
carrying out of routine biological functions such as eating,
excreting, sleeping, etc., which keep the body healthy and alive.
They belong to the area of science. ‘P1aying’ belongs to the area
of the developing personal life. In it the child is experimenting
with himself and his friends in personal relationships to find
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out ‘what life is about, what makes it worth living’. That is
why children play at being mothers and fathers, teachers and
scholars, doctors and nurses and patients, cowboys and Indians.
They are exploring the range of experiences of personal rela
tionships, so that there is a direct link between children’s playing and
the social and religious rituals of adults. They explore the imponderable
realiyt of human living as personal relationship, a feld of realigf in
which science cannot operate; for when it tries to do so, it only depersonal
izes it, as in behavioural psychology.

The starting-point of all this is where the infant first begins
to differentiate out from the mother, and discover himself and
her and the relationship between them. I give this in Winni
cott’s own words.

The transitional object is a symbol of the union of the baby and the
mother (or part of the mother). This symbol can be located. It is at
the place in time and space where and when the mother is in transi
tion from being (in the baby’s mind) merged in with the infant, and
being experienced as an object to be perceived rather than con
ceived of. The use of an object symbolizes the union of two now
separate things, baby and mother, at the point cy" the initiation Q' their
state qfseparateness .... There must be the beginning of the setting up
in the infant’s mind or personal psychic reality of an image of the
object (mother). But the mental representation in the inner world
is kept significant, or the imago in the inner world is kept alive, by
the reinforcement given through the availability of the external
separated-oil" and actual mother, along with her techniques of child
care .... This is the place that I have set out to examine, the separation
that is not a separation but a form of union. (p. 369.)

This positive statement Winnicott reinforces by a negative one,
which I will summarize. The ‘feeling of the mother’s existence’
lasts at first only so long, say x minutes. If mother is absent
x + y minutes, the imago fades but on her return she can, by
‘spoiling’, mend the baby’s distress. But if she is absent x -|- y -|- z
minutes, the baby is traumatized, and mother’s return cannot
mend matters.

Trauma implies that the baby has experienced a break in life’s con
tinuity, so that primitive defences now become organized to defend
against a repetition of ‘unthinkable anxiety’ or of the acute con
fusional state that belongs to disintegration of the emerging ego
structure .... Madness . . . means a break-up of whatever may exist
at the time of a personal continuity cy" existence. After ‘recovery’ from
x -|- y -}- z deprivation a baby has to start again, permanently de
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prived of its own root, which would be continuigf with the personal
beginning. (p. 369.)

Here is the ultimate explanation of the schizoid phenomenon;
‘the personal beginning’, the core of the true ego, is split off and
lost, partly repressed by primitive defences, partly withdrawn
in deep fear, and yet containing so much personal potential that
remains unevoked, and undeveloped. It is a matter of degree,
but the worst degrees clearly involve schizophrenic madness.
I put Winnicott’s x -|- y -1- z formula to one patient who is a
mathematician, to see how he would react. After silently pon
dering, he said, ‘I don’t think my case was as bad as x + y -|- z
but it was worse than x + y. It was certainly x + 2y.’

The implications of this for theory are far-reaching. The
stage at which the baby begins to emerge from primary identi
flcation with the mother, and begins to have the experience of
separateness, is the danger-point in development if the mother does
not give the baby adequate ego-support. And the danger is not
that his instincts are unsatisfied, but that his basic ego-experience is lost.
Thereafter, as all our schizoid patients sooner or later complain,
he feels an ‘emptiness’, a ‘nonentity’ at the heart of him. Here
are the facts that make possible a final settling of the problem
of ‘instincts and self’, of ‘id and ego’. Winnicott states the
position plainly.
The phenomena I am describing have no climax. This distinguishes
them from phenomena that have instinctual backing, where the
orgiastic element plays an essential part, and where satisfactions are
closely linked with climax. Here comes in Hartmann’s concept of
neutralization. But these phenomena that have reality in the area
whose existence I am postulating, belong to the experience of relating to
objects.

Winnicott observes:

I can see that I am in the territory of Fairbairn’s (1941) concept of
object-seeking (as opposed to satisfaction-seeking). (p. 37I.)

In the paper Winnicott refers to, Fairbairn stated that his study
of schizoid phenomena had resulted in:
the emergence of a point of view which, if it be well-founded, . . .
must necessarily have far-reaching implications both for psychiatry
in general and for psychoanalysis in particular . . . a considerable
revision of prevailing ideas .. . and a corresponding change in
current clinical conceptions of the various psychoses and psycho
neuroses.
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It is at this point that I find myself differing somewhat from
Winnicott, i.e. as to the implications, of what he presents so
clearly, for existing theory. He states:

Psychoanalysts who have rightly emphasized the significance of
instinctual experience and of reactions to frustration have failed to
state with comparable clearness or conviction the tremendous in
tensity of these non-climactic experiences that are called playing
(p. 370) [i.e. ‘the experience of relating to objects’].

He illustrates this by referring to ‘the “electricity” that seems
to generate in meaningful or intimate contact . . . when two
people are in love’. But in distinguishing this from ‘instinctual,
orgiastic, climactic satisfactions’ he says: ‘Here comes in Hart
mann’s concept of neutralization.’ But Hartmann’s ‘neutral
ized energy’ was a speculative assumption that the energy of
the sexual and aggressive instincts could be desexualized and
deaggressivized and placed at the disposal of the ego for non
instinctive ends. We have seen that this idea came to be
regarded as such a threat to the reality of ego-experience, that
Rapaport suggested a ‘regression in the service of the ego’ back
to the energy of unneutralized instincts. I cannot think that
Hartmann’s ‘neutralized’ energy would generate any ‘elec
tricity’ in a personal relationship. Moreover, if the baby’s non
orgiastic experience of relationship is an example of Hart
mann’s ‘neutralized energy’, then it would mean that the
experience of relationship is a secondary thing, derived from
energy withdrawn from instinctive satisfactions. Winnicott’s
position, as I understand it, necessitates the exact opposite of
such a view. The experience fy” relationship is primary in that it alone
brings into being an ego, a se# that _heels real, and onbf then is there a
‘rider’ who can ride the ‘horse’ of instinct. Otherwise, instinct is
merely a disconnected element in a psychic chaos, a part
function which Winnicott says becomes a ‘seduction unless based
on a well-established capacity in the individual person for total
experience’. Instincts can only operate satisfactorily when they
belong to a stable ego, and therefore cannot be the source of the
ego’s energy for object-relating. It seems more conceivable that
the energy of the ego for object-relating is the primary energy; as Fair
bairn pat it, ‘libido is object seeking’. In this sense libido is the funda
mental ‘lw-energy’ and sexual and aggressive energy are specialized
aspects of it, aggression being the reaction of the ‘whole person
ego’ to frustration. I do not think that Winnicott’s present
position can be reconciled with the old instinct theory by resort
to Hartmann.
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It seems to me that Winnicott’s ‘object-relating’ theory can

and should stand on its own feet in its theoretical assumptions.
He rejects the death instinct, and regards the experience of
object-relating as essentially different from that of sexual
orgiastic satisfaction. We know that in fact sexual orgiastic satis
faction can take place in the absence of, and as a substitute for,
true personal relating. What then is the energy that makes ‘object
relating’ possible. It is not hate, nor fear, nor sex. It can onbf be the
,brimagf need to receive ana' give love. Winnicott writes of object
relating as occurring

between any one baby and the human (and therefore fallible) . . .
mother-figure, who is essentially adaptive because of love. (p. 39I.)

Again he writes of the initial joining and separating of

. . . the baby and the mother when the mother’s love, displayed as
human reliability, does in fact give the baby a sense of trust, or of
confidence in the environmental factor. (p. 372.)

Here at last we are released from some of the nightmare inter
pretations of human nature enforced by the classical instinct
theory, and can hold that a healthy and natural human being
is loving, and hate and fear (when not realistically aroused
by environmental danger) are psychopathological. Mother love,
and the infant’s innate capacigf to respond to it with trust, to return love
for love, is the basic reality, not a death instinct; while sex will
function in the service of whatever emotional state dominates
the total self, be it love or hate or fear.

Winnicott sees clearly that his theory of the primacy of
object-relating is a serious challenge to the traditional psycho
analytical point of view. He writes:

Starting as we do from psychoneurotic illness and with ego defences
related to anxiety that arises from the instinctual life, we tend to
think of health in terms of the state of ego defences-we say it is
more healthy when these defences are not rigid, etc. But when we
have reached this point we have not yet started to describe what life
is like apart from illness or absence of illness. That is to say, we have
yet to tackle the question of what ZW is about.

But he then goes on to say:

This theory does not affect what we have come to believe in respect
of the aetiology of psychoneurosis, or the treatment of patients who
are psychoneurotic; nor does it clash with Freud’s structural theory
of the mind in terms of ego, id, superego. What I say does affect our
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view of the question: what is life about? You may cure your patient
and not know what it is that makes him or her go on living. (p. 37o.)

We can agree that the aetiology and treatment of psycho
neurosis remains as it was in the classical theory, provided one
is faced with a relatively straightforward example of psycho
neurosis, of oedipal conflicts for example. But ‘object-relations
theory’ does affect our views of the aetiology and treatment of
psychoneurosis in a far more fundamental way. It shows that
the classically analysable psychoneuroses are relatively super
ficial phenomena, and when they are not, then the analysis of
them takes us deeper and deeper into the depths of schizoid
problems. We then find ourselves concerned less and less with
the treatment of sexual and aggressive symptoms and their
attendant anxieties and guilts, and more and more with funda
mental ego-weakness, the nature of which Winnicott has made
so clear.

Nor, finally, can I agree that Winnicott’s theory of object
relating and ego-formation makes no difference to Freud’s id,
ego, superego theory. It seems to me that the demonstration cy” the
primagf of object-relating in terms ry” t/ze mot/zer’s capaciyf to love ana'
t/ze baby’s innate capacity to respona' to love, ana' thus in turn become
capable Q” loving, is the factual starting-point for rethinking structural
t/zeogf. We cannot pretend that there is any quick and easy way
of eliminating aggression and destructive behaviour from human
society. But if, indeed, the capacity to love is the basic element
in human nature, then the problem is not intrinsicalbf intractable.
It may, in fact, be practicalbf nearly intractable in many cases
(and perhaps wholly intractable in the case of some psycho
paths) because once fear and insecurity have been aroused,
human beings get caught in vicious circles of deteriorating
relationships, as individuals, classes, nations, and races. Where
fear rules, attack seems the best defence, and so creates
the very dangers that are feared. In psychoanalytic therapy we
constantly come across this situation in husband-wife relations,
where both parties long to remedy an intolerable situation, yet
both fear to allow the vicious circle to be broken from their side
because of a deep dread that it means surrender, defeat, and
loss of personality. Neither can believe that the need to love and
be loved is the basic nature of both of them, so completely does
this seem to be swamped by fear and aggression, once aroused.

Nevertheless, these vicious circles can be broken and do get
broken, and the will-to-peace is discovered behind all the tur
moil of conflict. This happens on a social scale whenever nego
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tiation ends conflict. It happens in a far deeper and more
radical way when people discover that they can, through a
long therapeutic analysis, outgrow their hates and fears, and
find a ‘true self’ in a positive capacity for making and main
taining good personal relations.

The id, ego, superego theory, with its implication of an
intractable dualism of id and ego, blind drives and social con
trols, is an analysis of the hopeless vicious circle situation in
which, admittedly, masses of human beings are all too bogged
down. This terminology fosters pessimism, for the term ‘id’
retains an aura of constant suggestion that our problems arise
out of innate anti-social instinctive forces, the only answer to
which is ego and superego control. Winnicott himself stated
that

Starting as we do from psychoneurotic illness and with ego defences
related to anxiety that arises from the instinctual life, we tend to
think of health in terms of the state of ego defences-we say it is more
healthy when these defences are not rigid. But when we have reached
this point we have not yet started to describe what life is like apart
from illness .... We have yet to tackle the question of what IM: is
about. (p. 37o.)

‘Less rigid defences’ is too negative a definition of mental health
to have more than superficial validity, and is quite unimagina
tive. Mental health should mean the vitality of the spontaneous
and creative living of a ‘whole person’ in good human rela
tions. This becomes practically meaningful on the basis of
Winnicott’s demonstration of the primacy of loving-relating of
the mother and infant at the very start of life. Structural theory
should have as its starting-point our latent natural health, not
the forms of illness so soon imposed by an unfacilitating environ
ment. ‘Id, ego, superego’ was at best a first attempt to con
ceptualize the split-ego condition, the early loss of psychic
unity, which is the common human lot even though it differs in
degree from one individual to another. Nevertheless, ‘id’ is a
bad, non-psychological term for the frustrated, hungry, matern
ally deprived child. If we imagine a perfectly mature person,
he would have no endopsychic structure in the sense of per
manently opposed drives and controls. He would be a whole
unified person whose internal psychic differentiation and
organization would simply represent his diversified interests and
abilities, within an overall good ego-development, in good
object-relationships.

We cannot, however, hope for such perfection, but we can
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hope to see, and in psychoanalytic therapy we do see, indi
viduals who, through long tribulation and recurring disappoint
ments, win their way at last to peace of mind, an outgrowing
of the legacy of infantile fears and hates, and a feeling of self
fulhlment in an increasing capacity to make and enjoy genuine
friendships. Structural theory must start, not with an ‘id’, but
with a primary unitary infantile psyche, capable of becoming
a mature loving person in a loving ‘facilitating’ environment.
The conceptualization of ego-splitting is then our diagnosis of
what goes wrong when the environment is not ‘facilitating’.
Freud first attempted this on the basis of ‘instinct theory’.
Fairbairn pioneered its revision in terms of ‘object-relations’
theory. The important thing is that psychoanalysis has now
arrived at insights which could make possible something better
than a dreary repetition of the ghastly dehumanizations of man
that make up so much of human history; if only the elements of
stability among mankind can give time for these insights to
work over a series of generations, to present the children of the
future with a better chance of being human than any generation
has hitherto had. The whole of Winnicott’s work, and of psycho
analytic work with children everywhere, is dedicated to the
task of making that possibility at least available.
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