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The clinical material and thoughts which make up
this presentation arose from weekly meetings of a

clinical discussion group which we formed in April
1990. The five of us had all qualified within a few
months of that date. Consequently our analytic
training cases had been with us for about the same
length of time and transferred to our private practices
within a few months of each other. The purpose of our
meetings was peer supervision, support, and
discussion of any issues arising from case
presentations which related to our work as analysts.
Although we did not restrict our presentations to our
training cases, we began to notice how often similar
anxieties and issues arose when we did discuss them.
,It became clear that, around the time of the transfer
from being a Clinic patient to a private patienL they
all experienced crises in their analyses. It is something
of the nature of that crisis which we wish to explore in
this paper.

We decided to write about this because as we
worked through this fascinating and eventful phase of
the analyses, we reahz,ed how important and different
in quality it was to earlier phases. In effect the changes
dramatically alter the parameters of the analysis. In
some cases it involved an actual change of location.
Central issues of the analysis and tlre transference
were brought into shary focus. This proved for some
patients to be both dramatic and productive and by the

same token to be too stressful for otlters to remain in
treatment. In fact foqr of our ten patieltts ended their
analysis at this point.l One analysis was terminated by
the analyst for personal reasons and one patient
continued to struggle with the effects of the changes
but has managed to remain in treatment. Four patients
lmve continued.

There are two issues whiclt we have found
ourselves discussing at length during the writing of
this paper and we would like to mention them.
Confidentiality has exercised us greatly botlt in our
clinical presentations to each other and more
particularly in writing tltis paper as there are clearly
special issues in writing about Clinic patients wlto can
be easily identified. In addition to the usual disguising
of material, we have not identified which patients were
seen by which analyst and all analysts are referred to
as female. Of course the clinical substance and
understanding in each case was the analyst's rather
than the group's or the writer's.

The second issue concents the usefulness of making
generalizations. It is tempting with such a wealtlt of

clinical material to abstract and generalize rather in the
style of research findings. But as we began to do that
we felt that we lost more and more meaning. We think
that the drama of each individual's experience,
interwoven as it was with their own personal story,
conveys far more powerfully than lists and tables, the
nature of this change in the analysis. For this reason
we have opted to describe our thoughts and
discussions under a few headings and illustrate our
points with selected case material.

But before proceeding there are some theoretical
considerations. Though there is a mass of literature on
the psycho analytic setting, there is very little written
about changes in the setting. In fact one of the essential
and most often quoted features of the setting is its
stability; its unchanging nature.

From 1895 onwards, Freud in his Technical Papers,
outlined the conditions required to facilitate the
development of the transference neurosis and thus the
rules and features of the setting. He outlined two main
areas: those constants which are specific
recommendations and which govern behaviour and the
less tangible yet equally important aspects summed up
as the mental attitude of the analyst.

For Freud the constants included the six, full one
hour sessions a week at the same time each d"y, use of
the couch with the analyst sitting behind and out of
sight, the fixing of fees and the observation of the
fundamental rule. The mental attitude of the analyst
requires "free floatirrg attention", observation of the
rule of abstinence and analytic reserve. In 1912 Freud
wrote, "the doctor should be opaque to his patients and
like a pirror, should show nothing but what is shown
him". 2

It is interesting to read in the report of the
International Committee on the Setting in the
Psychoanalysis in Europe Bulletin of Autumn 1992,
that despite considerable differences in the constants,
"we were unanimous in viewing the setting and its
parameters as offering the conditions for promoting
the analytic process.... The analytic process is
characterized by the constitution of a transference
neurosis ailalysable in the transference". We may
debate the 3,4 or 5 session week (interestingly none
was following Freud in requiring 6 sessions ) and the
40 or 50 minute hour as against Lacanian Free Time,
but in essence we still hold Freud's recommendations
sacrosanct.

In considering the transfer of clinic patients to
private practice we clearly are drastically changing

* This paper will be given at the Scientific Meeting on 5th May 1993.

I One of the four left at the point of qualification.
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sorne thouglr not all of the constants of tlte setting.
Indeed through our own development as analysts
inevitably our analytrs attitude will also change.

E.H. Etchegoyen' is very helpful here. On the

subject of the analytic attitude he stresses the
importance of the analyst holding the attitude in his
mind, introducing the least number of disturbing
variables. Within a well established analytic s[ance,

the inevitable disturbances of the sbtting can be

tolerated and valuably used to further understanding.
It was noticeable in our work that those patients

who could tolerate the change were able to go on using
their analyst's ability to analyse and to rely on her
analytic stance and did indeed reap the benefits of the

new material evoked b,y the changes.
Jos6 Bleger (1g67)a'offered a valuable contribution

when we were trying to understand what might have
happened to those who could not tolerate the
disturbance of the setting. " Bleger in shifting the

emphasis from the analytic setting to the analytic
situation draws attention to the interaction between the
process and the setting. The setling, he tells us, is by
definition stable. The process takes place within it and
interacts with it. If the setting alters then new
configurations will appear; put anotlter way the setting
becomes process. This we certainly found to be true.

He speaks too of how the muteness, irnmobility and

unchanging aspects of the setting become a depository
of psychotic anxieties. I{is idea is that the psychotic
part of the personality takes advantage of the lack of
change of the setting to remain mute. It is ol'tert wlten
the setting is changed that the psychotic elements
conte to light.

Winnicott ( 1956) t, upptoaching the subject trom a

different angle also speaks of occasions wlten the
patient experiences the setting not as a sytnbolic
representation of the analyst motlter but as the motlter.
The past becomes the present and the setting ratlter
than the interpretation becomes of primary
importance. Here Winnicott is speaking of using a

regression to understand an early environntental
failure and to begin to allow for the emergence of the
"tfue" rather than the "false" self.

Without going into the different theoretical views
of Bleger and Winnicott, with their dilferent
approaches they both point to ways in which the
setting can be experienced concretely; whether it be
acknowledged and met by analyst and patient as in
Winnicott's description or unacknowledged and mute
as in Bleger's. Clearly a disturbance in the setting for
tltese patients would have a far more disastrous effect
than for rnore neurotic patients.

A related issue about which there is much written
is the question of the setting and regressiorr. The
debate about whether the setting brings about the
regression or merely reveals the regression inherent in
the illness need not concern us here. Rather we need
to acknowledge that the setting " holds " i t in
Winnicott's sense ( 1958) 6, or, using Rion's, vcry
different concept, "contains" it. ( l9 62) A
disturbance in the "holding environmcnt " or

"container" will have different meanings or
consequences for patients at. different developmental
,t"g.r.t

Arnoltl Modell ( 1988) e, adds something when
distinguishing between the'dependent/containing
transfierence' and ilre 'iconic transference'. The 'iconic
transference' might be called the transference neurosis
by other writers while the'dependenUcontaining
transference' is that transference to the analyst and the
setting which gradually develops as fte analyst proves
himself trustworthy and safe. He says, " patients are
not only concerned with the fear of being
overwhelmed by their affects, but they are also
concerned with whether their analyst is able to contain
and accept their effects". As the analyst proves his
dependability the'dependent/containing transference'
grows and makes possible the analysis of the 'iconic
transference', which will gradually diminish. For this
process to work the setting must be a place of safety.
rr Patients need to know that their analysts will not
recreate an archaic danger situation ". When we
changed the setting by transferring our patients they
all experienced an increase in anxiety suggesting that
we had in fact recreated an archaic danger situation
and had interfered with the development of the
analytic process.

Finally some thoughts about the third party in the
setting. Jacqueline Godfrind-Hafers' report of the
Cornmittee on "The Settirg"l0, emphasises the
fundamental importance of the presence of a third
person in the analy.st's rnind. She goes on to say that,
"it is also important to emphasise that the existence of
an external setting is indispensable to the analyst as a
barrier against the ever possible shifts of a third person
reference point". In the analytic life of every clinic
patient Dr MacCarthy as Clinic Director is a very real
third person, lrS indeed he is to the trainee analyst. His
disappearance from the analysis leaves a third person
vacuum which patient and analyst must adjust to as
best they can.

Jane 'l'ernperley irr her helpful paper "Settings for
Psychotherapy" (1984) ", is unusual in examining the
inrplications for patient and therapist of practising
psychotherapy in an institution. She draws attention to
llte importance of the 'institutional transference' for
patients and we can support that view from our
experience. She describes too how the "lask of the
Institution is an important parameter" exploring ways
in which there may be conflicts in practising
psychotherapy in certain institutions. Relating tlris to
our own situation it raises the question of whether we
have explored sufficiently the possible conflict
between the Institute as a training organization and as
a provider of Psycho-Analysis.

Irinally she raises the question of the attitudes
therapists, paid on a salary by that institution, may
have to'patients' fees and nrissed sessions. Although
our situation is different there are parallels and we do
discuss latcr in thc paper ways in which financial
matters seem to be under-analysed in the analysis until
the move to private practice happens.
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To return to our ten patients: in this phase of their
analysis some common features occurred. The first
concerned money.

MONEY
At one point in the year after qualification, but

before our patients transferred to private practice, we
began to feel that there was nothing else spoken about
in the analysis except money. As we exArnined how
each patient explored or avoided the subject of paying
a direct fee to his or her analyst, rather than to a
charitable institution, wo noticed how the subject of
money, often cont,ained, and then revealed, central
anxieties stirred up by the impending change.

One patient had received a NHS subsidy for most
of his Clinic analysis. He paid tl per session, His
analyst came to regret that the issue of fees had

ffictively been excludedfront analytic scn$iny for
two years, as it began to emerge that the patient
used money as a focus of excitement and conflict.
In brief, sh,e describes it tltus: " Any dffiatlty over
money - paying a hill or setting a fee - provided the
patient with an occasion for drau,ing me into the
kind of struggle for which he longed. This v,ould

fulfil'two crucial and qpparently divers ends: firstly
to secure ,ny total attention, so that as we hecame
nxore entbroiled, nry capacity to think or to hold
anylhing in mind, far less to tnove the analysis
along, would be quite lost. Secondly, the
tormenting, oppositional quality of this v,ould.
allow my patient to feel close to nte, v,hile retaining
his sense of boundary and narci,;sistic integrity.
Effectively, vt'e would live together in an eternal
battling present". Throughout the afialysis it had
been important for this patient to keep as much as
possible of the actualities of ltis life from his
analyst. She knew that there was little money in the

family; th.at his v,tfe and their two children lived on
his small salary, It vt,as only in discussing the fixing
of his fee, howevet that the real disarray of the

family finances emerged. What also came to light
was the defiance witltv,hich the patient and his u,tfe
contrived to get th.emselves into debt over the
period of the analysis. The patient was ongry and
humiliated at the exposure o.f his poverty and
fecklessness and. yet his analyst sensed a note of
lritmph too, She felt trapped and, unable to see how
she might ask for a reasonable fee w,itltout pusltittg
them further into debt. Indeed she found i.t hard to
see wltat a reasonable fee might be.

His use of the debate w,os taken up u,ith him and
afier mucltwork the analyst told him that in the New
Year his fee u,ould rise front tL.00 to {3.00.
Haggling was follov,ed by sullen acceptance,

Some months later a fresh aspect of the mauer
became available for thought. The patient was
speaking of his plan to meet the increased fee out
of his own pocket nxoney rather than the family
budget. In parallel v,itlt the money discussions, the
analyst challenged the Ttatient with the disjunction
wh.ich, there appeared to be betvveen h,is grou,ing
capacity for insigltt and self oltseryation in sessions

and, on the other hand, the vista of unchanging
misery u,hich he represented as his life elsewhere.
He really did seem to relegate his analysis to a
pocket money budget rather than central financing.
The patient conceded his intense wish thot analysis
should be seen to make no dffirence to his life,
either from his own point of view or that of other
people. Other-wise he would have to grant his
analyst a reality and significance beyond th.e
se ssions and allow them both to know of his
humiliating dependence on her. He had avoided any
n e g o t i at io n w it h hi s w ife fo r s up p o rt fo r hi s analys is
and, with it, any admission that it mattered to him.
The unreal,istically low fee served both os a
talisman of his denying his analyst's importance
and as an enactment of it.
About a monthbefore the summer break and several
months a.frer the patient had moved to private
practice, the analyst told him that she had given a
lot of thought to u,h.at they had understood about
the fee as a marker of the reality of wlrut they v,ere
doing, and th,at she felt that, as such, it should have
a reality of its own and be raised beyond the level
of a token sunt. Since it would be unfair for this to
happen all at once, she proposed that by the

follov,ing Easter he should pay {10.00, the fee
having risen to t6.00 in September and to {8.00 in
the Neu, Year. The palient did not respond at once
but after several days spoke of an offer of some

freelance v,ork v,hich he had turned down in the
previous week, but had not mentioned in his session.
Afier u,hat she had said about the fee, howevet and
about it being up to him to find the money, he had
though.t again. Novt, alth,ough he felt apprehensive
about his abiliry n do the v,ork, he had agreed to
accepl the project. The payment he reckoned v,oul,d
cover the increased fee over the corning year.

We hope this example of just one analytic couple's
struggle with money matters around the change,
illustrates the way in which the fixing of fees became
a focus first of what had been avoided, then of the
anxieties and habitual defences aroused and
subsequently of constructive and productive work
whiclr moved'the analysis into the next stage and a
ntuch deeper level of work.

ANXIDTY AND THB LOSS
OFDR MACCAR'THY

The most noticeable response to the move to private
practibe was an increase in anxiety in all of our
patients. Several experienced some form of
claustrophobia, fear of getting too close and fear of
entanglement with the analyst. Fears of something
sexfial happening were common and homosexual
anxiety was particularly marked. A few patients
expressed fears of nradness or irreparable breakdown;
one had a psychotic episode in a session. Separation
anxiety was manifest by some and others showed fear
of violence or injury.

There are numerous examples we could use to
illustrate here and we would like to show you some of
these.



There was the male patient whose analyst had
' ,nxoved consulting roorns. He reacted in two ways,

At first he found the new room rather nauseating
witlt its over cosy subarbanfeel and its net curtains.
Later in the session he had to go out to ch.eck if his
car lights were on. On his return he explained that
he was really worried thnt his Ilies migltt have been
undone and his analyst might have been looking at
his penis, Following an interpretation about how
intrusive he found the analysr's iiterest in him, h,e

described how his mother had fctndled his crotch
tlrough his jeans when he was an adolescent and
lmd shown an hysterical concern lhat he might see

her undressing. I

Even more dramatic was the reaction of one fenrale
patient.

This was a young wo,nan who had, suffered on
adole scent breakdown at 16. She v,as put on
medication and sent back to school afier six week,;.

The subject seenxs to have been closed and the
patient riveted together an obsessional character
armout which lrud served her reasonably v,ell until
th,e transfer to private practice. She began to fear
her homosexualfeelings towards her analyst and in
a session found herself feeling that she v,as goittg
nrud in the sanxe way th'at she had at t6. Then she

had imagined sh,e was having se.r with God, being
kissed by the Devil and being danmed for it. In the
session she lay rigid on the couch. v,itlt her legs
tightly crossed and her hand clasped over he r
ntouth both, wanti.ng and fearing to be kissed or
entered. Next day she spoke of herfears that sex vvas

tike an addiction. She said slte feared that she v'as
only involved witlt her hoyfriend because she
craved sex, and that sh,e didn't really arhnire hittr
physically, let alone in any other wa!.

Tbv,ard.s the end of the term she spoke about ltov,
she'd realized she could only really be attracted to
someone of a particular body type and build, v,lto
rides a bicycle. (She wos descrihing her analyst
w,hom she had seen riding a bicycle to v,ork tlmt
,norning and other mornings that v,eek.) She
realized that her boyfriend relieved her o.f her.fears
that she had lesbian or incestuous feelings because
he provicled a physical outlet for her sexual
feelings. She spoke too about her dfficulty rsslllr
letting her mind go into the analytic relatiott.sltip.

On the last day before tlte sunxmer break she sltoke
about her breakdou,n and how she realized that it
was all still there in her mind in all its detail (hand
over mouth etc.). She wanted to end the analysrs, ,o
ptrt it all away, yet tf she did that she feared that at
somefirture time it cctuld. "unh.inge" her. She did not
return afier the Surnmer break.

After the move to private practice patients found
tltemselves in an unmediated relationship with their
analyst. Although most patients had never nret Dr
MacCarilry, they received letters from hinr, usually
regarding fees, and were aware of his imporLance in
the institution. As we discussed our individual patien ts
the exact part he had played in their analytic life varied
of course. For some Dr MacCarthy and the Clirric
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seems to have protected them against fears of fusion.
For some they were used as part of a defence against
intimacy. For others they had'helped to maintain a st,ate

of regression and an avoidance of internal and external
reali ty. Perhaps for some he had provided an
unacknowledged yet safe figure of attachment.
Sometimes he was seen as providing supervision,
assistance and containment for the analyst. tsut
whatever part he had played his exit from the analysis
was significant and sometimes traumatic.

A male patient greeted the news of the transfer with
panic. Subsequently he became resigned to the
change and explained how th,e clinic had been a
safety net for htm. He had be'lieved he could phone
Dr MacCarthy and that now he would lose his
protection, He feared too th,at his analyst would not
be able to cop e withou't the Clinic Director's
support and that v,ould result in his analyst's
geuittg rid of him, He spoke of losing his special
slatus of Clinic Patient and then of being on his own
witlt his analyst. His next thougltt was whether or
not he would be able to use the Clinic Emergency
Service.

The analyst understood this as fear of being alone
witlt her and without a strong father to interyene.
For the first time thoughts began to emerge of an
all entbraci.ng nnther who cottl,d trap him in o
privarte, seduct ive, claustrophobic relationship. He
vt,as overy,ltelmed hy y,oyes of panic at the th.ought
of this very private practice.

Although only three of our patients spoke directly
of losing Dr MacCilrthy, we nevertheless had a strong
impression that his loss was important, at some level,
to almost all of them. Interestingly enough the one
patient we felt this did not apply to, had been
fatherless.

Below we describe one further example of a male
patient whose exg-rerience illustrates severAl of the
tltemes we are discussing and particularly the present
one.

For him, Dr MacCarthy had been an ever present
transference object in the analysis, This was a man
whose father had been considerably older than his
mother and largeltt unavailable to him. The patient
believed that becau,se of ltis moth,er's childlike
incompetence h,is fath,er had hired. a nonny to care

"for him. On receiving an initial letter frorn the
Clinic offering hinr a prelini.nary meeting with his
analyst he rang th,e Clinic office to check that the
person h,e was meeting vvas the secretorl v,ho would
be making the appointmentfor th,e real analyst. His
fanlasized " real analyst", if not Dr MacCarthy
Itimself, vtas a senior male analyst, He wos
incredulous to learn that his analyst would be a
yl,onlan.

When the anal.yst vycts nanny in the transference, the
patient would v,alk into the consulting room on days
v,hen the bill u,as due, pick the envelope up off the
table and pocket it u,ithout v,aiting for the analyst
to give it to him. Understandable since his analyst
rvas only the hired hand and he w,as paying Dr
MacCarthy direct, When this was taken up w,ith him

I
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and the truth that lhe analyst actually wrote the bill
dawndd on him h,e was at first deeply shocked then
very excited, saying " that means I have some of
your handw rit ing at hom e " and then v e ry
frightened. He missed the next session and canxe

late for a few sessions afier that. This episode
proved to be a warning of things to come.

ln the weeks before the transfer, the patient
expressed the conviction that he just could not move
into the analyst's private practice. He felt he
couldnl pay a realistic fee and yet he couldn't
accept a subsidy from his analyst by paying less
than the going rate. It emerged that without the
distant senior figure of Dr MacCarthy he would be
lefi alone with his analyst and vulnerable to her
caprices and demands; at her nxercy. She emerged
as sorneone who oroused his desi,re to be close,
excited h,itn, then humiliated him. In session a.fter
session he gave his analyst an experience of just
h.ow unbearable that vl,as, by doing it to her, It also
etnerged that he feared too that v,itltout Dr
MacCarthy being in the background to sultport the
analyst, he v,ouldn't be able to contirute his attacks
on her He feared her ability to survive hint alone
and brought frequent material relating to
rnarriages and partnerships of various kinds in
which one partner died or failed to v,ithstand the
attacks or behaviour of the other.

Afier considerable v,ork he was able to contemplate
remaining in analysis. Further anxiety arose as he

began to wonder wh,at his analyst nrust he gettirtg
ottt of th.e rel,ationsh.ip. He spoke of his private
dentist who fixed his broken hridge free because it
was such interesting work. He thotrght she musl be

so interested in him that she had an unhealthy
interesl, In one session he heard lhe sound of ltis
analyst ntoving her foot rlry1l,nically and though,t
she was probably nrusturhating.

As a primarl' school age child this patient felt that
his life dramatically changed.His paternal
grandmother died and his father vvent into a
depression from whiclt he never recovered. He
v,ithdrew from the marital bed and th.e patient
seems to have felt like his Ilirtotious mother's
inadequate partner and .rupporter His analyst had
ofien speculated that he had experienced her as
over close and seductive v,ith him. It u,as a,s if the
move to private practice pitched him back into tlrut
crisis and he seented to he desperutely fighting the
emergence of an erotic tran,sference.

Before leaving the subject of the loss of Dr
MacCarthy there was one further feature. Sometinres
we noticed a split between the idea of an impersonal
clinic, represented by Dr MacCarthy, and personal
contact with the individual analyst. The change from
clinic to private practice threatened the maintenance
of this split as it focused both sides of the split onto the
person of the analyst.

One patient said that it r4!as easier to cheat an
institution of money lhan a person. He v,as Avt,are
that his fee v,as too lou,. He sav, Dr MctcCarth.),AJ
being conned and triuntphed over as u,ell as a

persecutory figure who watched on and judged him.
Tlrc cheating $,as then projected onto his analyst
who wos seen as dishonest and collnding with the
patient, as he thought,by not telling Dr MacCarthy
of h.is deception.

We have been speaking of the loss of Dr MacCarthy
as a figurehead of the Clinic. For some patients there
was a more generalized attachment to tlre Clinic or
Institute.

TRANSFERENCE TO THB SETTING
For patients seen at the Clinic there was often a

further change when the analyst moved to private
consulting rooms. We became aware of the importance
for some patients of a transference to The Institute
itself. Tlte loss of this setting then constituted an
enoffnous loss, and its defensive function usually
emerged at that point.

The male patient u,iththe elderly distantfather,who
helped us illustrate the importance of the loss of Dr
MacCarthy vt,os also very attached to the Institute.
Mans.fteld House u,ith its air of genteel poverty and
its historic connection with the Freuds, linked him
with his strccessfttl and genteel grandparents and
elderly fathen It allowed him to rnaintain a split and
bypass the huntiliating relationship with his mother
and nanny represented hy the analyst in the
I ran s.fe re nc e .

In the case of one patient, Miss T, for whom there
was a clear and important transference to the setting,
we came to wonder if the move from the Clinic to the
analyst's own premises had been somewhat premature
and traumatic given her developmental stage.

Th.is young u'oman had been the child of a single
ntother and h.ad spent her early years clinging os
closellt as she could through the shifiing of the
lalter's ntoods and locations.

She had alv,ays found it difficult to think about the
transference, and interpretations of this kind
quickly made her feel anxious and confused, fearful
even, that she vvas being made fun of. It seemed that
for the patient to begin to think about the disorder
of her ltfe, past qnd present, her relationship with
h,er anal,yst must remai.n an invari,ant, a kind of
p$,cltic blind spot.

What she readily spoke of, hctwever, were her
feelings about the setting of her analysis and of its
order and reliability. On a level of strict common
sense she knew of her analyst's part in this. But in
a more pro.found wa! it was the building itselfu,hich
offered this refitge of sufficiency and colm. As with
the heroine of Capote's novel " Breakfast at
Tiffan1,s", for v,hom in the Fifrh Avenue store there
was the assurance that, " nothing bad could ever
happen to one", so for Miss T she and her analyst
undffirentiated in their personal poverty, could
shelter in the basentent of Man,sfield House as she
had u,ith her mother in their years of travelling
to geth er.

Miss T leorned of the move four months before it
was due to happen. She struggled to think about
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w,hat it might mean, but beyond the practicalities
she could not. As the weeks went by, her ponic grev,

and she bitterly reproached her analyst, demanding
help, und.erstanding and an explanation. Nothing
that was said to her lrnd any meaning. It reached a

crisis when she had a tattoo done, u,ltich she

immediately regretted. Identified now w'ith th,is

disfigurement, inseparable from her. own skin, she
wos appalled and terrified by the concreteness of
her action and subsequent despair. Miss T made the
,nove with her analyst and could speak of the sh.ame

offeeling a burden who had to be taken along. Afier
a year, however, and afler a crrsis in v'hich it
seemed as if the analysis had broken down, she

could think of the trauma of what she had lost.

What the analyst came to feel about this patient was
that at the time of the move, she was still in an almost
fused transference. She had not had to provide for a

representation of this in lter inner world.
Developmentally unprepared for the move she was
driven to find some representation of lterself irt
relation to the analyst. Tltis she did in the
semi-delusional enactment of the tattoo, with its
terrifying break-through of printitive affect.

In concluding this section we report our thoughts
about those who left their analyses at or soon after the
nlonlent of transfer. We wondered whetlter they were
patients who would not have been able to accept and
tcllerate an analysis at all, had it not been in a cliniclrl
setting. We feel there was enouglt evidence to supprlrt
this view.

THE SET ING AS A DEFEN,CE AGAINST
DEPBNDENCY AND ENVY

There were many examples availnble from our
shared material to suggest that the Institute AS a neutral
clinical setting had served to defend many of our
piltients against the ackuowledgenlent of their
dependency and envy. One patient for exunple clung
to the notion that his analyst's personal belongings, a
newly upholstered antique couch and chair, were
included as part of a standard pack issued to analysts
by the Institute.

We have decided to describe Mrs Y 's experience
because while illustrating the point about envy attd
dependency, we hope it also conveys something of the
extremity of rage and pain which is stirred up by the
sudden loss of these defences. It seemed, on several
occasions, as if our patients experienced the change as

powerfully as an assault on them.

Mrs Y, o womon in her 30s, had kept her analyst
both at a distance and under her control. The
analyst v,as required to be sonteone onto v,ltont the
patient could unburden herself or whom the patient
could inrpress. Mrs Y had a painfitl and severe
medical condition, cl,early stress related, v,lticlt she
often used to bind people to her witlt guilt or
anxiety. She managed to convey a belief that she
should be looked afier and. not required to make
nutclt contribution herself, The analyst told her

patient of the nnve to her own consulting room two
and a half months before it took place. Mrs Y's
reaction wos to go straight home and paint her
bedroom. The next day she raged at her analyst and
accused her of plotting her downfall. She dismissed
the analysis as useless, and suggested that her
analyst only thought of washing machines. She
called her a housewife with a hobby on the side.
Iater there was some confusion betu,een "hubby 't

and "hobby" and sh.e said she hoped it was the
"hubby t' that was on the side. With tremendous
sadness the patient described how she had wanted
to find a job she could do at home whilst she still
had young children to care for and how her analyst
had gone and done it first. Not only that but her
analyst was "ruhbing her nose in it".
As the weeks passed Mrs Y became fearful that her
analysl w,ould not want, or risk, such an angry
patient in her house. She u,orried about the strength
of her anger and destructive wishes and she was
uncertain whether to view herself as powerfiil or
harmless. By allowing her into her home, the
analyst had sltou,n that she wasn't afraid of her.
Wltilst she felt relief at this she also regretted a /oss
of pouter as she realized that her analyst didn't feel
she needed to see her in a secure place. During this
phase Mrs Y was able to begin to accept just how
destructive she could be, and realized how much
real clamage she had done to her ov,n bod1,, as her
vtct! of getting at someone else.

Mrs Y was sad to lose the grandeur of The Institute,
particularly the spectacular sweep of stairs. In that
setting the analysis could be seen as something
grand, In the analyst's home both she and her
analyst seemed more ordinary. It became clear that
meeting on neutral but glamourous ground had
helped Mrs Y buo1, herself up and had protected her
from the inequality of their relationship, from her
envy of and d.ependency on her analyst. She now
h,ad to acknou,ledge her analyst's independence of
her.

lulrs Y spent the day following her peruil,tirnate
session at the Institute walking around the Area
w,here she had been brought up. She described how
firrious she had been when her parents sold the
house afier she had left home, and how she had
refitsed to go back and pack up any of her things,
Her moth,er had to do it for her. Afew days afier the
ntove menocing und.ercurrents warned of the rage
and disturbances to come. Mrs Y wondered how
prostitutes got their clients to leave. Murderers and
rapi,sts (old themes) reappeared in her ntaterial.
Th en he r p hy si c al illne ss returned. with a
vengeance.

This patient was one who did survive the move.
Despite her anger she felt the analysis was worth
preserving. She recognised how much she would hate
people to treat her as she treated her analyst; she
wouldn't tolerate others trying to stop her having other
relationsh ips.
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To conclude this section we return to the story of
the rnale patient for whom Dr MacCarthy and The
Institute had been important transference objects.

The patient had managed to make the transition
into private practice and had decided to increase
his fees too. Howeven he came back afier the first
holiday break in o desperately pained and hurt
state, furious about his analyst's "lack of interest"
in him. He decided to leave his analysis and fixed
a termination date two weeks hence. During these
we,eks he confided that whenever his analyst
understood something, he was filled with roge. It
seemed to show him she wos able to think which
made h'im feel empty and brain-damaged in
conxparison. While they lived together in the
basement rooms of this great lwuse, the analyst as
the hired hand and he as the little master of the
house, the situation was tolerable. With a change in
the arrangements he would be forced to take back
his projected stupidity, emptiness and sontetlting
wh.ich he felt was disgusting about himself, which
the analyst's apporent lov, status in the institution
had allowed him to deposit witlt her. For him this
wa's inlolerable and. he lefi his anal.ysis.

CHANGES IN THE ANAIXSTS'
REI,ATIONSHIP TO THE CI-,INIC

AND THE TRAINING
We have been speaking of the cltanges our patients

were faced with. We were aware too of our own loss
of relationship to the Clinic and wondered how this
might have played into the experiences our patients
were having. When patients spoke of a fear of our
being unsupported following the move to private
practice there was an element of truth in it. We found
we all reacted differently to the loss of supervision and
relationship to the training and the Clinic. There were
mixed feelings, of course. While missing the support,
we sometimes felt anxious and insecure. At other times
we felt exhilarated at being metaphorically "let off the
Iead " to explore our own style in the privacy of the
consulting room. We were grateful to our patients for
the part they had played in our training and
qualification and at the same time were glad to be able
to be more confronting now that we were no longer
dependent on them to get us through.

As described earlier the forum fur confrontation
was frequently that of deciding on fees. This posed

enormous problems for most analysts. Some were
faced, following qualification, with an open ended
analysis on an almost negligible fee. One analyst had
two patients who were unlikely to be able to increase
their fee to anything like the going rate arrd yet
occupied ten prime hours of her working week. It was
uncomfortable to acknowledge that this could affect a

newly qualified analyst's attitude to hanging on to a
slow and difficult patient year after year. The problem
often arose, we believe, right at tlre beginning in the
first contact between Clinic and patient. Traditionally
the Clinic has needed patients more than it has needed
fees. It is admirahle that the Clinic does have a
charitable aspect, and enables many people who
wouldn't otherwise be able to afford An analysis to

have one. But we felt that in some cases it meant that
an unrealistic fee was agreed because the issue was not
tackled in the consultation. Presumably the consultant
was concerned to find suitable patients for the students
and that was uppermost in her mind.

We recognise that newly qualified analysts now
receive a continued subsidy. We wondered whether,
whilst helping the individual analyst, this might
actually have the effect of putting off the serious
analysis of this central issue even further.

We were concerned that our patients might have
picked up some of our dilemma about low fees. They
could well have felt triumphant at having us tied to
them, and/or fearful of our possibly changing attitudes
to them or troubled by being a burden on us-.

A further important change, in some ways similar
to that being experienced by our patients was
happening in our own analyses. We were all wrestling
with the decision whether to stay or leave. For those
who ended their analysis there was working-through
and mourning to be done, and for those who stayed in
analysis there was a sense of a very different
experience with the loss of the training element, and
an acknowledgement of our need.

We don't feel able to pinpoint exactly the effect
these changes had on our patients. Rather we mention
them because we find it hard to believe both that they
wouldn't be picked up by our patients at some level
and that we would always be able to distinguish
between our own anxieties and those of our patients.

One example may be relevant here.

Afemale patient lefi her analysis at the point where
her analyst u,as moving from the Clinic to private
rooms. While .fear of a psychotic breakdov,n and an
emerging homosexual lransference were
parantount in her decision to leave, th.ere was
anolher .factor. She wrote to her analyst, "....|'ve
been made redundant and this has pronxpted me to
reossess my position in a number of area,.... " She
had indeed been made redundant and hadfinancial
difficulties although this possibility had been
discussed in the analysis, and an arrangement
ahout reducing fees had been made, should this
arise. But had th,is patient's awareness that she was
no longer necessary lo the analyst, and in that sense
no longer in control of h.er analysis, made her feel
redundant ?

TABOOS AND BI,IND SPOTS

From all that has gone before we hope that we have
made the,point that with the move to private practice
and the end of the subsidy, issues whiclr had previously
gone unnoticed quite often came irrto sharp relief. At
this point there was a sudden loss of defences which
could make or break the analysis.

Recognising this led'us to question whether we, our
supervisors, seminar leaders, peers and patients had
previously had blind spots wlrich had created "no go"
areas in tle analysis. These areas particularly concern
the decisions on fees and the meaning to the patient of
paying a low fee to an institution rather than directly
to their analyst. Equally important is the question of
dependency and who is dependent on whom. The
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analyst's fear of losing her patient, while in training,
is a very real fact. One area which we haven't focused
on above is that of our trainee status.

Mr C knew which day his analyst received
sttpervision. He taunted her about lter need for
supervision and her inability to have her own ideas
on other days of the week! Altltough there was
contempt in his tatmts there was also a sense of
relief and reassurance in knowing inm iltere wos
somebody helping his analyst. This was a patient
wlto h,ad lost his father during his childhood and

feare! the loss of his analyst's superuisor as a
familiar catastrophe.

This patient was unusual in that it was possible to
talk to him about this as he brought the material so

directly. One other patient spoke freely about his
analyst's trainee status and used it cons[antly in an

attempt to control her. However, we felt in most cases

it was often such a delicate arid resisted area, touching
ns it did on our own anxieties about our competence in
the early stages, that some patients steered clear of the
subject in order to protect the narcissistic vulnerability
of their analysts.

Perhaps the real meAsure of the strengtlt of the uaboo

is expressed in the dearth of literature on the subject..
Our search was probably not exhaustive, but we found
very little with the noticeable exception of M Pltilip
Luber's article - " A Patient's Transference to the

, Analyst's Supervisor: Effect of Setting on the Analytic
Process ". tL' He found that the patient's fantilsies
about the analyst's trainee st:ttus and the fact of
supervision were frequently avoided.

Mrs B asked her analyst about her student status at
the prelintinary interview. The analy.st itt reply
wondered if the patient feared that the analyst
would not be competent to help h,er u,ith her
clfficulties. A perfectl.v proper response! However,
when it came to the transfen the analyst felt that
there was an interest in her changing status in the
patient's material. Sh,e raised it with her patient
v,ho replied, "Oh no. We dealt with that in the first
rneeling". The subject was hurriedly and anxiousll,
closed by the dwiful patient.

We speculated that the patient had picked up, in her
first communication, that, this was a "no go" iuea alrd
lmd become unable to think about it or explore her

thouglrts and fantasies arising from it.We wondered
too if our suFlervisors and seminar leaders had also
been protective of us in suggesting consistently that
we were analysts, that this was an ordinary analysis
like any other written up in the books and journals
when clearly the reality is that these are extraordinary
analyses with different parirmeters and ingredients. We
feel that the differences are valuable in themselves, but
perhaps due to our anxieties some of the interpretive
mileage was lost. We are not necessarily advocating a
declaration of our trainee status or suggesting that by
declaring it the problem would go away. Rather we are
saying, 8S we did with the question of fees, that we
need to be clear about the reality and willing to keep
space available in our minds for both our own and our
patient's exploration of the subject.

We wondered why during the training little mention
is made of the fact that it is a training for private
practice. There seems to be a taboo surrounding the
whole question of fees and little preparation for
clealing with them. Perhaps Freud can shed light on
this.

In his "Papers on Technique" 13, Freucl points out
that " An analyst does not dispute that money is to be
regarded in the first instance as a medium for
self-preservAtion and for obtaining power; but he
maintains that, besides this, powerful sexual factors
are involved in the value set upon it. He can point out
thirt money matters are treated by civihzed people in
t he same way as sexual nratters with the same
inconsistency, prudishness and hypocrisy".

Could it be that we all need some further analysis
before this aspect of the work can be taught without
difliculty in the training ?

CONC[,UDING REMARKS
We hope that in this paper we have drawn attention

to the drama of this phase of these analyses for both
patient and analyst. We feel it is a phase which tends
to lack attention coming as it does after seminars and
supervision. We have found it to be fascinating and
important yet little described and discussed.

We hope too, to have highlighted how unlike an
analysis in private practice and a Clinic Analysis is,
and by inrplication what a lot we are asking of our
patients when we transfer them at the end of two or
three years.
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