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Dear Fellow Members, 

ISSN 1077-0305 

      Those of us who were able to come to our Annual 
Meeting in Cancun had a most enjoyable time. Thanks to 
Laurie Levinson, Janet Szydlo, and their Program 
Committee, the scientific sessions were stimulating and 
productive ones. Our three English guests — Mark Solms, 
Peter Fonagy, and Mary Target — presented informative 
and challenging papers and both Peter Blos’ discussion of 
Solms’ paper and the ensuing discussion groups raised 
many important issues about the mind-body relationship in 
psychosomatic conditions in children. 
      Jack and Linda Pelaccio did a superb job in making 
arrangements for the meeting and the gala dinner party and 
we owe them much thanks for their diligent efforts on 
behalf of the ACP. 
      Sharing the experience in Cancun with colleagues from 
various parts of the country underlined the feeling that I've 
long had that our Annual Meeting provides a unique and 
invaluable opportunity for all of us to get together, 
exchange ideas, and have a relaxing and enjoyable time 
together. Since at this point, regional meetings are not 
regularly scheduled activities, our Annual Meeting offers 
the opportunity for an ingathering of members and 
therefore constitutes our most important event of the year. 
      I hope that all of you will be able to attend next year's 
meeting which is scheduled for the weekend of April 3 - 5 
in Boston. The theme of the meeting will be the 
"Obsessional Child" and the program committee is 
arranging what should be a superb program. We are very 
fortunate that Dr. Donald Cohen, of the Yale Child Study 
Center, who has done important research in the area of 
obsessional symptoms in children, will be the Marianne 
Kris lecturer for 1998. 
      Some members find the expense of the hotel 
accommodations a strain on their budget. For those 
members we will make every effort to find 

accommodations in the homes of colleagues in the Boston 
area. Should you require this arrangement, please contact 
Jack Pelaccio. It is also possible for us to offer a reduction 
of the registration fee for those who find the full fee to be a 
burden for them. As part of our outreach effort, we plan to 
offer a selected number of trainees in child mental health 
from the Boston area an opportunity to attend our meeting 
and the Sunday afternoon workshop for mental health 
professionals without charge. 
      At the meeting of the Executive Council in Cancun, a 
number of items of interest to all of our members were 
discussed. It was agreed that it would be advantageous if 
we could arrange programs for mental health professionals 
immediately following the meetings of the American 
Psychoanalytic Association. These meetings would be in 
addition to the workshops held in conjunction with our 
Annual Meeting. If such clinically-oriented programs could 
be held on Sunday afternoons immediately following a 
meeting of the American, it might be possible both to tap 
into the reservoir of mental health professionals already on 
hand for that meeting, and to obtain a conference room at a 
favorable rate. Karen Marschke-Tobier, chair of our 
Extension Committee, is looking into this possibility and 
her group will be aided in this project by the Program 
Committee. They will also be arranging the workshop for 
mental health professionals to take place in Boston. 
      After reviewing the grant proposals that we received, 
one from the New York Psychoanalytic Institute and one 
from the Chicago Institute for Psychoanalysis, the 
Executive Council voted to approve both applications. 
These grants are intended to support the analyses of 
children from low income families by providing financial 
assistance to colleagues who are treating these children. 
      The Council reiterated the principle that this aid is 
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intended for colleagues whose incomes are not large and for 
whom taking a low fee case into analysis constitutes a 
financial hardship. Some inquiry into the financial status of 
the applicant is necessary to avoid our giving aid to 
colleagues who do not actually need it. Grants must be 
matched by the sponsoring organization. 
     In the past the recipient of a grant was asked to make a 
presentation about the case at a meeting of the ACP. This 
has not been done recently, but the Executive Committee 
agreed that it would be desirable for us to have reports about 
the case, and possibly a presentation of it, from time to time. 
Such reports would not only help us ascertain the need for 
continued aid, but would provide us with a record of the 
kind of cases that the ACP is supporting. 
     The requirements for collegial membership were 
reviewed by the Executive Committee. The Committee 
reaffirmed the principle that to be eligible for collegial 

membership, an individual must have made a notable 
contribution in an area related to child analysis. While 
supporters and friends of child analysis are highly valued 
colleagues who should be encouraged to receive our 
Newsletter, attend our meetings, and otherwise participate in 
whatever way is suitable in the activities of the ACP, such 
support and friendship does not in and by itself qualify an 
individual for collegial membership in our organization. 
Those who wish to nominate an individual who meets the 
criteria for collegial membership should write to me, 
outlining the nominee's credentials and the reasons for 
making the recommendation. Two sponsors are needed to 
support the recommendation, which is reviewed by the 
officers and the Executive Council. 
      At the Business meeting, there was a discussion of 
possible sites for the 1998 Annual Meeting. Santa Fe and 
Seattle emerged as the prime candidates. Each had its vocal 
supporters. The decision will be made in December at the 
next meeting of the Executive Council. We welcome the 
views of the members about this issue. Please send your 
comments and reactions to me at our central office. 
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      As you know, the ACP is a sponsorship organization. 
Proposed new members must be sponsored by two full 
members. It is the obligation of all sponsors to make certain 
that any individual whom they sponsor is a person of good 
character who meets the highest ethical and moral standards. 
We rely heavily on the sponsors to ascertain that this is so. 
In your sponsorships please give this matter very careful 
consideration. 
      An issue of importance to all members arose at our 
meting in Cancun. At that time I introduced a proposal to 
increase the size of the Executive Committee by the 
inclusion of a nonvoting candidate member. I offered this 
proposal because of my conviction that our candidate 
members, a rapidly growing segment of the membership, 
should have direct representation in the administrative body 
of the ACP. It is my belief that such representation would 
not only give to candidates a needed voice in the 
deliberations of the Council, but would enhance the work of 
the Council by providing it with direct input from the 
candidate group. 
      While two councilors disapproved of my proposal, 
arguing that membership in the Council should be limited to 
graduates, that candidates did not have enough experience to 
serve on the Council, and that in any case, to put them in 
that situation might prove disruptive to them, most of the 
councilors shared my viewpoint. In fact, the councilors 
voted by a large majority to add two candidate members to 
the Council. These members would be elected for three-year 

terms from a slate of four presented by the Nominating 
Committee. The eligibility of the candidate members to 
serve on the Council would be contingent on their remaining 
candidates. 
      Although passed by Council, this proposal must be voted 
on by the membership as it requires a bylaw change. In the 
Fall you will receive information about a special meeting 
that I will call to discuss the proposal, as well as a mail 
ballot for the purpose of voting on the bylaw amendment. In 
the meantime we welcome your thoughts and opinions 
about this matter. Please let me know your views. Also, if 
you would like to form a committee or otherwise participate 
actively in the ACP, contact me one of the other officers of 
the Association. We want as many of our members as 
possible to be active in the organization. And don't forget to 
let Leon Hoffman know about any outreach efforts in which 
you are engaged or which are being carried out in your 
geographic area. Leon is compiling a comprehensive list of 
such activities. When it is complete, we will discuss ways 
and means by which the ACP can help promote these 
efforts. Along with Perry Branson, Leon is currently 
developing our Web Page on the Internet. Watch for it soon 
and send your comments and reactions to Leon. 
      I want to wish each of you a most enjoyable and restful 
summer.                                 

President’s Message . . . 

Roy Aruffo (Houston) writes that, for 
six or seven years now he has been 
working in nursery schools in a 
teacher/education project. “What 
looks like teacher education actually 
has a surprising, powerful, therapeutic 
effect on the children, families, and 
the school. Basically I hold weekly 
conferences in the same school. We 
talk about individual children, usually 
children who are problems to the 
teachers. We try to understand them 
in a simple unspoken psychoanalytic 
frame of reference. The conferences 
have teachers present, the principal 
present, and sometimes parents are 
invited. Basically what happens is that 
children are enormously more plastic 
than I ever thought. Preschool 
children are largely driven by how 
their parents are treating them and 
often parents and teachers can change. 
I know that a few words from a 

consultant does not basically alter the 
psychopathology from a parent, but, 
often parents change just enough to 
allow the child to grow.” Interested 
members may e-mail him at 
Raruffo@aol.com 
 
Anne Hayman (London) writes to 
alert ACP members to the fact that a 
g r o u p  o f  e x - S o u t h - A f r i c a n 
psychoanalysts and psychoanalytic 
psychotherapists (of children as well 
as adults) are working towards 
establishing psychoanalysis in the 
new South Africa. They are planning 
a Psychoanalytic Conference to be 
held in Capetown from April 3-5, 
1998. [See entry in Calendar of 
Events, p. 35.] 
 
Leon Hoffman (New York) writes: 
The Parent Child Center has just 
organized a Friends of The Parent 

Child Center of The New York 
Psychoanalytic Society. The aim of 
the Friends is to promote and support 
the activities of the Center, 
particularly its unique value and the 
general applicability of the principles 
utilized in the Center to parenting and 
child rearing. In May of 1997, at its 
inaugural function, the Friends will 
honor Erma Brenner for her 
contribution to understanding the 
significance of play in the mother/
baby relationship. Her commitment to 
teaching the staff of the Center how to 
apply her knowledge to its work with 
mother/baby groups has inspired the 
staff enormously. If you wish to 
participate in honoring Erma Brenner 
or for further information about the 
Center and the Friends call 212-879-
6900 or write to 247 East 82nd Street, 
New York, NY  10028. 

Around the ACP 
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Dear Editor: 
 
      At the Cancun meeting in March, Dr. Peter Fonagy, 
Director of Research, and Dr. Mary Target, Deputy Director 
of Research at the Anna Freud Centre presented their paper 
“Changing Aims of Child Psychoanalysis: The Interface 
with Empirical Data.” To listen to this paper was a startling 
and sad experience for me. While understanding the 
authors’ tribute to George Moran, I was astonished by the 
lack of respect paid to Anna Freud and the scant recognition 
of the scrupulous research work carried out by her and her 
colleagues. The lack was not remedied by the sole mention 
of Anna Freud in the last sentence of the presentation; this 
was apparently an afterthought as it does not appear in the 
text. 
      It was also a bewildering experience; it was hard to 
relate to the authors’ thinking because so many familiar 
landmarks of the structural theory had been dismantled -- 
the mutual interactions of the drives, ego and superego, the 
role of varied defenses, neurosis as a compromise 
formation, to name but a few. 
      The authors state that, “Little of what we say will be 
new and what is, you will probably think, is not 
true”  (Fonagy & Target, 1997, p. 1). It was rarely clear 
what they themselves saw as new because references to 
previous research in the field of child analysis were so 
sparse. Among the 63 references I could find only two 
papers by Hampstead staff written in Anna Freud’s lifetime, 
none by Anna Freud herself. Publications by child analysts 
in general were far outnumbered by those from other 
disciplines. This already raises the issue discussed by E. 
Furman of the difficulty of comparing outcomes when 
different research methods are used (Furman, E., 1992, pp. 
341-344). 
      It did appear that Drs. Fonagy and Target believe that 
the study of over 750 case records in itself gives their work 
a new validity. While not unacquainted with the concepts of 
validity and statistical significance, I do not believe these 
are the real issues here. In contrasting “analytic anecdote” 
with their data, they do not acknowledge previous research 
studies of smaller groups of patients such as Daldin’s (1992) 
study of 25 children who showed assaultive behavior in 
analysis -- this though the cases described must have been 
reviewed as part of their aggregate number. It is as though 
the quality of a concert were to be judged adversely if 
performed by a string quartet rather than by an orchestra of 
a hundred players. 
      One development which is certainly new in recent years 
at the Anna Freud Centre is the use of DSM terms based on 
symptoms or behavior manifestations. This usage is referred 
to more extensively in the authors’ previous paper, 
“Predictors of Outcome in Child Psychoanalysis: A 
Retrospective Study of 763 cases at the Anna Freud 
Centre” (Fonagy & Target, 1996). On page 41, for instance, 
“disruptive disorders” which included “conduct disorder, 
oppositional defiant disorder and attention deficit 

hyperactivity disorder” are contrasted with emotional 
disorders. Similarly, in a comparison of clusters A and B 
patients in the present paper, Cluster B patients are said “by 
school age” commonly to meet “diagnostic criteria for 
attention deficit hyperactivity disorder, separation anxiety 
disorder or mood disorder” (Fonagy & Target, 1997, pp. 3-
4). 
      The important difference between the former research 
studies and those by the authors does not lie in the numbers 
involved in their data, but in the fact that in the former 
studies data were studied metapsychologically. See, for 
example, Sandler et. al. (1962) and Rosenfeld & Sprince 
(1965). 
      It is well known that Anna Freud regarded diagnoses 
based on symptomology or symptomatic behavior as 
meaningless. See, for instance, her discussion of descriptive 
versus metapsychological assessment in Normality and 
pathology (1965). Referring to childhood disturbances she 
writes, “As in the field of adult analysis the descriptive 
nature of many of the diagnostic categories runs counter to 
the essence of psychoanalytic thinking, since it emphasizes 
the identity of or difference between manifest 
symptomatology while neglecting those of the underlying 
pathogenic factors . . . But such a schema does nothing to 
advance deeper understanding in a metapsychological sense. 
On the contrary, whenever the analyst accepts diagnostic 
thinking on this level, he is inevitably led into confusion in 
assessment and subsequently to erroneous therapeutic 
inferences” (pp. 110-111). Anna Freud illustrates her point 
by contrasting the metapsychological versus descriptive 
approaches to symptoms such as temper tantrums, truancy, 
and separation anxiety. 
      In their 1996 paper, Drs. Fonagy and Target state that 
they “are currently working on ways of coding the 
children’s adjustment in analytic terms for use in 
prospective outcome studies using a method of assessment 
based on the Diagnostic Profile” (p. 64). One wonders how 
this Profile, a metapsychological assessment based on the 
structural theory, can be combined with symptom diagnosis, 
especially as the structural theory appears to be so alien to 
the authors’ way of thinking. 
      I should like to address next what appear to be 
misapprehensions about the practice of “classical analysis.” 
This term I take to mean the technique which has its 
theoretical basis in the structural theory as formulated by 
Sigmund Freud (1923, 1926) and Anna Freud’s The ego and 
the mechanisms of defense (1936/1966). [See also her 
discussion of symptom formation in Indications for child 
analysis (1945, pp. 127-149).] 
      It is variously suggested in the authors’ two papers that 
the technique of classical analysis is rigid, is concerned with 
deep interpretations, and lacks playfulness and humor 
(Fonagy & Target, 1996, pp. 59-60), focuses on the 
“eroticised transference” (Fonagy & Target, 1997, p.7), and 
that analysts using this technique “expect children to 
transfer their thoughts and feelings about their parents on to 
them” instead of working “in the transference” (Fonagy & 
Target, 1997, p. 15). For example, after suggesting that “a 

(Continued on page 5) 
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junior woman analyst” made an ineffective “deep 
interpretation” because of her inexperience, the authors 
change course and suggest instead that in making such an 
interpretation, the analyst was “following the classical 
model of analytic work” (Fonagy & Target, 1996, p. 5). 
Participants in Anna Freud’s case seminars will remember 
her strong distaste for deep interpretations, a distaste which 
is also expressed in Normality and pathology (1965, p. 13). 
      An equal irony can be found in the authors’ views 
quoted above concerning the role of the transference in 
“classical” analysis. Anna Freud was well-known to be 
skeptical about the role of the transference in child analysis 
and required others to provide convincing evidence of 
transference manifestations. One example of her thinking 
can be found in her comments on the case of Karen in 
Discussions on transference, the treatment situation and 
technique in child analysis (Sandler, Kennedy & Tyson, 
1975, p. 434), where Karen was seen by her to be displacing 
her current behavior with her mother to the therapist, rather 
than reliving a past experience. 
      Fraiberg (1951), Rosenfeld (1953), Geleerd (1967), 
Harley (1967), and E. Furman (1980) have paid scrupulous 
attention to transference issues. The last author clarified the 
distinction between externalization of conflict and 
transference, and showed how mistakes can be made when 
the latter is interpreted instead of the former. 
      The rich literature of the last forty years which addresses 
the technique of child analysis indicates that this is not a 
rigid, strait-jacket methodology but rather one in which 
there is a continuous search for greater understanding of the 
technique which will facilitate analytic process. The 
writings of Bornstein (1945, 1949) and Frankl & Hellman 
(1962) are among many which recognize the analyst’s need 
to understand and respond flexibly to the patient’s 
immediate ego states. The latter authors recognize that this 
has been a longstanding issue in analysts’ thinking when 
they write, “Problems of choice of interpretations, including 
what Freud referred to as tact, as well as timing and 
formulation must play a constant part in the analyst’s 
thinking” (p. 333). 
      Dr. Frankl, a previous Director of Research at the 
Hampstead Child Therapy Clinic, was also the author of  
“Some Observations on the Development and Disturbances 
of Integration in Childhood” (1961). She gives examples in 
this paper of how the therapist’s approach fosters a child’s 
ability to integrate. For example, a therapist used doll play 
to dramatize a painful separation experience for her patient, 
Edward. This allowed him, for the first time, to use the dolls 
himself “to express his fantasy in an organized form” (pp. 
152-3). 
      Perhaps the term “classical analysis” should be retired 
since it has become a devalued one. It seems now to have 
reverberations from the use of the phrase “classical 
languages” to mean “dead” ones in contrast to living 

languages with a continuous pulse. 
      There were several issues that I found confusing in the 
authors’ discussion of “developmental help” (Fonagy & 
Target, 1996, 1997) as contrasted with what they term “the 
conflict and insight oriented approach” (1997, p. 16). They 
advocate a shift from the latter approach in the treatment of 
those with the severe emotional disorders they have grouped 
together in clusters A and B (1997, p. 4). In their 1996 
paper, though, they contrasted their views on the origins of 
these disorders with those of self psychologists, clarifying 
their own view that “the origin of the disorder is rooted in 
notions of conflict rather than deficit” (p. 63). 
      While the authors appear in this paper to make a sharp 
contrast between the two types of treatment (see Fonagy & 
Target, 1997, p. 16, Conclusion), they also anticipate that in 
“a forthcoming book they and their co-authors aim to 
provide an integrated view of both traditional technique and 
what has come to be known as developmental help” (1997, 
p. 13). 
      It seems likely that, in fact, there is no clear-cut 
distinction between developmental help and “the conflict 
and insight-oriented approach.” The authors’ suggested 
means of developmental help will have a familiar ring for 
the analysts of young children, whatever the diagnosis. 
Their analyses inevitably include help with containment, 
with understanding and verbalizing of feelings, with 
distinguishing between inner and outer reality, as well as 
interpretation of conflict. In some cases the early stages of 
treatment will consist mainly of this kind of developmental 
help. I surmise, too, that at least some of the patients with 
“severe emotional disorders” would also later need help 
with recognition of psychic conflict. See also E. Furman 
(1991) and R. Furman (1995). 
      Probably  most analysts would agree with Drs. Fonagy 
and Target that children “with severe psychological 
disorders” (1997, p. 13) are deserving of intensive 
treatment. The authors do not recognize the category of 
neurosis in this paper but many would also see children with 
this illness as deserving of such treatment too. In Indications 
for child analysis (1945), Anna Freud clarified the 
relationship between rigid defenses and crippling loss of 
function (pp. 127-149) and wrote memorably, “The 
incidence of an infantile neurosis acts like a calcification in 
the middle of a living organism” (p. 143). 
      I think that decisions about the recommended form of 
treatment should not be influenced “by the views of 
behaviorists, cognitive therapists and those practising 
systemic work with families” (Fonagy & Target, 1997, 
p.16), but rather by the child’s treatment needs determined 
by a metapsychological assessment and by the parents’ wish 
and ability to support the recommendation. 
      Finally, psychoanalysis has been under “savage 
attack” (Fonagy & Target, 1997, p. 16) for 100 years and 
placatory decisions to treat certain patients in particular 
ways will not ward off such attack. Analysts must rely, 
therefore, on their own diagnostic and treatment skills and 
their own integrity, assisted, if they are fortunate, by the 
scrutiny and support of their work from discerning 

(Continued on page 6) 
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colleagues. 
 
Sincerely, 
 
Elizabeth Daunton 
Cleveland, Ohio 
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Dear Editor: 
 

Thank you very much for offering us an opportunity to 
respond to Mrs Elizabeth Daunton’s well-thought out and 
comprehensive critique of our paper.  

First of all, we should say that we find ourselves in 
agreement with much of what she says, and differences 
between her perspective and ours broadly lie in the 
inferences which she draws from her description of our 
work, rather than her factual description of it. 

To address the issues she raises in turn.  
(1) Both of us have been enormously influenced by the 

work of Anna Freud. In our first presentation (Fonagy, 

Moran, Edgcumbe, Kennedy & Target, 1993) of the model 
presented in Cancun, as well as in the main report of our 
retrospective study (Fonagy & Target, 1996), we attempted 
to make explicit the close links between the developmental 
ideas proposed there and those of Anna Freud. In a book 
with Rose Edgcumbe, Jill Miller and George Moran 
(Fonagy et al., forthcoming), these links are reviewed 
extensively. However, the presentation in Cancun was 
explicitly intended as an attempt to look at the current 
interface with empirical research, rather than to provide a 
further review of the development of these ideas. We were 
surprised and sorry that Mrs Daunton took the fact that we 

(Continued on page 7) 
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did not repeat earlier acknowledgements as a lack of respect 
for Anna Freud, and that our mention of her was seen as an 
“afterthought”. In our view, there is a danger in the citation 
of theorists, however eminent, in place of evidence; this is a 
feature of much psychoanalytic writing, and we have been 
accused of it ourselves. In the Cancun presentation we felt, 
clearly wrongly, that we had sufficiently acknowledged the 
continuity with previous theorising and research at the 
Hampstead Clinic in earlier papers, and the reason that this 
presentation focussed more on the work of people from 
other disciplines was, as we have pointed out, because this 
was the declared purpose of that particular occasion.  

A further reason for not repeatedly claiming theoretical 
descent from Anna Freud’s tradition was that we have 
sometimes been thought to be mistaken in this. At times it is 
asserted that all this has been said (theory) and done 
(technique) before; at other times it is said that these ideas 
are wrong, show no relationship to psychoanalysis proper, 
and so forth. We decided for the presentation at Cancun not 
to claim kinship with Anna Freud, but to let the ideas be 
judged on their own merits, in relation to current 
developmental research. Mrs Daunton clearly found little 
merit in them except to the extent that they echoed earlier 
formulations, and this we have to accept. 

(2) Regarding sample size, we are under no illusion 
that the size of an orchestra defines the quality of the music; 
it does, however, define the genre. Not linking our findings 
to previous small-scale research is justified by the 
“difficulty of comparing outcomes when different research 
methods are used," a point eloquently made by Mrs Daunton 
herself. Nevertheless, one of us (MT) did carefully read the 
material from earlier Hampstead research groups and 
clinical discussions relevant to the ideas presented; these 
reviews have often contributed substantially to our thinking, 
particularly to the book written with experienced child 
psychoanalysts, Rose Edgcumbe and Hansi Kennedy, who 
worked alongside Anna Freud and who attended the 
research groups (Fonagy et al., forthcoming). MT is also 
familiar with Daldin’s (1992) study, to which Mrs Daunton 
refers, having helped Dr. Daldin to find the relevant clinical 
material, while carrying out the chart review study which 
we reported. Our intention was not to ignore these 
contributions, but rather to present a different type of 
research which we believe can supplement the smaller-scale 
studies of particular groups. That we are not dismissive of 
smaller studies should be clear from our acknowledged debt 
to George Moran, whose major work with Peter Fonagy was 
of just such a sort: An in-depth study of the psychoanalytic 
understanding and treatment of brittle diabetic children. 

(3) The specific point about using symptomatology vs. 
metapsychological study of psychopathology, as a basis for 
reporting outcomes, is an objection which we know to be 
shared by many psychoanalytic colleagues, and one which 
we have considered very seriously and briefly discussed in 

our JAPA overview paper (Fonagy & Target, 1996). The 
major difficulty is that it would have been very difficult or 
impossible to obtain meaningful metapsychological 
descriptions of the 763 cases in the study. We think that 
most analysts would agree that trying to arrive at such 
formulations on the basis of old case files would have been 
rather foolhardy and naïve. One of us (MT), however, being 
both foolhardy and naïve at the time, attempted this. What 
she discovered was that it was not possible for child analysts 
trained at the Centre even to reach adequate reliability on 
the question of which of Anna Freud’s five diagnostic 
categories a child should be placed in; if one then tried to 
construct a simplified diagnostic profile retrospectively, 
agreement with the original profile’s judgements was also 
very poor. We have concluded that, certainly for 
retrospective data, it is not possible to arrive at summary 
descriptions of psychopathology which different analysts 
can agree on sufficiently for inclusion in attempts to predict 
outcome, while the DSM categories were possible to assign 
with very high reliability against independent experts. We 
would also point out that the measure of adaptation used in 
this study was specially designed for it, and was intended to 
reflect the thinking in Anna Freud’s concept of 
developmental lines; to this extent at least, we tried to 
supplement descriptions of symptomatology with indicators 
of adaptation sensitive to developmental deviations and 
distortions. 

(4) On the central issue of technique, while accepting 
that our descriptions may sometimes have been clumsy or 
crass, we were trying to get closer to what does seem to be a 
shift of emphasis. We would agree that some of the 
techniques which we have made bold to criticise are not 
necessarily what would have been intended or approved of 
by Anna Freud; there is a well-known discontinuity between 
theory and technique. We feel, having read a large number 
of collections of weekly reports, that some people treated 
cases at the Centre by trying to follow a “classical” model, 
by which we mean that they reported having made 
interpretations in terms of the dynamic unconscious, or 
interpretations in sexual terms, where this was not 
appropriate to the level of ego functioning available to the 
child. We have gathered quite a considerable number of 
examples of such treatments, and feel that this statement 
could be substantiated. Further, it is our impression that this 
kind of analytic technique was not helpful for children with 
severe personality difficulties, and we have some 
preliminary evidence to support this (Target & Storm, 
submitted). 

We make no claim at all to be the first to put forward 
this type of technical recommendation; we are aware that 
earlier staff members at the Hampstead Clinic did, as Mrs 
Daunton states, make similar suggestions, and we are quite 
consciously trying to build on this basis. In previous papers 
where these recommendations have appeared, we have 
referenced them from work reported over the past 25 years 
(citing for instance Bene, 1977; Sandler, Kennedy & Tyson, 
1980; Kennedy & Moran, 1991). Whilst we accept that the 
technique is not new, we would maintain that the theoretical 

(Continued on page 8) 
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framework for it is somewhat fresh. In two recent papers 
published in the International Journal of Psycho-Analysis 
(Fonagy & Target, 1996; Target & Fonagy, 1996), we have 
attempted to link the playfulness of therapy with the normal 
development of psychic reality (conceptualised in Freud’s 
classical sense). The creation of a pretend world in therapy 
dovetails with the stance taken by the parent in entering the 
imaginary world of the child in a very real way, thus 
assisting the child in integrating internal realities previously 
experienced as either concrete or imaginary, into a 
genuinely symbolic mode of representing mental states. 

(5) Our only point of major disagreement with Ms. 
Daunton is in her unqualified recommendation of 
psychoanalysis for neurotic children. While there may 
indeed be good reasons for recommending intensive 
treatment for a neurotic child, we have found no evidence of 
a marked difference between the outcomes of intensively 
and non-intensively treated neurotic cases, in terms of 
overall adaptation and symptomatology. Notably, this 
probably does not apply to the youngest (preschool) 
children, where intensive treatment appears to be associated 
with significantly greater benefit. While absence of 
evidence is clearly not evidence for the absence of an effect, 
in the light of the great sacrifices which families of children 
in analysis are normally expected to make, we feel that it is 
not helpful to suggest that analysis is the treatment of choice 
no matter what the presentation. This kind of a priori 
assumption might have contributed to the “savage attack” 
on psychoanalysis, which we believe can be fended off 
partly through systematic investigations demonstrating the 
effectiveness of psychoanalysis with methods acceptable to 
the entire mental health community, not just “discerning 
colleagues”. 
 
Yours sincerely 
 
Peter Fonagy & Mary Target 
London 
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[Drs. Fonagy & Target invite those readers who would like 
a copy of their paper to write them c/o The Psychoanalysis 
Unit, University College London, Gower Street, London 
WC1 6BT  UK.] 
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From the Communications Committee 
 
At Cancun the Communications Committee began to organize 
further the outreach activities of members throughout the 
country. If you participate in any outreach activity which would 
be useful for other members to know about and perhaps utilize 
in their local areas please contact Leon Hoffman at 212-249-
1163 or at 73542.334@compuserve.com. 
 
The committee is in the process of planning for an ACP World 
Wide Web Page. 
 
We also have organized two e-mail lists for the ACP: 
      a) A communications list and  
      b) A pre-school list. 
 
All those interested in joining either or both lists please send 
your requests to Leon Hoffman: 73542.334@compuserve.com. 
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      This paper is a sequel to an earlier one which had found 
psychostimulants used in a ratio of 250:1 in America as 
compared to eight European countries. Two causes for this 
extraordinary discrepancy had been noted: The much more 
strict governmental control of these drugs in Europe; and the 
very different diagnostic approaches. In Europe, essentially 
following Rutter, there are two forms recognized of the 
hyperkinetic child, who is descriptively identical with the 
American ADHD child; an intermittent “situational” one 
and a constant “pervasive” one, the former not considered a 
disease entity. With the increase in recent years in this 
country of symptom diagnosis, something codified with the 
appearance of DSM-III in 1980, both forms of hyperkinesis 
have been considered disease entities, attention deficit 
disorder with or without hyperactivity. 
      After noting what a radical departure DSM-III had been 
from its predecessors and noting, as had been done in DSM-
I and DSM-II, the rare instances where a symptom diagnosis 
and symptom eradicating treatments were appropriate, the 
present paper was directed to the problems caused for 
children by the all-inclusive symptom diagnosis practiced in 
this country. These were examined under four headings: 
Theoretical, clinical, scientific, philosophical. 
      The first of the theoretical problems concerned the 
“unity of science” approach popular in the 60s and 70s 
which had been used as a base for the DSM-III thinking, an 
approach which Margolis, a professor of philosophy at 
Temple University, says is under serious review and 
question as no model of science (can) be fitted equally to 
physics and psychiatry. Also theoretically questionable is 
the concept that DSM-III is “atheoretical” as claimed by its 
supporters. In explicitly rejecting the DSM-III approach in 
1980 and in constructing their own nosology for childhood 
disturbances, the French child psychiatrists remarked that 
“choice of a classification is never neutral” and Goodman, 
from the Minnesota Institute of Psychiatry, stated that, “An 
atheoretical diagnostic classification is not only unrealistic 
as a claim but also undesirable as an ideal.” 
      Many of those whose fields span philosophy and 
psychiatry were quoted in substantiating the point that 
DSM-III is totally undynamic in its orientation, instead 
combining cognitive, behavioristic and biological points of 
view. Attention was particularly called to those in this 
unique group of professionals who stressed that the current 
state of knowledge in psychiatry could not properly allow 
the exclusion of any scientific orientation at this time. 
      In approaching the clinical problems the concept of “co-
morbidity,” currently in vogue in symptom diagnostic 
thinking, was questioned as a sound medical concept, 
leading, as it does, to an isolation of aspects of a child’s 
difficulties. At the opposite end of this spectrum is the 
inclusion under one descriptive label of many totally 
different entities. The French had pointed this out about the 

treatment of phobias in DSM-III. Another example was 
brought in regard to obsessive compulsive symptomatology 
which can represent normal developmental aspects of 
toddlerhood or the transition into latency, or a full blown 
neurosis or a mechanism utilized to try to hold together a 
fragmented personality. 
      Two clinical examples were brought of children seen at 
the Hanna Perkins School in Cleveland who had diagnoses 
of ADHD but who had entirely differing pathologies which 
were successfully approached clinically in their 
individualized treatments without any recourse to drugs. 
      The scientific problems associated with symptom 
diagnosis which were addressed were those dealing with 
research. When focus is removed from intrapsychic 
processes, one is left only with external appearances, with 
symptoms, which then must be approached statistically. 
This leads to the questionnaire form of data collection. 
Furman raised the question about the accuracy of 
questionnaire data gathering for child psychiatric research as 
parents are commonly known to be inaccurate with 
questions that impinge on their conflicts (which naturally 
relate to those in their children). In like fashion he 
questioned the non-discriminating use of statistical analyses 
of data about emotional development as the latter involves 
so many variables that alter so during the course or life of 
the system under study, altering other variables in the 
process. 
      A somewhat similar problem regarding research comes 
in seeking the origin of childhood disturbances for, lacking 
a dynamic focus, one is too often left with just biologically 
based genetic explanations. Furman brought the concern of 
English, European and American biologists about what they 
feel to be a recent increase in “naive genetic determinism," 
which certainly can follow in the wake of symptom 
diagnosis with the limitations it imposes regarding 
etiological considerations. It would seem important here to 
interject that in a condensed review of a paper such as this 
one, conclusions and statements must be reported without 
the supporting references so thoroughly documented in this 
paper. 
      Under philosophical concerns Furman elucidated those 
so familiar to child analysts, though usually quoting those 
outside our field. These begin with symptom-based 
diagnoses that lead to a biological focus and drug treatments 
which so many of us find objectionable. Such treatments 
suppress symptoms and problems and so deny the child a 
chance for mastery. Such treatments have real risks in that 
the management of feelings by chemical suppression in 
latency is a bad model for youngsters approaching 
adolescence (with its temptations of street drugs). What is 
more, they convey a message to the youngster in question 
that he has a chemical deficiency which may be, in fact, 

(Continued on page 10) 
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On Symptom Diagnosis 
Presenter: Robert Furman, M.D. 
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simply a current speculation. 
      The paper’s concluding section discussing remediation 
began with what Furman felt were two realities. First, 
symptom diagnosis is not going suddenly to disappear one 
day as too many know no other approach. Second, symptom 
diagnosis is antithetical to and cannot be integrated with 
dynamic thinking no matter how politically enticing such 
might seem. On these bases his suggestion was for the 
construction of a dynamic nosology for childhood 
disturbances which would give therapists a choice about 
what diagnostic approach they might use, a choice that 
reflected their training, clinical experience, and orientation. 

      In the discussion there was a general sense of sentiment 
confirming the views espoused in the paper, with the focus 
primarily on what the nature might be of an alternate 
diagnostic classification. Although this is a problem for 
future thinking, Furman indicated he is leaning toward 
trying to evolve a more “user friendly” form of Anna 
Freud’s developmental profile, one that clinicians could use 
in varying depths depending on their experience and 
expertise, perhaps over time getting to use it with increasing 
depth as their familiarity with it increased. 
 

The case material for this workshop provided an 
opportunity to explore the theme of the body-mind 
interaction in depth. Ronnie Shaw presented material from 
the analysis of a four year old girl, “K," with pituitary 
failure since birth. At the time of her referral, the child was 
enuretic, aggressive, and her parents were frustrated with 
the uproar that occurred over daily injections of growth 
hormone, blood draws, and with general routines such as 
dressing. Each day K needed multiple oral doses of Solu-
Cortef in order to maintain regulation of essential bodily 
functions. 

K was the third of five children. She was conceived 
after a brother died of SIDS at age four months. In the early 
months of life K was treated for hypoxia and hypoglycemia 
and required tube feedings due to anatomical problems of 
the upper airway and face. The pituitary deficiency was 
evident by thirteen months when she was hospitalized after 
a hypoglycemic episode. She started on growth hormone 
injections and Solu-Cortef. As a toddler, K had difficulties 
with articulation which improved with speech therapy. 

The first contact with the analyst was striking: A pretty 
child in an unkempt state, K sat in a far corner of the room, 
sucked her thumb and picked at her skin. Unprepared for the 
visit, she began taking off her clothes to be examined. When 
the analyst explained that she was a person who helped with 
worries and hurt feelings, K said she wanted to show her all 
the holes from her shots. In early sessions, she repeatedly 
played that she was a sick baby who had to be rushed to the 
hospital.  

As she established a relationship with the analyst, K 
expressed confusion about her shots. Her theory was that 
she was being punished and that something was really 
wrong with her. The analyst offered an explanation that the 

medicine which was put into her body added an important 
ingredient which wasn’t being made by her pituitary gland. 
This made her body work like other children’s bodies. K 
tried this explanation over and over in her own words. She 
identified double binds in the way some procedures were 
handled, and worked out changes in the routines with her 
parents. 

 K was still mixed up about the shots. If they were 
supposed to be good, why did they hurt? If they felt bad and 
went into her, how could she be good with bad stuff in her. 
As she gained understanding and mastery over her reactions 
to the shots, she made it clear she wanted to gain control of 
herself and her feelings. She wanted to be the boss of her 
body and was mad that other people were in control. Maybe 
she was really mad at her body so it was easier to get mad at 
the people who were trying to help her body. Interpretations 
addressed the dilemmas, and K asked the analyst to tell her 
more about “those lemmas.” She played she was a little 
horse and needed a rider. The horse could become wild, and 
sometimes she wanted the analyst to be the rider. She had 
rider feelings and wild horsy feelings. Sometimes the rider 
in her was tired, especially if she didn’t take her medicine or 
eat properly.  

As the analysis progressed, interpretations about fears 
of aggression led to more material about the connections she 
had made between her medical treatments and aggression. 
She was aware that the fluctuation of her biological states in 
some way connected to the timing of her medication. She 
felt controlled by the medicines and her parents and fought 
back by trying to say no to her body’s signals. K tried to 
control her need to urinate as long as she could, sometimes 
wetting herself. Control of the analyst, her mother and her 

(Continued on page 11) 
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body continued as dominant themes. A sadomasochistic 
pattern persisted in the transference. As she approached the 
end of the second year of analysis, the effect of her medical 
condition on her representation of her self became more 
apparent. Her fantasy that the analyst thought she was 
defective and ugly emerged in associations. She felt her 
body was imperfect, and she deserved to be blamed. She felt 
responsible for both her brother’s death and her mother’s 
unhappiness. 

 In the third year of analysis there were steady 
improvements outside of the sessions. K and her mother had 
taken up horseback riding together. K’s parents began to 
treat her in a more ordinary way and were much less 
resentful about her medical condition. K began to enjoy her 
drives to the office with her father and sometimes asked the 
analyst to leave them alone to talk in the waiting room. 
Interestingly, K and her parents started to forget to give the 
shots, which was understood to have multiple meanings. 
Termination occurred partly in response to the feelings 
stirred up about the pregnancy of the analyst. K returned to 
treatment six months after termination, this time with 
feelings of inadequacy that were not centered around her 
body, but on her feeling that she hadn’t received adequate 
preparation for competing and performing in school. 

In her discussion of the case material, Jill Miller 
reviewed the ways in which K’s condition made its mark on 
her developmental processes and internal representations. 
Her discussion focused on Anna Freud’s (1963) concept of 
developmental lines which relate specifically to the body as 
a way to help understand more about the body-mind 
interaction, the developmental picture K presented at 
referral, and the changes which occurred in her analysis. 
Three separate but inter-related developmental lines 
pertinent to this case include the progression in development 
from suckling to rational eating, from wetting and soiling to 
cleanliness, and from irresponsibility to responsibility in 
body management. Although K required tube feedings 
during infancy due to the structural anatomy of her nose and 
tongue, she didn’t display symptoms which suggested that 
the development of her ability to regulate her food intake 
rationally had been interfered with by unconscious fantasies 
or relationship issues. While an impact of her lack of 
pituitary function in constitutional regulation difficulties 
could be speculated, it was more evident that the mental 
processes which account for the regulation of feeling states 
and impulses were compromised and contributed in part to 
K’s attempt to omnipotently control her body and the 
resulting enuresis. Her ability to take over and accept the 
object’s attitudes towards cleanliness was complicated by 
both her parent’s and her own relationship to and sense of 
ownership of her body.  

The steps along the line from irresponsibility to 
responsibility in body management are sketchy, but Anna 
Freud attempted to give an overview of consecutive phases 
which include advances in ego function, the development of 

the narcissistic investment in the body and the detachment 
of the child’s own body from that of the mother. In K, this 
line was hampered by constitutional, environmental and 
maturational factors and was then a basis for developmental 
disturbance and an area ripe for conflicts. Dr. Miller 
hypothesized that it was the progressive development along 
this line that was freed by K’s analysis.  

In Anna Freud’s line towards body independence, the 
first step in maturation, occurring in the first months of life, 
involves “an alteration in the direction of aggression from 
being lived out on the body to being turned toward the 
external world,” not to be confused with the later defensive 
operation of turning aggression against the self. For K, 
aggression was directed toward and tied up with her external 
objects. However, because of her medical problem, K 
experienced that aggression continued to be lived out on her 
body. Not only was her body attacked, but with the lack of 
pituitary function and regulation, it was also the attacker. K 
was confused about why she needed the shots. With the 
confusion, she had no way to use her cognitive abilities to 
formulate a mental representation of her medical condition.  

An important early intervention in the treatment 
involved helping K to gain an understanding of the purpose 
of the shots which unhooked the treatments from K’s 
experience of aggression being lived out on her body. As the 
analyst worked with K and her parents on the management 
of K’s medical condition, K felt some sense of control over 
how her body was handled. As she moved forward along 
this line of development, K began to explore the meanings 
she had made of the shots, that she was bad and being 
punished, which led to interpretations of conflict and 
defense and the interplay of internal self and object 
representations as seen in the analytic relationship. The 
foundation for her narcissistic investment in her own body 
was complicated by her mother’s conceptions about K’s 
body. Her view of K contained her anxiety about K’s 
condition. Not only did her mother see K’s body as 
damaged, K did as well; as a body full of holes. The 
intervention which allowed K to understand the need for 
medical treatments occurred within the chronological 
phallic narcissistic phase when investment and pride in 
one’s body is an important achievement. K now felt she had 
a normal body which was worth investing in. As the work of 
the analysis proceeded, she began to take a more active role 
in her appearance and to develop a sense of ownership of 
her body. She began to cooperate with medical treatments 
rather than to feel attacked by them. 

The analysis involved the back and forth movement 
between developmental help which addressed K’s 
developmental disturbance, initiated as it was by her illness 
and environmental handling, and the analysis of her conflict 
disturbance, initiated by the meaning she had made of her 
medical treatments, relationships and resulting view of her 
self.  

In the discussion that followed amongst those 
attending the workshop, the theme of the body-mind 
experience was elaborated. Members noted the significance 

(Continued on page 12) 
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of the constant crying which was prominent at times, and 
the theme of liquids going in and out of K’s body and how 
this related to her ideas about managing bad parts of herself. 
K’s symptoms occurred in the context of a structured 
personality with a capacity to symbolize. With the pituitary 
failure, K may have experienced confusion in differentiating 
between feeling states and physiological states. In this 
context, issues of aggression and sexuality, medical 
management, and the meaning of the condition to the family 
were discussed. In some ways, K had become a container of 
her parents’ feelings of inadequacy. Forgetting doses may 
have been a way to move away from these feelings as well 

as a way to deny K’s illness. Details of the way the 
termination occurred were discussed in the context of the 
mother-daughter relationship and the analyst’s experience in 
working with K’s mother. 
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      Dr. Sherkow presented the highly complex case of 
Emma, a beautiful child endowed with extraordinary verbal 
facility but lagging in her development of perceptual-spatial 
abilities. Emma began seeing Dr. Sherkow at age 2¾, 
because her mother felt unable to cope with hour-long 
tantrums and power struggles that had occurred daily since 
Emma was 1½ years old. Emma’s tantrums occurred within 
the context of her parents’ chronic disagreement with each 
other over how to respond to their only child’s needs. 
Mother tended to over-indulge her daughter, so as not to 
repeat mistakes she felt her own mother had made; in 
contrast, father — reacting to his own, overly fearful, 
overprotective parent — tended to expect more 
independence from the child than was developmentally 
appropriate. The parents used Emma as a battleground in 
their attempts to undo what they felt had been done to them.  
      Emma herself appeared to be a bright, attractive child 
who was easily overstimulated and who would cling and cry 
when separating from her mother. Although developmental 
milestones were normal, it was noteworthy that Emma 
suffered from a medical condition in utero that required 
difficult venous punctures when she was 3 and 6 months of 
age. Finding the procedure too anxiety provoking, mother 
was unable to hold the infant, to her subsequent regret. 
      It remained unclear to what extent Emma’s inherent 
difficulties contributed to her parents’ failures in parenting, 
and to what extent their own power struggles with each 
other influenced her problematic behavior. In any case, the 
treatment consisted initially of twice-weekly play therapy 
sessions, with Emma and one parent present at each session, 
and a once-weekly parent-guidance sessions with both 
parents present. The quality of Emma’s play varied with 
each parent. In her mother’s presence, Emma’s play 

expressed a sense of frustration at needing to get somewhere 
but always being prevented from doing so. With father, the 
play was structured around stories loosely based on fairy 
tales, in which Emma would direct him to verbalize her 
imagined versions. With both parents themes emerged 
involving rivalrous, aggressive feelings expressed via oral, 
anal and phallic/genital drive derivatives.  
      After 1½ years of therapy, Emma’s temper tantrums had 
subsided significantly. However, she did not socialize well 
with other children in her nursery school, had sleep 
disturbances, and became high-strung and anxious when 
required to perform. Her nursery school teachers expressed 
concern that she was hyperactive or had learning 
disabilities. Dr. Sherkow noted that Emma rarely made use 
of drawing materials in the sessions. When she did use 
pencil and paper, she produced immature squiggles which 
she herself criticized, or formed letters and numbers that 
were often reversed and/or upside down. She appeared 
physically immature and uncoordinated, unsure of her body 
in space. She also continued to seem overstimulated at 
home. Standardized testing, undertaken just before the start 
of kindergarten, confirmed Emma’s superior verbal abilities 
and relative weakness on visuo-spatial tasks. Her parents 
wondered whether Emma might be the kind of child who 
needs Ritalin.  
      It remained unclear to Dr. Sherkow whether Emma’s 
fears of failure evolved from anxiety related to competitive 
strivings and aggression, or whether she was responding to a 
cognitive lag or deficit. Dr. Sherkow brought up with the 
parents the possibility of increasing the frequency of 
sessions and began meeting with Emma alone, while 
maintaining the once-weekly parent sessions. Concerned 
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about Emma’s performance anxiety and social difficulties, 
her parents made the decision to begin analysis when she 
was 4½, after she had pounced on her father’s lap and bit his 
penis.  
      With the increased frequency of treatment, Emma’s 
conflicts coalesced around male-female differences, her 
envy of what boys have, and her fears of being castrated and 
castrating. In her play, the themes shifted from urinary and 
anal aggression, to genital and castration anxiety, to 
performance anxiety in school. Overstimulated and 
conscious of being defective, Emma often resorted to 
masturbation, both in the sessions and at home.  
       After four years of analysis, Dr. Sherkow continued to 
find that the constitutional and genetic issues seemed 
intertwined. However, it had become clearer — especially 
in her drawings — that alleviating anxiety improved her 
cognitive functioning. Although she still had some difficulty 
regulating her reactions to her own and her friends’ 
competitive strivings in school, Emma now had friends, was 
able to sleep uninterruptedly and was able to tolerate the 
fact that her reading skills were not on a par with her math 
skills. 
      In her discussion, Dr. Fischer stressed that Emma had 
not begun to manifest any problematic symptoms until age 
1½, when parental failures — in particular, her mother’s 
excessive anxiety and inability to comfort — began to 
interfere with the optimal development of independence 
during the anal-rapprochement stage. While an organic 
deficit may exist, it played less of a part in Emma’s 
difficulty with self-regulation than the fact that her 
parents — preoccupied with their own concerns — were 

unable to reflect and contain her affects. Thus, she failed to 
develop a sense of mastery and control of her internal 
processes, leading to overstimulation and self-soothing 
through masturbation. According to Dr. Fischer, the 
therapeutic action of the treatment resided in the analyst’s 
providing a space and mirroring function whereby Emma 
could develop a comfortable control of her fantasies and 
affects. 
      A lively discussion ensued. Drs. Leon Hoffman and 
Alicia Guttman both emphasized the importance of 
considering the interaction of the organic with the 
environmental — the influence of perception on the ability 
to integrate affect, as well as the particular effect of a 
mother’s anxiety on her child when that child has a visual-
spatial vulnerability. Dr. Moisy Shopper commented that 
Emma’s mother seemed unable to care for her physically or 
to help her manage her physical concerns. Several 
participants focused on Dr. Sherkow’s ability to work with 
these narcissistic parents to help them support the treatment. 
Dr. Sherkow mentioned that she thought the parents learned 
to “mirror” the analyst in the parent-child sessions, thereby 
developing a new way of handling their daughter. Dr. Peter 
Blos thought that working with the parents where they were 
made it possible to move the therapy into an analysis. Dr. 
Sherkow was congratulated on being able to maintain an 
analytic treatment when most children, with problems like 
Emma's, are placed on medication and given cognitive-
behavioral therapy. She stressed that discussing Emma’s 
difficulties with the parents on an on-going basis helped to 
educate them and to keep them involved.  
 

Contributions to Development . . . 

In his introductory statement, Dr. Cohen commented that 
in the 28-year history of these workshops, this was the first 
devoted to the topic of attention deficit disorder. He noted 
that Dr. Glenn is co-authoring a book on the subject, the 
first of its kind, reporting on the analysis of ten such 
patients. Dr. Cohen anticipated that today's contributions by 
Dr. Byerly and Dr. Glenn will be included in the 4th volume 
of The vulnerable child, to be published by International 
Universities Press. 

In opening his presentation Dr. Byerly remarked that 
ADHD has been regarded as the most common presentation 
seen by pediatricians, neurologists, and child psychiatrists. 
There is a growing concern about over-diagnosing children 

and a rapidly expanding implication of adults. Still more 
alarming is the over-use of stimulant drugs as the primary or 
often the only treatment modality for this disorder. 
Stimulant drugs such as Ritalin are fast becoming the drug 
of choice for abuse when marijuana is not easily available. 

Attention processes can be divided into the 
manifestations of their functional components: preparatory 
attention and related action; selective attention and 
maintenance attention (La Berg 1995). 

In the clinical material presented, a correlation was made 
between attention processing and developmental concepts. 
For example, a correlation was made between preparatory 
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attention and development of anxiety. Also, a correlation 
was made between selective attention and the development 
of the observing functions of the ego. Finally, a correlation 
was made between maintenance attention, the formation of 
identifications, and the process of internalization. 

The impairment of all three aspects of attention 
processing presented important problems in the analysis of 
Daniel. Signal anxiety was not operative. Preparatory 
attention did not lead to organizational foundation or 
anchoring intention. It did not lead to imagery and fantasy 
formation. Therefore, planned action and reality oriented 
judgement did not occur. Rather, preparatory attention for 
Daniel frequently led to disorganization and to impulsive 
and aggressive stereotypical behavior. Selective attention 
was equally impaired, failing to monitor his subjective 
reality with the objective. 

Daniel used actualization and acting out to manipulate 
and distort reality. His maintenance attention was solely 
dependent on the external object to stimulate and hold his 
attention. Will power (William James) — that is, the 
functional use of higher psychic structures to sustain 
attention in a downward manner — was inconsistent. 

Daniel was referred by his former therapist, whom he 
had seen for over a year, with no improvement. The 
pediatrician who had diagnosed him with ADHD had 
prescribed Ritalin up to 60 mg. per day. Results were 
uncertain. He was removed from his school for fighting, 
failing, and not responding to intervention 

In presenting a summary of Daniel's analysis, Dr. Byerly 
stressed his incomplete separation from a dyadic union and 
failure in achievement of relative autonomy as important 
components contributing to failure of cognitive 
development in ADHD. The task of analysis was to aid in 
achieving more complete differentiation before integration 
could lead to internalization and correction of the failures in 
cognitive development. 

According to Mahler, the consolidating effects of 
cognition during the rapprochement sub-phase of 
separation-individuation include the following critical 
issues:  

1. The development of a sense of reality.  
2. Dominance of action language and magical belief in 

action. 
3. Persistence of primitive defenses, particularly 

negation.  
4. Persistence of primitive anxiety and the inevitable 

accompanying aggression.  
The crisis in rapprochement sub-phase between 

closeness and separateness will further structuring of action 
language. Development of the sense of reality is critical to 
resolving the rapprochement crisis. As the child invents his 
own reality, the process gives acting out the manipulative 
quality of coercing the love object. With the increased use 
of logic repression will replace denial. The failure to make 
this shift from a defensive stance to one of integration will 

lead to failure in integration and individuation and 
intrapsychic autonomy (Loewald, 1980). The move from the 
symbolic to metaphoric language and fantasy formation may 
serve defense, leading to ego restriction. When fantasy 
serves integration, it will lead to creativity and individuation 
(Loewald, 1980). Cognition also forms a bridge between 
anxiety and gender identity. An earlier-than-anticipated 
castration anxiety can add to the auto-erotic component of 
acting out, an important factor in Daniel's case. 

Daniel's father was from a prominent family. His mother 
was deaf and he was raised in a silent world. Daniel's 
mother was from a working class family. Her father was a 
“weekend alcoholic.” She regarded her mother as a prima 
donna who controlled the family through hysterical illness 
and guilt. She was oblivious to her own hysterical and 
seductive qualities and identification with her mother. The 
father's family opposed the marriage and detached from the 
family until after Daniel was born. Daniel's sisters were 20 
months and 6½ years younger. He entered analysis at age 
12. 

The opening phase was characterized by Daniel's 
complete dependence on action language. Anxiety with its 
somatic and organic qualities threatened to overwhelm him. 
He was always testing limits and establishing and 
destroying limits. He experienced the analyst either as too 
distant and non-caring, or too intensive and controlling. The 
analyst was often set up to become anxious and join him in 
actualizing his conflicts. Using denial of reality as his major 
defense, he created frequent confrontations which made a 
therapeutic alliance problematic. Daniel was an avid sports 
fan which allowed the analyst to enter his world as a 
“commentator,” describing his actions in words. Daniel 
became more adept at this and became competitive. He 
preferred his own words to describe his feelings and actions. 

The first of three critical hours occurred during the 
second year of analysis. In a confidential manner, he spoke 
of his mother's fury at the father for not coming home 
earlier in the evening. He recalled long hours of playing in 
the park with his mother when his father was in law school. 
On one occasion when he played his favorite game of 
scaring people, the paternal grandmother was furious and 
scolded him and his mother. For the first time there could be 
a discussion without Daniel flying into action in response to 
overwhelming anxiety. They could discuss his excitement at 
scaring people. Also, that event brought him closer to his 
mother, but it made him angry at her as it resulted in the 
disappearance of his paternal grandmother from his life. 
Later the mother gave birth to a sibling and became 
preoccupied with his care. After this hour, the stage was set 
for a dynamic intrapsychic shift in Daniel. 

The second critical hour was ushered in by Daniel's 
sense of isolation. This led to thoughts about the familiar 
isolation and conflict with relatives. Daniel recalled his 
father's violent behavior, smashing furniture and putting his 
fist through the wall, throwing the grandparents out of the 
house. Over the next several hours, his feelings around the 
event and his relationship with his father were discussed in 
depth for the first time. He connected his fights at school 
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with anger he felt when his father threatened him or 
punched him in the shoulders, trying to discipline him. 
There was a discussion of his identification with his father 
through aggression. More importantly, he recognized that by 
claiming not to understand, he placed the burden of 
explanation on others who explained things over and over 
until frustrated, allowing him to retaliate with his own 
anger. After this, although his aggressive behavior did not 
disappear, now the enactments seemed more connected with 
feelings of guilt and desire to change. 

By the time of the third critical hour, the mother had 
enrolled in college and was making superior grades in 
Algebra. Daniel, who had always done well in math, began 
failing. He attempted to enlist his mother's help. This 
behavior ceased when there was a discussion of his 
ambivalence toward his mother and his atonement for it by 
not competing with her. Daniel learned to use the local 
church. His peer relations improved. He seemed firmly 
entrenched in the adolescent process. He handled anxiety 
and aggressive situations with much more flexibility and 
humor. 

The final critical hour came when Daniel asked to have 
more time for himself. He wanted the analyst to obtain 
information about early events from his mother who he 
thought would not tell him what he needed to know. He 
recalled when his younger brother was born, his mother left 
Daniel to his father — which Daniel thought worse than 
being left alone. He knew his brother was sick and took a lot 
of his mother's time. When he approached his mother, she 
explained that the brother was born very sick and needed 
transfusions. Later, he developed meningitis. This was early 
during the AIDS scare and no one would help the mother 
with babysitting. After this, the mother withdrew completely 
and refused social contacts. 

One major advance during this period was that Daniel 
became coachable. He was always a good athlete, but he 
rarely got to play in any of the games. Discussion of his 
interaction showed that he was more realistic about the 
abilities of his peers as well as his own. While he used to 
become enraged when taken out of a game, now he would 
pretend he was the coach, noting the players' styles and 
formulating plays. Fantasy was placed in the service of 
creativity rather than defense. While these achievements 
were being discussed, the parents decided to support his 
growing autonomy and terminated his analysis. 

An important point illustrated by Daniel's analysis is that 
the resolution of underlying conflict is a most effective 
therapeutic task in treating children with ADHD. Daniel's 
anxiety and acting out implicate trauma in its many forms as 
it impacts cognition as a causative factor in ADHD. 

In Daniel's analysis, what proved to be mutative in the 
transference was derived from the tension between 
closeness and separateness; this was similar to that 
encountered in the rapprochement sub-phase of 
separation-individuation. Undoing denial and repression 

were insufficient without integration. The therapeutic 
alliance provided not only a facilitating environment, it 
provided for the engagement of the analyst as a new object. 
It also served to draw Daniel into the processing aspect of 
the analysis, i.e., the articulation of the experience, thereby 
imputing it with meaning or new meaning. The analytic 
process is involved in the transformation of self/object 
representations that are formed from functional 
identification with others and from basic drives. For Daniel, 
facing the pain of loss and separation was a difficult task. 
Only gradually was he able to relinquish the past and turn 
from a defensive stance to a more integrated one. 

In his discussion of this paper, Dr. Glen agreed with the 
diagnosis and the role of psychodynamic and 
environmental — as well as biological — substrates in this 
disorder. He remarked that the itemized DSM-IV list of 
symptoms, the pediatric and neurological findings, and the 
details of psychological tests had not been mentioned here, 
but would be included in a longer, published version of the 
paper. Evidence of learning disability has been cited, 
ranging between 9 to 92 percent of these cases. Of a group 
of ten patients, to be described in a forthcoming book, only 
one showed evidence of difficulty in separation-
individuation. This patient relied too much on her mother. 
She too had a sibling born during her rapprochement. In the 
light of the role of language and its effect on 
separation-individuation, it should be noted that Daniel's 
father was also action-oriented. His mother's deafness may 
have rendered speech less useful for communication than 
would be the case for most children. Although transmission 
from one generation to another may have been influenced 
by the genes, environmental factors via identification would 
also be significant. Many patients describe what it is like to 
be hyperactive. One vividly portrayed feeling out of control, 
crazy, and in danger. There was anger against the parents 
who couldn't protect the child from loss of control and 
injury. 

Some with learning disabilities felt inferior in their 
fantasies, castrated for oedipal wishes. The learning 
problems accentuated castration anxiety which fed their 
sense of cognitive deficits, biology and environment thus 
working together to produce pathological development. A 
frequently-encountered defense is denial. This often results 
from identification with parents who need to deny their 
child's disability due to the assault on their narcissism. The 
cognitive deficit in itself facilitates denial and impedes 
perception of reality. 

The importance of Daniel's identification in verbal and 
action orientation was highlighted in his description of the 
father's violent behavior, as well as his ability to support his 
analysis. Through his analysis, Daniel was able to become 
more like his parents in their healthier adaptation and like 
the analyst as the verbal healer. In the description of 
Daniel's feelings toward his mother the oedipal aspects were 
not interpreted, perhaps because he was not ready for it. He 
may have become sufficiently aware of this even if this was 
not directly interpreted. As Daniel became more able to 
separate, he could learn better and became more 
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independent of his analyst, a developmental advance that led 
to the termination of the analysis. It is important to observe 
that dealing only with the developmental and emotional and 
conflictual aspects of the personality was sufficient to 
overcome much of the impediments labeled ADHD. 
Analysis succeeded when Ritalin failed. 

Dr. Cohen commented on the wide-spread emphasis on 
use of medication and behavior modification for these 
children, applied without regard for understanding these 
children and their problems. Dr. Colarusso stated that this 
was a good example of what analytic treatment can do for 
these children, even if at least part of the problem is based 
on organic factors. He commented on this patient's ability to 
identify with the analyst and to use words instead of action. 
There is no substitute for this kind of understanding and 
medication — so widely used and over-used, even at the 
universities — cannot accomplish this. Dr. Cohen remarked 
that the whole subject of developmental arrest and how to 
talk and work with these children hasn't been popular in 
psychoanalysis, even though Anna Freud paid much 
attention to the subject as early as the 60s and the 70s. Other 
comments from the floor included observations regarding 
health insurance coverage and HMO practices that 
discourage time-consuming methods and costly tests often 
needed to reach accurate and detailed diagnostic 
conclusions. Neuropsychological tests, so crucial in 
identifying particular areas of cognitive dysfunction, are 
routinely avoided or disallowed because of cost 
considerations. 

Another comment addressed the question of the mother's 
transferring to the child a previously traumatic relationship 
in which she was brutalized. Here the mother is unable to 
assert herself and to set limits as the child becomes more 
oppositional and out of control. This results in ego and 
superego deficits quite independent of the presence of any 
biological impediments. Dr. Glenn thought that, ideally, 
neurological and neuropsychological tests should be done at 
the beginning of treatment, addressing differential 
diagnosis; the same psychological tests should be repeated 
at the end of treatment to show what changes had occurred. 
Addressing the concern over dismissing understanding and 
correct diagnosis in today's atmosphere, Dr. Cohen noted 
that training programs are now dividing along 
developmental interest versus learning disabilities, the latter 
taught by pediatric neurologists. Schools’ training programs, 
research, and educational efforts are dominated and funded 
by drug companies who try to push their products 
aggressively via physicians. The enormity of the 
implications is alarming. 

Dr. Byerly, responding to a question from the audience, 
explained how his patient used selective attention rather 
than maintenance attention. This caused him to focus on 
many individual areas without being able to stay with any 
one sustained effort long enough. He presented evidence 
from the mother's inability to watch her children, (e.g., in 

public places) to show that the mother had the same 
difficulty. This is related to excessive use of denial rather 
than necessarily being biological. In response to a question 
regarding objective and conclusive signs of the disorder, Dr. 
Glenn commented that on physical examination, one might 
be able to identify "soft signs" in addition to excessive 
activity in some cases. Psychological tests have not been 
able to point to any actual anatomical contributions. Dr. 
Cohen spoke of a tradition of interest in these children in 
Philadelphia. After the influenza epidemic of 1918, children 
with encephalopathy and learning problems were being 
treated in a special section of the hospital of the University 
of Pennsylvania. Gerald Pearson wrote a book on the 
psychoanalytic understanding of learning problems which 
formed the basis for the formation of ten special schools 
serving these children, with financial support from the 
Board of Education. Now no such funding is available, and 
there seems to be an all-out assault on this population with 
unforeseeable consequences. A comment from the floor 
pointed out that even though only soft neurological signs 
and no anatomical specificity have been found in these 
children, research is now pointing to variations in 
neuro-transmitters and their physiology which is the basis 
for the effectiveness of stimulant drugs. Dr. Glenn said 
when an actual bio-physiological defect or learning is 
present it leads to additional castration or other anxiety and 
complicates the fantasy content of the infantile neurosis 
with specific symptoms and defenses. This reinforces the 
value of and need for psychoanalytic treatment in such 
cases. In response to a question, Dr. Byerly stressed that 
with ADHD children denial is the predominant defense; 
thus dealing with repression will not be sufficient since the 
pathology involves much earlier phases of the development. 
There is considerable immaturity and social delay. Dr. 
Cohen introduced the question of bisexuality where there is 
developmental delay. Since gender identity consolidates 
later in the course of development, will these children be 
vulnerable throughout life? Other comments concerned the 
effects of medications when they flatten the affect and 
significantly limit the child's ability to engage and 
participate socially with peers. Also, some parents curtail 
any initiative from these children and aggressively censor 
their efforts at self-assertion. 

Dr. Cohen spoke of Helen Ross and her work with these 
children. Rather than merely analyzing the defenses, she 
advocated reading with them, doing their homework, 
engaging them in thinking, and solving problems together 
concretely. These ideas came from Anna Freud and her 
notion of the analyst functioning as a developmental object. 
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     Roy Aruffo, moderator, introduced Dr. Mark Solms 
who presented a paper written by himself and Dr. 
Karen Kaplan-Solms. 
     The Drs. Solms began their paper with the premise 
and assumption that gradually we have lost sight of a 
fundamental postulate originally developed by Freud, 
namely, the relationship between the body and the 
mind. They devoted the first section of their three-part 
paper to an historical review of the way Freud arrived 
at this discovery, using the example of epilepsy to 
remind us of the connectedness of body and mind as it 
applies in the twentieth century. 
     They chose the example of epilepsy because 
modern technology has demonstrated that "genuine" 
epilepsy is an illness in its own right and is 
symptomatic of nothing other than itself. What makes 
this "real" illness an apt illustration of the mind-body 
connection is that a surprisingly large number of 
epilepsies are complicated by pseudo-neurological 
disorders (especially pseudoseizures). The advances 
in neurophysiological technology showing that 
changes in the brain occur during epilepsy (as well as 
such "common and garden" conditions as panicking 
and dreaming, which formerly were conceptualized as 
"psychological") have helped to create the impression 
that the "mind" has disappeared. The Solms noted that 
just because the mind can also be studied from the 
viewpoint of another discipline doesn't invalidate the 
fact that the mind is still the mind. They reminded us 
that mental phenomena can still only be studied 
directly — in their uniquely subjective form — from the 
standpoint of "psychology." 
     The Solms made note of the paradox, but did not 
address, that some disorders can be caused by the 
brain and others by the mind, and yet the brain can 
simultaneously be described as an organ of the mind. 
     The Solms then went on to remind of us of Freud's 
idea that the brain was "the scene of the action," which 
implied that for every brain event there must be a 
mental event. They emphasized that there are two 
simultaneous and equal sequences of events; they are 
simply two different ways of looking at the same 
underlying processes. A crucial implication of this is 
that if a colleague describes a particular state of 
consciousness (e.g., a panic attack) and then explains 
it in terms of the neurophysiological processes that are 
supposed to have cause it, then he is not functioning 
as a psychoanalyst. The neurologist can do no more 
than discover the neurophysiological events which 
correlate with subjective experiences (e.g., panic 

attack). The panic attack itself is part of the state of 
conscious awareness of the patient; it can never be 
explained as such physiologically. The Solms state: 
"The unique contribution of psychoanalysis to science 
is that it makes it possible for us to study and 
understand the mental sequence of events which 
actually cause experiential things like panic attacks; 
psychoanalysis inserts experiential things into the 
realm of natural phenomena which are capable of 
scientific explanation." 
     The second section of the paper reported a 
consultation by Dr. Mark Solms done in January, 1997. 
The patient, Katherine, a 17 year-old girl diagnosed at 
age 12 with "genuine epilepsy" (complex-partial with 
secondary generalization), consulted Dr. Mark Solms 
when symptoms that had initially brought her into 
analytic treatment — especially tantrums — 
reappeared coincident with her preparing to leave 
London for university out-of-town. She had recently 
terminated a four year analysis prematurely. 
     Dr. Solms used material based on his own 
consultation and his reading of the Anna Freud 
Centre's assessment file to infer how features of 
Katherine's intrapsychic life may have contributed to 
her epileptic symptoms. Dr. Solms linked the 
appearance of her physical symptoms and various 
features of her external life to her mental world, 
particularly around issues of separation. He suggested 
that her difficult separations, her murderous rages over 
them, and her resulting guilt led to her internalizing the 
rage she had initially directed outward. She began to 
suffer derealization experiences and panic attacks at 
school, which were later recognized as the first signs 
of epilepsy.  
     After a brief recess, Dr. Solms moved to the third 
section of the paper where he used Katherine's case 
history to illustrate some general points. He hoped that 
the case demonstrated that "if the subjective 
component of an epileptic patient's attacks are 
considered psychologically, then it is evident that they 
can be seamlessly inserted into the fabric of subjective 
events that make up the patent's personal history." He 
pointed out that if we translate subjective experiences 
into the language of another (physiological) science, 
one that is not even capable of perceiving them, we 
have in effect removed them from the natural order of 
things. We are then back to where we began, before 
Freud's decisive moment when he found a way of 
including subjective experiences in the domain of 
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science, to the great enrichment of science. 
     The Solms asserted that today we are again in 
danger of excluding subjective phenomena from our 
understanding of the complexity of nature. They feared 
that as we make technological advances into the 
physical realm, we are simultaneously forgetting all 
that we know about the mind. For this reason, Dr. 
Mark Solms is dedicating his scientific life “to an 
attempt to integrate as far as I can our classical 
psychoanalytic perspective on the inner world of the 
human being with the external, physiological 
perspectives that are now emanating from the 
neurological sciences.” He went on to describe various 
aspects of his research program which includes an 
epileptic study group at the Anna Freud Centre. This 
group began a survey of the literature last year. 
     The Solms then presented a brief overview of that 
group's literature survey in two parts: clinical and 
theoretical. Regarding the clinical, the Solms 
described a generic personality structure of the 
epileptic patient which they deduced from the 
literature. They noted there was "remarkable" 
consensus among the authors who described a typical 
"epileptic character." This included: 1) unusual 
difficulty in binding destructiveness, 2) guilt-based 
defenses against aggression, 3) predominantly 
narcissistic object relations, 4) sexual gratification 
through pregenital means, 5) lack of modulation of 
affect, and 6) restricted capacity for sublimation. 
     As for the theoretical literature on the psychical 
mechanisms of epilepsy, the Solms briefly discussed 
Ferenczi (1913), Freud (1923; 1928 [SE, 21:180]), 
Kardiner (1932), Greenson (1944), Fenichel (1946), 
Winnicott (1931), and Scott (1946). (Copies of the 
bibliography and a full text of the Solms' paper will be 
sent to those who request it). 
     Dr. Mark Solms ended by saying that he felt many 
of the paper's ideas lent themselves to discussion and 
that he was looking forward to the afternoon 
discussion groups.  
     Dr. Aruffo then introduced the discussant, Peter 
Blos, Jr., M.D. Dr. Blos noted that "epilepsy has 
intrigued the scientist, the healer and the philosopher 
since the ancients." He agreed with the Solms that the 
neurosciences have developed considerably since 
Freud's day, but they do not explain the operations of 
the mind. Yet he disagrees strongly with the Solms' 
thesis that the mind and body are "simply two different 
ways of looking at the same underlying processes," 
and that there is such an entity as epileptic character. 
He stated that he had not worked analytically with an 
epileptic individual; however, his practice is replete 
with patients of all ages who have had significant 
physical illness and disability. Never, in any of the 
cases he has treated, had he found need for, or 

evidence of, the concept of a generic illness 
personality, such as epileptic character. Neither has he 
observed a generic psychological etiology responsible 
for the behaviors accompanying a particular illness or 
disability. When there was evidence of strong 
narcissistic features, as we conceptualize them today, 
they were not specific to the disease itself. 
     In furtherance of his opening remarks, Dr. Blos 
indicated that his discussion would fall into three parts. 
He would (a) report and comment on clinical reports of 
the psychoanalytic treatment of epileptics reported in 
the literature since 1960 and cited by Dr. Solms, (b) 
briefly discuss the case material (Katherine), and (c) 
conclude with some observations on the early 
literature located by the Anna Freud Centre's epilepsy 
study group. 
     In his own review of the Study Group's literature 
survey, Dr. Blos noted 35 citations written by 23 
authors; one author, L. Pierce Clark, wrote 9. Twenty-
four of the 35 articles were published prior to 1947, 
and these were the ones that reported a consensus on 
an epileptic character. Only five articles appeared after 
1960, and Dr. Blos could locate only 4 of these. He 
noted that the dynamic treatment of 3 reported cases 
and the anamnestic account of Katherine constitute 
the available clinical material, so he began by 
reviewing them. 
     The first case was Hugh, reported by Sarvis (1960) 
in the PSC. Dr. Blos found the case to be adequately 
understood as a narcissistic psychological structure 
resulting from severe and early developmental 
interferences due to neurological illness and, later, the 
emergence of temporal lobe seizures. The concept of 
an epileptic personality, being neither necessary or 
useful, was indeed misleading, according to Dr. Blos. 
     Dr. Blos then reviewed the case of Nancy, 
published by Selma Fraiberg in 1967. He observed 
that Nancy's history would lead us, as it did Fraiberg, 
to anticipate significant psychological vulnerability 
secondary to maternal deprivation and family 
disruption. He concluded that there was no evidence in 
Nancy's treatment that would support the thesis of 
epileptic character or psychic etiology, nor does 
Fraiberg consider it. Referencing material from the 
analytic sessions, he concluded, "The analytic story 
clearly shows defenses being utilized against both 
aggressive and sexual impulses and thoughts. It is 
interesting that Nancy became seizure-free outside of 
the sessions during the third and fourth years of the 
analysis. Within the sessions they occurred . . . and 
were part of the analytic work." 
     Third, Dr. Blos discussed the case of Kevin, 
published by Anne Hurry in 1989 and 1990. Here 
again, he concluded that Kevin was a severely 
narcissistic personality secondary to early maternal 
dysfunction who developed epilepsy independently. 
He stated, "[However] once character and epilepsy 
come together, a highly idiosyncratic interaction occurs 
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on both psychic and biological levels which has both 
conscious and unconscious elements." 
     Dr. Blos then moved on to a discussion of the 
Katherine material. He noted the difficulty of 
discussing a clinical case based exclusively on 
anamnestic material. However, from Dr. Solms' report 
of Katherine's current story, Dr. Blos noted that 
Katherine "relates [all] her subjective experience to 
outside stimuli . . . [and] never does she mention . . . 
seizures as a [possible] stimulus for their perceptions." 
He went on to postulate that "Katherine has never 
been able to incorporate into her body image or sense 
of self" the malady of temporal lobe seizures. He also 
suggested that there was a strong hint in the history of 
serious early mother-child difficulty with the divorce 
serving as a screen memory. Although Dr. Blos 
acknowledged derivatives of sexual and aggressive 
drive around the trauma of seizures, he noted that 
correlation is not causation. He found no convincing 
evidence of an "epileptic character. 
     Dr. Blos then turned his attention to the author of 9 
of the 35 cited articles, Leon Pierce Clark. He provided 
considerable biographical information about this man, 
including the fact that he was familiar with the 
psychoanalytic literature of his day and that he was the 
author of a "long forgotten" psychobiography of 
Lincoln. Dr. Blos provided this depth of information for 
three reasons: (1) to identify Clark as one of the 
primary sources of the concept of the epileptic 
character, which he placed in Freud's category of the 
narcissistic neurosis, (2) to place him in the historical 
context of the 1930s to 1950s when the outmoded 
concept of personality type was in its heyday, and (3) 
to propose that such cures as he achieved were 
transference cures. Dr. Blos concluded that to revive 
these old conceptualizations is "atavistic."  

     In concluding his remarks, Dr. Blos underscored his 
strong agreement with one of the Solms' points: 
Interpreting the subjective nature of individual 
experience is the central task of psychoanalytic theory 
and the sine qua non of its therapeutic method. He 
stated, "The capacity to perform this essential work in 
a correct and suitable manner must be zealously 
preserved." Dr. Blos offered that the better-known part 
of the analyst's task is uncovering unconscious 
meanings; however, "an additional and equally 
essential task is to help remove the barriers to 
acknowledging reality. With patients who have organic 
disease or handicaps this may be the most delicate 
and difficult part of analytic work." 
     Dr. Blos ended with the hope that the day is not far 
off when psychoanalysis will be welcomed as a 
valuable ally of the neurosciences. The resultant 
findings would be beneficial to both. 
     Dr. Solms then responded briefly to Dr. Blos' 
remarks. He noted that he had not seen Dr. Blos' 
remarks prior to the session and was only hearing 
them for the first time. He apologized that he himself 
had not gotten his own paper to Dr. Blos much in 
advance of the meeting. He suggested that their major 
disagreement was not over the importance of including 
a psychological understanding alongside the physical 
understanding, an idea he believed Dr. Blos accepted. 
The disagreement was over whether there is not such 
thing as an epileptic psychological character. 
     Dr. Blos agreed that statement was essentially 
correct. 
     Dr. Solms felt it was important to identify what they 
do and don't agree upon. He then clarified that he 
doesn't feel that the structural personality of the 
epileptic, which he placed in Freud's category of the 
narcissistic neurosis, is always constitutional. He 
believes there is a continuum; each case occurs along 
an etiological spectrum. In that sense, we are all 
epileptics, but only the most severe cases are likely to 
ever develop epileptic seizures. When we look at the 
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Workshop Session — Annual Meeting of the Association for Child Psychoanalysis — Cancun, Quintana Roo, MEXICO — March 21, 1997 
 

The Analysis of a Twelve-Year-Old Girl Who Had Been Totally Unable to Read 
Presenter: Martin Silverman, M.D. 

Discussant: Hendrika Halberstadt-Freud, Ph.D. 
Reporter: Andrea Weiss, Ph.D. 

      Dr. Silverman presented the three-year analysis of Meg, 
a twelve-year-old girl with a severe learning disability. He 
sensitively demonstrated the way in which this disability 
influenced her ongoing developmental conflicts, her self-
image, and her self-esteem. 
      Meg was the youngest of three girls in a highly-affluent 
and socially-prominent family. Her older teen-age sisters 
were academically accomplished and popular. Within this 
family milieu, she was the “failure,” having had difficulties 

in both school learning and with friends. Although Meg had 
barely kept up academically in her early years, at this point 
in time, her hard work could no longer mask the seriousness 
of her learning disability. She had fallen significantly behind 
in school and could not even “try.” The school finally 
evaluated Meg and diagnosed her with a neurologically-
based learning disability. 
      Within the context of the analysis, Dr. Silverman 
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In his introductory comments Dr. Cohen read a short 
message from Anne-Marie Sandler about the history of 
research at the Anna Freud Centre. These remarks indicated 
that although many of the activities initially undertaken by 
the Hampstead Clinic would not now-a-days be regarded as 
true research, the spirit in which they were carried out 
prepared the ground for research for which the Centre has 
become renowned. For example, Anna Freud was aware of 
the problems of technique in the treatment of adolescents. 
She therefore formed a research group to establish the most 
typical features of the adolescent process and to propose 
technical adaptations and variations. She initiated research 
by facilitating the analysis of blind children and institutional 
children orphaned in early life. She studied their 
development and where compensatory processes could be 
noticed. She also organized simultaneous analyses of 
mothers and children in order to study the details of the 
relationship between the disturbances of mothers and their 
children. Topics as diverse as diabetic children, language 
development, eating disorders in adolescence, psychosis, 
chronic physical illness, adoption, developmental 
disturbances, and many other such areas were studied. Two 
of the most influential items in the 50s and the 60s were the 
Profile and the Index. 

 
In his presentation titled “The Parent-Child Project,” Dr. 

Fonagy focused on some findings from a study of one 
hundred families, the first of whose children now are 7½ 
years old. Dr. Fonagy described an attachment model of the 
affectional bond between the care-giver and the infant. The 
affective state of the infant is uncontrollable from within. 
The caregiver provides this control through down-regulation 
of arousal and soothing. The capacity depends on the 
care-giver's understanding of the infant's signals. Because it 
is contingent on the infant's internal state, it adds meaning 
and value to that interaction which becomes the affectional 
bond. The nature of this bond depends crucially on the 
care-giver's capacity to accurately respond to the infant's 
signal in its context and to give meaning to that response by 
her or his behavior.  

The Adult Attachment Instrument is used initially with 
the care-givers. This instrument explores the nature of the 
relationship between the individual and the his or her 
parents; it questions experiences of physical pain, 
separation, rejection. threat or abuse, and crucially also asks 
why the individual thinks his or her parents responded in the 
ways they did. The instrument distinguishes those 
individuals who give a coherent, undistorted account from 
others who are preoccupied or entangled, enmeshed in their 
childhood experiences which have not yet been resolved. 

Another group is called detached or dismissing who have 
little concern, their recall is limited and their 
displayed-played affect is minimal. In a fourth group, their 
mourning is unresolved. These people usually have 
experienced maltreatment and abuse. This causes continuing 
disorganization in their relationships and is indicative of the 
breakdown of their defenses.  

For both mothers and fathers when these interviews are 
administered before the birth of the child, their fitting into 
the categories secure or insecure predicted how their own 
child behaved toward that care-giver at one year and 18 
months in the experimental Strange Situation. Over 
three-fourths of the secure mothers had infants who behaved 
in a secure way towards them. Whereas, two-thirds of 
infants of insecure mothers were insecure in their 
attachment. The same statistical relationship, though not as 
prominently, also applied to the fathers.  

The important finding here is that the child's behavior 
with the care-giver, especially within the first two years of 
life, is dependent on the internal representation of that 
care-giver. The mother's attachment interview predicts her 
child’s behavior with her. The father's interview predicts 
that same child's behavior with him. The association 
between those two sets of responses is relatively small. That 
is to say temperament plays a relatively small role in 
determining the child's security. Far more important is the 
representation of the caregiver.  

The implication is that, in the first two years of life and 
perhaps from that point on, there are a number of 
representations of relationships from which an individual 
can choose, depending on the capacity to select the 
representation that is pertinent to that particular situation. 
This led us to think about meta-cognitive capacities. It is 
these capacities which allow for appropriate selection of an 
internal representation in a specific interpersonal situation.  

We designed a scale that measures the individual's 
capacity to think in terms of mental states. It measures the 
extent to which an individual thinks in terms of intentional 
styles and mental states — the extent to which their internal 
representation of objects is seen as motivated by beliefs, 
desires, wishes and so on. In psychology, this is referred to 
as “mentalizing.” Those mothers who have the capacity to 
reflect on mental states in their own parents are capable of 
establishing a secure relationship with their children. This 
reflective capacity is not equally important in all situations. 
It is called upon in situations of deprivation. When there 
was significant deprivation we found that high reflective 
capacity, the capacity to reflect on mental states, appears to 
ensure that the child will be able to relate to that mother. 
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Thus past patterns would not intrude on the current 
relationship. However, when the reflective capacity is not 
present in most situations, the child is insecurely attached.  

As a trans-generational model, we suggest that an 
internal working model is transmitted to the child via a 
reflective self which can deactivate certain past patterns. 
This can stop the “automatic” trans-generational 
transmission of past patterns of behavior. 

The reflective capacity and ability to mentalize not only 
results in a secure attachment but also provides the child 
with a superior reflective capacity in the future. Mothers 
who scored high on our reflective scale had securely 
attached children. At age five, these children performed 
very well on tasks that required mentalizing ability and 
reflecting on mental states. We think this is a critical part of 
an adequate psychoanalytic model of the development of the 
self. Secure attachment is critical in the child's developing 
capacity to explore mental states in others. The secure bond 
creates a psycho-social environment within which it is safe 
to explore the feelings and beliefs of other human beings. 
This results in the child’s ability to mentalize his account of 
his care-giver's behavior. In addition, he can see himself in 
his care-giver's mind. The care-giver's primary function is to 
represent the child's intentional state. These two streams 
together lead to the development of the mentalizing 
capacity. The child's self structure develops out of seeing 
himself in his mother's mind. The core of the self is the 
perception of oneself in the mind of another. The mother's 
capacity to remove herself and present the child to the child 
will prevent the undesirable effect of the care-giver 
becoming the core of the self, which is common in 
borderline personality disorder. When the child is incapable 
of mentalizing, early trauma becomes a dominant working 
model, so that further real trauma can occur later, on the 
basis of the vulnerability established in the first two years. 
There is a decoupling of mentalizing ability as a defense — 
as a way of not thinking about what other people are 
thinking or feeling. Our evidence shows that violent 
criminals are marked in their lack of capacity to reflect on 
the mental states of others. 

In her discussion of this presentation, Dr. Wallerstein 
noted the impressive depth and novelty of Dr. Fonagy’s 
findings, which at last bring together psychoanalytic theory 
with cognitive and attachment theories. Dr. Fonagy’s 
findings propose that the child's becoming a self-reflective 
person — with access to thoughts and feelings of himself as 
well as those of others — is predictably linked to his care-
giver ' s measurable pre-birth capacity to reflect on and 
respond to the mental state of the child and to her internal 
representation of that relationship. This has to do with 
compassion and empathy which are, after all, quintessential 
qualities of human beings. This enables the child to relate to 
the world as a safe place and prevents him from developing 
defensive behaviors which derive from insecure 
attachments. The failure to develop such a capacity forms 

the basis for some of the more severe varieties of 
psychopathology and criminal or violent behavior. 

There is a lot of emphasis in this thinking on the state of 
the mind of the mother. Little importance is given to the 
individual differences between the children. Are we 
returning to thinking of the child as a tabula rasa?  

Or is it that such measures, derived from attachment 
theory, are not adequate to capture all of the information 
that we need to take into account, therefore losing the child 
as a full member in this two-person relationship. The theory 
also needs to address the changes that come about in the 
course of a relationship.  

In divorce research, for example, one sees changes and 
discontinuities not only at the time of the divorce, but 
especially so at the time of remarriage. Often fathers who 
were devoted to their children in their first marriage, 
abandon their first children and become devoted fathers in 
their second marriage. This is true of mothers as well. The 
question is, What happens to these parents’ mental 
representations of their children? The theory needs to 
provide for the implications of change en route.  

Dr. Lichtenberg stated that one challenge to the theory 
would be the question of temperament. This might account 
for the one-quarter of the children who did not follow the 
pattern the other three-quarters did. The other question 
would relate to disruptions which might derail adaptation. 
But would this be detectable at the fundamental level that 
the interviewers direct their questions? 

Dr. Fonagy replied that temperament is of course 
extremely important. Some children are far more difficult to 
be reflective with than others. Some kids are suspicious and 
avoidant from the start. There may be genetic reasons for 
this. Our study of genotypes at the Menninger Foundation 
might soon lead to finding genes linked to the reaction of 
withdrawal in the face of trauma. Our measures, it is true, 
are not yet adequate. The challenge to psychoanalysis is to 
determine the nature of the psychological process in an 
individual with particular genetic capacities. If we dismiss 
anything on the basis of genetics, we have failed 
psychoanalysis. Regarding the point about discontinuity, our 
sample provided an ample supply of that. Divorce, for 
example, was common, but we were unable to predict it in 
any of the cases. However, the behavior of children at five 
and six years of age could be predicted on the basis of what 
their parents had said before they were born. So, while there 
was discontinuity, there was a fair degree of continuity as 
well. 

Dr. Share asked whether presence of self-reflective 
capacity was an all or none issue. Dr. Fonagy responded that 
this is a matter of vulnerability. When the capacity is 
insufficient, it collapses when challenged by trauma. It is 
present, but it is defensively decoupled as part of adaptation. 
There are psycho-social environments that encourage this 
kind of decoupling. For example, soldiers march in step; this 
aids in decoupling and helps to turn them into somewhat of 
a machine capable of action against other human beings 
which would be difficult to take were the soldiers to think of 
these people as thinking, feeling, believing, desiring and 
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experiencing. Large group situations can provide the same 
results. This goes beyond the role of trauma. 

Regarding delinquency and violence resulting from the 
absence of the capacity to perceive the suffering in another 
individual, Dr. Wallerstein commented on the practice of 
torture. Here the torturer is exquisitely attuned to the 
anguish and the mental agony in the sufferer. This is quite 
the opposite of the explanation provided by the theory.  

Dr. Fonagy drew a distinction between violence that is 
impulsive, as we are describing, versus violence that is 
premeditated, as in torture. The sadist restricts the 
circumstances of the victim in order to be in complete 
control of the victim's mental state. He knows exactly what 
his victim is feeling. These are actually two different 
groups. 

 
The next presentation, by Dr. Target, was titled “The 

Outcome of Child Analysis.” Dr. Target explained that her 
research had been designed deliberately so that it would 
speak to mental health professionals in general, rather than 
to the child psychoanalyst exclusively. Predictors of 
outcome had to be selected with regard to utility in any 
related category of intervention. As practitioners, we have 
the obligation to evaluate what we do, what it is good for, 
and who it is good for. Previous research is not very 
extensive. George Moran studied the outcome of treatment 
with diabetic children. His research focused on process as 
well as evidence of change as a result of psychoanalysis. 
Before that, Heineke demonstrated that psychoanalysis did 
more for children with complex learning and emotional 
problems than did once-weekly psychotherapy. To start our 
study, we needed a large group of children. In the course of 
their treatment, we had to identify variables that could 
predict the outcome. We needed means of identifying, 
measuring, and coding change from the start to the end of 
the treatment. Criteria for improvement were established 
based on psychiatric diagnosis as well as adaptation in view 
of the lines of development and specific symptoms. 
Three-quarters of the subjects were seen five times a week 
in analysis; some were seen three or four times a week. In 
thirty percent of the cases, the treatment was conducted by 
experienced staff as opposed to trainees. The recording of 
the treatment was very systematic, using the Profile and the 
Index, and highly reliable information could be obtained 
from the records.  

Among 763 children whose treatment continued for at 
least six months, 56 percent of those in psychoanalysis (4-5 
times a week) moved from clinical to the normal range, 
compared to 44 percent who received psychotherapy (1-3 
times a week). Twenty percent did not show any 
improvement. There was consistent evidence of the 
superiority of intensive treatment over non-intensive across 
various groups. The longer the child remained in treatment 
the more likely he was to show significant improvement. 
Anxiety or depression was a strong predictor of success. 

Also, mother having been or being concurrently in 
treatment, as well as coming from a higher socio-economic 
class, predicted better outcome. 

The 763 cases were subdivided on the basis of the types 
of disorders and the ages of the children. Children with 
disruptive disorders consistently did less well than those 
with emotional disorders. However, if a disruptive child also 
had anxiety, treatment outcome was almost as good as in 
those with emotional disorders Also, if disruptive children 
remained in treatment for a substantial period, as long as 
three years, their outcome was almost as good as those with 
emotional disorders. The problem with disruptive disorders 
was the rate of their dropout and parents withdrawing them 
for treatment.  

The majority of the 763 children (352) showed primarily 
anxiety or depressive disorders. Of these many would be 
considered classically neurotic (i.e., ideal analytic) cases. 
Those with developmental disorders (i.e., borderline and 
cognitively-impaired children who are harder to relate to) 
surprisingly were found to be in need of more intensive 
analytic treatment. The more disturbed children were 
actually more likely to show negative outcome in 
non-intensive treatment, but did well in intensive treatment. 
The children with less severe disorders did well in either 
modality of treatment.  

Regarding age, it was found that overall, young children 
did better. Those in intensive treatment did better. The 
advantages of intensive treatment decreased with age and by 
adolescence this advantage tended to be lost. However, from 
age 16 onward, intensive treatment once again gained 
superiority. 

This study shows that in children and adolescents there 
are two types of theoretically distinct disorders which 
require different approaches to treatment and require 
different processes of psychic change in psychoanalysis. 
This is the distinction between developmental and neurotic 
disorders. 

Dr. Target emphasized the shortcomings of this study in 
terms of its retrospective nature and that all cases belonged 
to one center over a 40 year period, ending in 1990, and 
represent only one approach to treatment. These findings 
may not apply to other centers at other times. The Centre is 
engaged in setting up a prospective study of psychoanalytic, 
cognitive-behavioral, and brief family interventions with 
emphasis on process and outcome across all of the 
traditional treatments. Of special interest are children who 
are hard to treat and hard to reach and who showed poor 
results in the retrospective study. It is in the tradition of the 
Anna Freud Centre to meet the challenges of the society and 
the changing challenges of the clinical situation presented 
by children and adolescents.  

In her discussion of this presentation, Dr. Wallerstein 
noted that this is the most comprehensive data base about 
child psychoanalysis and child psychotherapy in the world. 
The size is staggering and so many were treated by 
experienced clinicians. Each clinician took weekly notes, 
and Miss Freud took these notes home on weekends and 
read them. This represents a treasure that can never be 
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equaled again. The outcome results are only the first cut in 
the analysis of the data. The question asked is not whether 
psychoanalysis works, but for whom, under what 
circumstances, and for which diagnoses. One surprising 
conclusion is that the familiar category of neurotic children 
responded as well to psycho-therapy (1-3 times a week) as 
to psychoanalysis (4-5 times a week). In contrast, children 
with developmental impairment had significantly better 
results in psychoanalysis rather than psychotherapy. These 
findings certainly run counter to Anna Freud's own belief 
and expectation. Another finding is that younger children do 
better. As a matter of process, it should be noted, compared 
to an adolescent, a six-year-old who has been in treatment 
for three years has spent a much larger proportion of his life 
in treatment. Also, the treatment and its requirements 
occupies a much more significant place in the child’s 
circumscribed life than it would for a teenager. If some of 
these young children were also attending the Centre's 
excellent nursery school, then not all the difference could be 
credited to the treatment alone. The supportive element 
which would be a larger factor with more frequent sessions 
is another factor to consider, as discovered in the Menninger 
Clinic’s research with adults. It is also important to learn 
about the causes of failures — for example, why treatment 
was less successful with adolescents.  

Dr. Cohen referred to earlier reports from the Anna 
Freud Centre which showed that the lack of a triangular 
relationship in children before age five interfered with 
oedipal resolution, morality, and superego formation and 
lead to pathological narcissism even after psychoanalytic 
treatment. This would concern vast segments of our society 
from broken homes, mothers who don't want to get married 
or have fathers around, homosexual marriages that don't 
lend themselves to triangular oedipal resolutions. The 
implications are enormous. This presentation is an important 
effort in helping us understand the effect of our work. Other 
fields of medicine have pursued these questions, and we 
need to do the same.  

Mary Target, responding to Dr. Wallerstein's comments, 
pointed out that the majority of the cases were seen either 
one or five times a week, so that in terms of the numbers 
there was a dichotomy. However, frequency is not the same 
as intensity. The age and the developmental phase makes a 
difference. For example, for adolescents, two to three times 
a week is actually quite intensive, as indicated by the 
results. Regarding children with developmental disorders, 
we found that they responded to frequent sessions and 
longer treatment. The question we need to look at is 
whether, in comparing the treatment of these children to the 
classically neurotic, the process was also different as well as 
the outcome. Findings so far indicate that neurotic children 
respond better when classical interpretations are used, while 
developmentally disturbed children did less well with such 
interpretations. Supportive techniques, which we have 
defined as developmental help, are more helpful with 

developmentally disturbed children and more support brings 
better results. Regarding age, it is true that intensive therapy 
is even more intensive when the child is younger. We have 
found that younger children do better in more intensive 
treatment in a shorter period of time. Also, those who 
attended nursery school did better, so attending nursery 
school was an important factor. Also, we found that both the 
length of treatment, as well as the frequency of sessions, 
each independently affected the outcome. 

In response to a question from Dr. Wallerstein about the 
effect of gender on diagnosis, Dr. Target said that there 
were no differences in outcome based on gender, but the 
diagnoses differed between boys and girls. Dr. Klaus Minde 
(Montreal) asked about the usefulness of the old definition 
of what is an intact family since those definitions may no 
longer apply in the 90s and beyond. He wondered if the kind 
of problems and diagnoses change over time and whether 
there are differences in boys and girls as to whether they 
may be disruptive or neurotic. Dr. Target said that the 
historical changes are quite important but were not studied; 
differences based on gender also need more attention. 
Regarding intactness of families, we see a catastrophic drop, 
from eighty-some percent in the 50s, down into the 30s in 
children who are in treatment now. Although the social 
meaning of intactness may have changed, the emotional 
impact and its effect on interpersonal issues will still be 
found. 

Richard Lightbody (Cleveland), referring to the model 
of treatment-via-the-parent for under-five-year-olds, as 
practiced by the Cleveland Center for Research in Child 
Development, asked about prospective studies of the 
collateral effect of the treatment of the parent on the child. 
Dr. Target acknowledged the importance of these questions 
and explained that there had been a long-standing interest in 
this area and the methodology is being worked out so that 
this area can be looked at. Groups are divided according to 
whether they are in cognitive-behavioral, intensive or non-
intensive therapy. Some will be in treatment together with 
their parents and others will have only the parents in 
treatment. This will be with children from 5 to 11 years old. 
Dr. Stanley Cath noted that often grandparents can be more 
empathic than parents at certain times. He wondered 
whether this has been looked at. He noted that sympathy 
retards violence while empathy prevents it. When parental 
empathy fails, it is often the older generation that can fill the 
gap. Dr. Fonagy supported this observation and noted that, 
although in our theories we focus on the first year of life, the 
effects continue to evolve throughout the course of life. For 
example, he referred to a study that shows that objectively 
equal amounts of social support is available to securely 
attached vs. insecurely attached elderly. But the insecurely 
attached elderly are unable to make use of the support that is 
available.  

Dr. Wallerstein pointed out that in resiliency studies, 
children are found to do well in spite of all environmental 
odds. The notion that behind every one of these children 
there is at least one benevolent figure or a mentor simply is 
not always true. Dr. Cath thought some children escape 
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pathology by making a vow to themselves to become like a 
figure they have constructed for themselves. They vow not 
to become like their parents who subjected them to what 
they had to endure.  

 
Ms. Julia Fabricius presented material from the “Young 

Adult Project,” generously funded by an anonymous 
benefactor. The project started in 1990, with collaboration 
of 20 colleagues, 15 of whom had their patients involved. 
Some patients are still being treated, so the final results 
cannot be presented yet. Patients were in two groups, 
between the ages of 18 and 25 years old. One group is in 
analysis five times a week, the other group is in 
psychotherapy once a week. There was a three hour 
assessment before treatment by a psychiatrist not involved 
in the treatment. Assessment measures were repeated every 
18 months and again at the end of the treatment. A list of 
500 questions is completed each week by the therapist, 
addressing the process and conduct of the treatment. After 
each session the analyst writes a complete account of the 
session according to a specified format. The treating 
analysts meet twice a month to discuss the cases.  

What the patients seem to have in common is the 
derailment of the developmental process in transition from 
adolescence to young adulthood. They are divided into two 
groups: Those who live a restricted life with no sexual 
relationships and who are unable to leave home; and those 
who live independently and whose lives are out of control, 
characterized by self-destructive behavior, drug and alcohol 
abuse, sexual promiscuity, bulimia and suicidal behavior. 
Like two sides of the coin, the first group is unable to 
separate from parental figures, often engaged in a dyadic 
relationship with the mother while the father is unavailable. 
The second group demonstrates an equal lack of autonomy, 
unable to separate from an internal dyadic relationship with 
a narcissistic figure. In their histories, both groups have 
fathers who were abusive, absent, unavailable or 
narcissistic. The transition to adulthood puts a strain on the 
quality of the separation-individuation. Primitive separation 
issues underlie a hierarchy of subsequent difficulties, 
including the ability to find work or a mate. The start of 
adulthood represents an external crisis of individuation as 
the parental support available during adolescence is no 
longer present. Others fail later as demands of work, 
marriage or birth of a child strain their ability to adapt. 
During the course of the project, we divided ourselves in 
three areas of interest. These were: enactment, internal 
object relationships and separateness, and development of 
identity and sexuality. The enactment group reported that 
these patients were not only using action outside the 
analysis, but words also within it as an attempt to ward off 
the awareness of separateness. 

Susie was 23 when she was referred. Her history was 
sparse and unelaborated. Parents divorced when she was six. 
Father later died of alcoholic cirrhosis. She experienced her 

mother as someone who needed her and needed to be 
needed and might not survive if Susie separated. In her 
adolescence, she had an affair with an older man who had 
been kind to her. While in treatment, content of her 
discourse was difficult to understand. There were long 
silences and then short, muttered, incomplete phrases. There 
was a circular, contradictory, and meaningless quality to her 
statements. Her tone was flat or theatrical or provocative. 
Attempts to engage with her were fruitless. With close 
scrutiny of the counter-transference, her words were 
understood not as a vehicle for conveying meaning but as a 
way of creating a particular effect on the therapist. 
Interpretations to this effect led to associations with graphic 
representations of current events, presented in a ruminative 
monotone. In the transference, Susie attempted to maintain 
the fantasy of a merged union in which there was a complete 
symmetry. Sadomasochistic components served to maintain 
this equilibrium.  

Separation would mean relinquishment of the 
omnipotent control of the object. In her self-destructive 
behavior, she seemed to identify with her addict father, thus 
possessing and punishing her abandoning father. It was this 
internal figure who would watch her as she was showing 
off. She experienced her adolescent  affair as a deeply 
incestuous enactment of betrayal by the father, which she 
expected and feared in the transference. This internal mother 
and primitive super-ego both berated her and omnipotently 
cared for her. In the transference, the therapist was seen as 
the mother, or Susie, or impotent. The therapist's task was to 
struggle not to be any of these, but to be a third object. As 
elaborated by Dr. Fonagy, lack of self-reflection carries 
across generations and leads to a tendency to rely on 
defensive behavior to maintain psychic equilibrium. This 
would include resorting to action when feelings cannot be 
represented mentally. Such patients relate to us in this way 
as their primary objects did to them. The analyst is 
susceptible under such a sustained and powerful onslaught 
which re-activates her own early experiences and primitive 
means of coping with it. Working with these patients can be 
very stressful. The art is to be receptive to this kind of 
communication but be able to contain it psychically. A 
mother with her own structural deficit would have difficulty 
in being both receptive and containing. She will be cut off 
(avoidant) or receptive, but not containing (entangled). 

Parents help their children by giving meaning to their 
behavior, by providing optimal doses of frustration, and by 
being models of identification. The analyst, representing a 
third object, enabled Susie to take a third point of view, 
outside the dyad and looking at the dyad; this gave Susie the 
freedom to operate differently. The underlying object 
relationship remained, but was resorted to less often. 

In her discussion of this presentation, Dr. Wallerstein 
noted that regarding the important period of young 
adulthood, we know very little and there is very little theory 
in any field of psychology about the transition from 
adolescence to adulthood. This is complicated by the fact 
that our definition of this period is strictly social and not 
biological. The time that is most traumatic and presents a 
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potential for derailment is young adulthood. That is when 
symptoms rise, perhaps memories become increasingly 
vivid at this time. Susie has an image of betrayal, 
abandonment and trauma; there is nothing to sustain her. 
There is a profound sense that she has no place to go in a 
society that offers little and no examples of any good 
relationships. Elsewhere Dr. Wallerstein has referred to 
“concubine” children — i.e., children who function purely 
for someone else's pleasure. These children serve that 
function for their mothers. Their central fantasy is that they 
are keeping their mothers alive. It is a terrible burden and a 
prestigious vocation. There is real compassion for the 
mother which is tied up with the integrity of these young 
people. The central deficit of not having had an oedipal 
experience is not having had a man and a woman together. 
In a 3-5 year follow-up study of children of divorce, we 
found they have no access to their own emotional lives. In 
treating them, we have no access unless we provide them 
with experiences that allow them an inner life. In group, we 
establish games with masks. They have a public mask and a 
private mask. The children are told they have a secret room 
inside them and only they have the key. We tell them you 
can put anything in that room that you want. Only you can 
have access. Only in groups of peers were we able to 
generate permission to use language as communication 
rather than to keep others out. We need to think and create 
means of reaching these individuals to bring them some 
hope, motivation, promise of something good in autonomy 
and self-sufficiency. These children, in their compassion, 
fear leaving their mother for that would be doing to her what 
the father did. 

In the following discussion, Sirgay Sanger from New 
York City spoke of the need for addressing the intense anger 
toward the pre-oedipal maternal introject in the process of 
transition from adolescence to adulthood.  

Regarding the difficulty in establishing individuation 
and moving toward adulthood, Dr. Fonagy observed that 
until you become an adult you can still externalize aspects 
of the self representation that do not actually belong to the 
self. These were internalized before the boundaries of the 
self were formed. With inadequately reflective caregivers, 
these internalizations are experienced as part of the self 
rather than the object. To have a coherent sense of self, it is 
essential that these representations are placed outside. While 
they are in a caregiving relationship, as in adolescence, they 
can do so. In adulthood, they are stuck with these 
representations and it destroys the self structure. Suddenly, 
they cease to have access to their own emotional lives, 
experiencing alienation from the self. In the analytic 
situation these are looked at together with a person who is 
willing to contemplate their mental state and to experience 
what they have not had and cannot have in other 
relationships, unless they become children again  

George Fishman from Boston asked whether, in 
preparing the proposed manual for technique, the 

non-interpretive and supportive elements of the 
psychoanalytic situation will be articulated.  

Dr. Robert Wallerstein, referring to his psychotherapy 
research and its well-known results, explained that in the 
50s psychoanalysis was defined very narrowly and strictly 
based on ego psychology. Interpretations were thought to be 
the essential ingredient and anything else was considered a 
deviation. Today the boundaries of psychoanalysis have 
expanded far beyond those restrictions. Today what was 
once called supportive would be considered as the 
relationship aspect of the treatment and a part and parcel of 
psychoanalysis as well. The Anna Freud Centre for years 
has separated interpretation from what they call 
developmental help, which consists of anything that is done 
other than merely interpreting.  

Julia Fabricius, reflecting on preceding comments, 
responded that her patient kept her out with words, but also 
used words to hold on to the analyst. She did not feel that 
she existed without the analyst. The re-externalized 
maternal object was present in the transference very early 
and needed to be worked with. While she needs to control 
the analyst by causing her to fail, she also wanted her to 
succeed. Anytime the analyst felt despair, the patient 
seemed to let up and allow for hope. This is quite curious in 
a patient that lacks the reflective capacity we have been 
describing. Perhaps her developmental needs were met 
partially on some level, but not with adequate intensity. 
Perhaps this spoke of a basic capability that she was born 
with. Regarding the crucial importance of opportunity to 
grow up with a man and a woman, in the transference Julia 
Fabricius described how there were times when it seemed 
like the patient and the analyst as a couple were trying to 
take care of a child inside the patient, that she could identify 
with the analyst and became someone separate.  

In his concluding remarks, Dr. Fonagy emphasized the 
significance of the metacognitive capacity of having 
understanding about understanding — “mentalizing” — and 
the ability to use this reflective capacity in interpersonal 
relationships. This capacity does not come from within the 
individual, but always as a result of a containing and 
reflecting interpersonal relationship. A vulnerable child is 
the child who does not have the opportunity to develop an 
adequate set of representations of the mental representations 
in his or her social surrounds. 
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explored the many meanings this learning disability had for 
Meg. Meg’s difficulties were intolerable to her highly 
narcissistic mother, who hid her own diminished view of 
herself behind an elaborate facade -- a glittering, jetsetting 
lifestyle in which she was the object of awe and envy in her 
social circle. The mother’s precarious self-esteem required 
continual reinforcement and could not weather the onslaught 
of even very minor rebukes, failures, or disappointments. 
Thus, Meg’s learning disability was a source of 
embarrassment to this mother, who regarded her children’s 
talents and achievements as enhancements for her own 
fragilely-held self-worth. The father’s financial largess was 
part of a family empire; the father himself was viewed 
critically, his competence questioned within his own family. 
Perhaps his identification with Meg as the incompetent 
youngest child contributed to his more sympathetic feelings 
about her emotional suffering. 
      In the beginning of the analysis, Meg would say almost 
nothing, sit slumped in a chair, waiting for Dr. Silverman to 
speak. Eventually Dr. Silverman was able to link the sense 
of resignation and hopelessness she felt in beginning 
analysis to the futility she must have felt after all her hard 
work over the years with tutors. After all, now she had to be 
put in a special school setting. He seemed to re-awaken her 
libidinal feelings when, in this sea of failure, he was the one 
to admire her pluck and her ability to persevere for years 
despite the persistent obstacles that her learning disability 
presented, and when he confirmed her good intelligence as 
separate from the vicissitudes of that disability. Meg was 
surprised that Dr. Silverman could admire her in any way. 
      These beginnings allowed Meg to talk about her 
relationship with her mother. In the early grades, Meg 
remembered her mother yelling at her, accusing her of 
purposely not trying. To Meg, her mother thought of her as 
a disappointment, an embarrassment. Within the analytic 
frame, Dr. Silverman perceived Meg enacting aspects of this 
maternal relationship, ultimately expecting him to recognize 
what an inept failure she was and to give up on her as she 
felt her mother had done.  
      The continuing analytic work addressed Meg’s 
sadomasochistic defenses in which she hoped to have a 

degree of control over her feelings of helplessness. Thus, at 
times she actually perpetuated the learning disability; she 
failed when she could have succeeded. She eventually could 
see the way in which “identification with the aggressor” was 
involved and the way in which the depreciating manner with 
which she treated Dr. Silverman was so similar to the way 
in which her superego treated her. Meg obtained an 
unconscious oedipal victory from her learning disability in 
that it rallied her father to her, in sympathy and caring, 
against her mother. Thus, the neurotic gain through illness 
represented an interference with Meg’s ability to overcome 
her disability.  
      Over time, Meg exposed her “defect” to Dr. Silverman -- 
the fact that she could barely read, even a primary Dr. Seuss 
picture book. She went on, at first in the waiting room, then 
in her analyst’s presence, and then with her analyst’s 
assistance, to overcome her defect by training herself to 
read. The neurotic component of her learning disability 
became accessible to analysis when she then brought in a 
library book, (the first real book she ever read) and 
painstakingly read it out loud over a number of weeks. It 
was a Gothic tale of a young girl’s victory over a wicked, 
evil stepmother. With the analytic work and a more 
supportive school environment, Meg made great strides 
academically and emotionally. She became “happier, more 
confident, more self-assured.” When Meg went off to 
boarding school at age 15, she returned to Dr. Silverman’s 
office in a surprise visit to “introduce her best friend at 
school to ‘her other best friend’.” 
      The discussion by Dr. Halberstadt-Freud highlighted 
many important issues. She saw Meg as the “identified 
patient of the family system,” bringing into the open the fact 
that the other family members, in many ways, lived a lie. 
Because of her easily-recognized disability, Meg was 
“chosen to represent the mother’s denigrated self.” Dr. 
Halberstadt-Freud felt that the mother, via projective 
identification, used the daughter to “get rid of unwanted 
parts of herself.” And, she noted that Meg “makes the 
analyst as powerless as she feels” -- Meg treats Dr. 
Silverman with the boredom and contempt she suffered 
from her mother. She highlighted the importance of the 
sado-masochistic, love-hate relationship between this 
mother and child. 
      Dr. Halberstadt-Freud then shared many of her musings 
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our members at the winter meeting of the American 
Psychoanalytic Association.] 
 
      Much of Freud’s original theory of early female 
development was discussed in his 1924 and 1925 papers, 
which concerned the dissolution of the Oedipus complex 
and the consequences of the distinction of the sexes. The 
young girl’s experience of her body was seen to involve a 
fantasy of castration, feelings of organ inferiority and penis 
envy, which lead up to abandonment of clitoral stimulation 
and the initiation of femininity. Freud’s theories of female 
psychology, like his theories of male psychology, were 
formulated in terms of psychical derivatives of early body 
fantasies and sensations. Admitting that there was a great 
deal to be learned about the subject, Freud invited analysts 
to test his theories and seek out more data about the earliest 
fantasy life of little girls. In working as a child analyst I 
have obtained clinical data which addresses several 
contemporary issues in female psychology. These include: 
the understanding of the interplay between developmental 
phases and body fantasies in early masturbatory 
experiences; and the influence of the affect of anxiety — 
genital anxiety — on female development, versus the 
influence of the affect of depression resulting from 
castration fantasies. My clinical material was furnished by a 
bright, verbal, little girl, Sarah, who began analysis when 
she was three years, seven months old, and terminated when 
she was six years, ten months old.   Sarah’s parents brought 
her for treatment because her behavior had become 
intolerable. She had become nearly impossible to live with. 
The shift to such behavior, highlighted by the absolute 
refusal to obey, took place several months before the birth 
of her sister. Until that time Sarah had enjoyed the special 
position of a much-desired first child. Since infancy her 
mother had immediately attended to her daughter’s every 
need, without fail. When Sarah woke up at night, her mother 
hurried to her, nursed her, and took her into her bed. Within 
her first few months of life Sarah began sleeping in her 
parents’ bed nightly. 
      According to her parents they waited to institute toilet 
training until Sarah signaled she was ready. Toilet training 
was accomplished without a struggle, just before age three, 
by talking to her about using the small potty placed in the 
bathroom. Sarah’s family lived in a one-bedroom apartment 
with one bathroom. The parents felt privacy was important, 
and made efforts to keep bathroom use and sexual activity 
private. Nonetheless it was apparent from what she reported 
that Sarah was witness to both.  
      When we started our work we played we were afraid of 
being punished after being “bad” by urinating on the floor. 
In subsequent sessions the police came when someone 

“peed or pooped” in their pants. I pointed out Sarah’s 
worries about controlling her bodily functions and 
associated feelings. 
      Three months into the analysis, when Sarah was three 
years, ten months old, she pointed out the anatomical 
differences between boys and girls. I played a boy and Sarah 
told me that I had a penis and was to use the boys’ 
bathroom. She and a puppet played girls. She said that they 
had vaginas and used the girls’ bathroom.  
      A month later, we played that the big bad wolf ate my 
penis and I had to feel sad because I could not “pee or 
poop.” In addition to the implied sad feelings about losing a 
penis, I noted both the value Sarah placed on being able to 
urinate and defecate and her awareness of those bodily 
feelings. Next, Sarah played that she and the puppet lost 
their noses and were trying to find them. I thought that the 
play represented Sarah’s belief that she had once had and 
then lost a penis. I found out later that this fantasy was only 
one of a number of theories she came up with to explain 
genital differences.  
      In the fifth month of analysis (she was now 4 years old) 
Sarah created triangular play by having us follow the script 
of the Disney Film, The Little Mermaid. Sarah played the 
mermaid, Ariel, who was in love with Eric. Ariel overcame 
obstacles posed by a maternal rival and seemed as if she 
were in a state of arousal as she kissed Prince Eric (played 
by the puppet). She pretended that she and Eric were 
married and that they shared the bathroom. She played that 
they had to urinate, and held their genitals to help them 
“hold it in.” Sarah clarified their sexual differences, stating 
that Eric had a penis and she had a vagina. When they went 
to bed at night, Sarah swung her leg over the puppet and 
pressed her genital against it before rolling off. These scenes 
were the first ones that combined in fantasy the sensations 
of having to urinate with genital area sensations. These 
bodily sensations were in turn linked with fantasies of being 
married and going to bed together.  
      After a break following the first six months of analysis 
Sarah played that girls get spanked by their fathers when 
they cannot “hold in their pee.” Sarah would lie on the 
carpet, press her genitals into it and act as if she were in 
pain when trying to hold it in; then she would die when she 
could not hold it any longer. She repeated this play over and 
over. In a subsequent session we played repeatedly that a 
toy horse had to urinate because she “tickled” his penis. The 
horse urinated on the floor because it could not “hold it” any 
longer. We also often played that Sarah tried to get to a 
toilet but urinated on the front of the bowl before she could 
get on it. In dramatic fashion, she delighted in acting as a 
girl who felt intense pain and pressure to urinate and was 
about to lose control (she moaned in agony and ecstasy). 
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      The aforementioned emerging masturbation fantasies 
consistently involved sensations which Sarah implied as 
originating from the urethral sphincter and periurethral 
musculature. At times she pressed her hands against her 
genital area, but whether she was feeling clitoral, labial, or 
vaginal sensations was not clear. Perhaps some would 
regard Sarah’s reports of urethral stimulation as a regressive 
form of masturbation or as a sexual perversion in statu 
nascendi. Yet, it seems more accurate in a girl of Sarah’s 
age to understand what she labeled specifically as the 
holding in and letting go of bladder/urethral/erotic feelings, 
as a multidetermined primary body fantasy, a mental 
representation constructed from the confluence of genital 
area sensations that precede later-stage identification of 
distinct anatomical structures as sources of these sensations. 
To call her masturbatory behavior a “perversion” would 
require that we subscribe to the notion that specific dynamic 
influences (for example, intense anxiety from traumatic 
toilet training, possibly combined with threats of maternal 
abandonment) created an “erotization” of anxiety, which 
became attached to urinary-tract sensations resulting in a 
deviation from the path of normal development. 
      The concept of the erotization of anxiety, involving 
fusion of exciting feelings with anxious ones that can be 
displaced from one body area to another, cannot be viewed 
in early female development as taking place between clearly 
delineated body areas in a fixed dynamic relationship. There 
is so much flux in the child’s experience of genital area 
body sensations that it is more likely that many sites are 
primary sources of erotic or protoerotic sensations and that 
these are assembled in idiosyncratic fashion as a child’s 
experience of her body becomes a fantasy that is reworked 
and reshaped during development. We do not know enough 
about the timing of the appearance of a child’s body 
fantasies, or the way in which body sensations become 
erotic mental representations at these early stages of 
development, to accurately label an erotic fantasy as a 
regression or a perversion, or to predict whether a 
perversion will appear in the future. The kinds of ideas 
Sarah described might well be typical of the manner in 
which children put together mental representations in the 
normal progression of development. In a child not as 
stimulated we might expect more suppression of affects 
derived from erotic sensations, although the body fantasies 
about the sources of stimulation could be quite similar.  
      A month after Sarah turned four, she told me again that 
“boys have penises and girls have vaginas.” She was curious 
about the genital differences and offered various theories to 
explain it. She stated that in girls the penis was “inside, and 
that some day it comes out.” An idea she had was that a 
girl’s penis inside might be located in her “culie” (Sarah’s 
word for anus). When fantasies about being sick came up 
repeatedly in association with not having a penis, I 
commented that girls sometime worry about something 

being wrong with them when they see that they don’t have a 
penis. I said this because I thought at that point that Sarah 
believed she would someday grow a penis, but was losing 
confidence in her theory (we would call her theory a 
defense, a defense that was weakening). I thought she felt 
bad about not having a penis since her theory/defense was 
dissolving. While I could indeed see that Sarah worried 
about something being wrong with her, I think my 
interpretation was misleading. My comment focused on a 
missing penis as the cause of her worries about something 
being wrong with her, while the cause of her worries would 
have been more accurately described, as I later understood, 
as fear of genital injury. I believe this is true because I soon 
discovered that her interest in genitals included touching her 
own, which brought pleasure and consistently stirred guilt-
driven fantasies of punishment (by being genitally injured or 
dying). I do not think feeling sick represented feeling bad at 
not having something. Rather, feeling sick represented the 
anxiety Sarah felt at experiencing forbidden pleasurable 
sensations.  
      Additionally, I think the fact that Sarah felt conflict over 
the erotic — or protoerotic — urethral sphincter feelings as 
the source of pleasure implies that unconscious erotic 
fantasies involving early-phase sphincter conflicts of 
holding back and letting go may play a role in later conflicts 
involving the female experience of genital pleasure and 
orgasm.  
      Triangular relationships occurred increasingly in our 
play. We pretended that Sarah, playing “Mommy,” sent me, 
the child, into another room while she slept with “Daddy.” 
Sarah noticed my wedding ring and became jealous. We 
played that she came to my house and stabbed my wife with 
a sword, following which worries of genital injury emerged. 
Meanwhile, her mother reported that Sarah had become 
frightened of ghosts and of being alone in the bathroom. We 
played that the monkey puppet (cast as a girl ) had to worry 
about genital injury as she was forced to sit on the toilet and 
urinate while “sparks went up her vagina.” I saw that the 
pleasurable bodily feelings of “holding it in” were linked 
with oedipal wishes, and that the punishment for these was 
injury while urinating, injury to the offender’s vagina.  
      Sarah’s ideas of injury to her genital at the time of 
heightening oedipal fantasies paralleled, and seemed driven 
by, heightened pleasurable urogenital sensations. It seems 
plausible that Sarah’s worries of injury to her vagina, seen 
in the oedipal phase, represented a developmental 
continuum of earlier phase worries of punishment for 
similar “bad” protoerotic urogenital sensations which were 
present before the appearance of triangular fantasies. It is in 
attempts at toilet training that the badness of the act of 
losing control of sphincters is linked to conflicts involving 
body fantasy representations of pleasurable erotic body 
sensations.  
      Sarah revealed more ideas she had about her genitals 
when she became interested in playing a game in which we 
named different parts of the body. She told me that her 
vagina was “in front,” adding, “the pee comes from there 
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[she pointed].” She then said, “But where is it,” and added, 
“It’s inside.”  
      With oedipal conflicts intensifying, Sarah turned her 
attention to birth theories. She said, “I know babies grow in 
the mommies’ tummies, but how do they get there? Do they 
crawl up there?” Sarah asked her mother, “When are you 
going to have another egg?” When we played shadows in 
the night with the lights turned out, everyone drank hot 
chocolate and “Mommy had a big cup and her tummy got 
very full.” Sarah’s understanding of the inside of her body 
and fantasies of how it produced a baby were derived from 
her understanding of familiar bodily feelings and fantasies.  
      The progress in the analysis of defenses concerning 
ideas and feelings about her body led Sarah to reveal how 
kids sometimes touch themselves around where they “pee,” 
and get “pee feelings” there. We played that it “gets wet 
there,” and that it “didn’t feel good,” so the kids had to go to 
the hospital to see the doctor. I pointed out that the kids 
worried that they had hurt themselves by touching 
themselves. The worry of genital injury as punishment for 
creating pleasurable genital sensations was consistently 
repeated. We played out many versions of these 
masturbatory conflicts which created intense anxiety. It was 
a central theme in the working-through process of the 
analysis.  
      Sarah expressed more theories about how she came to 
have her genital. She had us play that we were making up 
the puppet (a boy) to look like he was a girl. She said that he 
now had a vagina instead of a penis. I commented that 
sometimes girls think they were boys first, and then turned 
into girls. Sarah responded resoundingly, “Yes they do!” 
She explained to me that first girls have a penis, and then it 
goes away. “It just goes away,” she smiled, “It’s magic, it 
goes away by magic.” In a subsequent session Sarah played 
that she ate Daddy’s penis and grew her own. She said, “I’m 
a girl with a penis, not a boy.” In this series of sessions 
Sarah stated that she wanted a penis because she “liked 
penises.” We played that Mommy gave her penis 
(Mommy’s penis) to the puppet (who played a girl). When I 
told Sarah that I wondered about mommy having a penis, 
she whispered in the manner of an aside that mommy had a 
penis in her underwear. When I commented to Sarah that 
girls sometime think that when they grow up that they will 
grow a penis, she replied, “Yes,” rather matter-of-factly. I 
was impressed by the enthusiasm and excitement she 
demonstrated in her ongoing search for the right 
explanation.  
      As we moved into the seventeenth month of analysis 
Sarah had her fifth birthday. She was increasingly interested 
in play that specifically involved bodily feelings associated 
with the act of holding back the urge to urinate. She 
experienced intense pleasure while playing that she had to 
urinate as she lay on the floor on her abdomen, writhing in 
pretend pain in an excited, exaggerated way. In a subsequent 

session Sarah’s masturbatory practices became more 
explicit. Sarah created a scene where I, as father, was in the 
bathroom making her wait outside the door while she had to 
urinate and strained to hold it in. (Sarah did not urinate 
during or after most of these sessions) She held her hands on 
her genital and said she was touching her vagina. She told 
me to pretend that the door of the bathroom was open and 
she could see her father’s penis. Her father’s penis was 
consistently the erotically stimulating object in repeated 
masturbatory scenarios. The pain/pleasure of “holding it in” 
was the central component in creating the intensity of the 
scene. This fusion of feelings of pain and pleasure of the 
urethral sphincter and genital area sensations gave a 
sadomasochistic quality to the erotic experience.  
 

Discussion 
 

      As a child acquires language to describe experiences and 
fantasies of herself, child analysis reveals how a girl 
assembles mental representations of her body in body 
fantasies and derives affects from conflicts involving these 
fantasies. We saw that Sarah had much to tell us. We saw 
the importance she placed on intense bodily feelings, which 
she perceived as originating from the act of “holding it in.” 
She experienced erotic pleasure by creating a masturbatory 
fantasy derived from the experience of pain and pleasure 
produced by holding back the urge to urinate. Sarah’s 
placement in fantasy of diffuse erotic urogenital-area 
sensations in the urinary tract during the phallic phase of 
development is a finding that directs us in reformulating 
developmental notions about the way in which a girl’s mind 
and body combine in the interpretation of sensations and 
derive erotic fantasies from them early on in development. 
We are directed to think of the development of erotic 
sensations with accompanying conflicts and anxiety as a 
mosaic of overlapping anatomical/physiological influences 
from different phases of development. This mosaic, which 
develops in a multi-foci fashion with its various elements 
differentiating to maturity, accounts for the diversity of 
body sensations and erotic fantasies in mature, adult 
women. How commonly girls of her age combine urethral 
and anal sphincter conflicts with genital area sensations in 
the creation of a masturbation fantasy is a question that 
deserves further analytic study. Detailed clinical material 
about primary feminine fantasies contributes to the data 
needed to build a more comprehensive general theory of 
female psychological development.  
      The developmental importance for a female of the affect 
of anxiety generated by conflicts involving pleasurable 
urogenital sensations and the threat of genital injury was 
consistently demonstrated in Sarah’s analysis. From age 
three and a half to six, she feared that her genital or genital 
area might be injured as she experienced conflict and guilt 
over urogenital sensations. From earlier anal-phase 
enactments of holding back the urge to urinate and defecate, 
to later phase enactments of explicit oedipal masturbation 
fantasies, there was a predominance of anxiety attached to 

(Continued on page 30) 
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the aforementioned body conflicts.  
      It was notable that Sarah did not demonstrate 
appreciable depressive affect at the idea of not having a 
penis. She did not appear to feel diminished or depressed in 
her thoughts about not having a penis. She did appear 
intensely curious about the genital differences between the 
sexes and presented many fantasies about her genital 
anatomy. She came up with various explanations of why she 
did not have a penis, like the idea that it disappeared by 
magic, or the idea that she had a penis inside that would 
someday grow out. She did not seemed depressed by her 
conclusions.  
      Sarah regarded her father’s penis as a stimulating, erotic 
object to which she responded with intense, erotic, 
urogenital sensations. Her anxiety over guilt from these 
sensations (rather than depression at the notion of having 
been castrated) was the dominant affect that emerged in the 
analytic process. The material of Sarah’s analysis points to 
the importance of exploring urinary/anal sphincter and 
genital-area anxiety in our female patients since both appear 
to be involved in creating this dominant affect line of 
development in the conflicts of primary femininity.  
      Sarah’s body fantasies were those of an overstimulated 

child. Children not exposed to overstimulation would 
express the experience of their bodies in a less intensely 
erotic fashion. I feel they would, however, be presented with 
the kinds of body sensations Sarah described, and in similar 
fashion construct psychic representations of conflicts 
derived from these perceptions. Because there is reason to 
believe that the developing female psyche is influenced 
primarily by such conflicts and concerns, an appreciation of 
this primary line of development should help orient our 
thinking in analytic work with women. I am not implying a 
diminution in the importance of the influence of conflicts 
and depressive affect that may be created by phallic 
castration fantasies in some or many females. My findings 
with Sarah, however, highlight dramatic differences in the 
degree of influence on a girl’s developing psychology 
between feelings and fantasies derived from a girl’s body 
matrix, and those ideas and theories she constructs to 
explain why her body is different from a boy’s. 

Early Female Body Fantasies . . . 

(Continued from page 26) 

with the group. What was the shameful secret the mother 
had to hide behind her massive facade? What in the 
background of both parents might have led to such dramatic 
denial and manic defense? Would it have been desirable to 
have involved the parents directly in “parent work” in order 
to clarify the respective projective identifications and 
identifications of the mother and the father with their 
daughter? She wondered about the sisters and the role they 
played in Meg’s life. Dr. Halberstadt-Freud ended her 
discussion with the compelling question -- how much of the 
learning disability was due to a neurotic conflict and how 
much of it might have been caused by a neurological 
dysfunction of some kind? 
      The lively group discussion picked up many strands of 
thought. Dr. Silverman felt that the neurologically-based 
learning disability and the particular meaning the disability 
had for the child in her neurotic functioning were “wrapped 
around each other.” It was suggested by a member of the 
group that the particular form of the learning disability 
might have had a certain relevance. “To read” is “to gain 
knowledge,” “to know,” and this family had many secrets. 
Perhaps Meg felt “reading” and “knowing” to be conflictual 
because, in her family, many things were tacitly meant not 
to be known. Also, it was brought forth that perhaps reading 
was seen by Meg as a way of separating from this mother. 

Given this child’s longing for a close libidinal relationship 
with her mother, was this need expressed in keeping herself 
infantile in this area? 
      Dr. Silverman gave a little of the parental background, 
talking about the mother’s unhappy childhood. He spoke of 
the stigma and humiliation of her extreme poverty; her 
childhood deprivations were never compensated for by her 
later enormous wealth. He spoke of his attempts to work 
with these parents and their reluctance to come in to see 
him. He added that the older sisters were very kind to Meg 
and quite helpful to her. 
      Another question addressed the specific nature of the 
educational testing and the outcome of this child’s learning 
disability after the analysis. During the course of the 
analysis, Meg became a “reader” and an “average student” 
in the special school she attended. It was suggested by a 
member of the group that the efficacy of analysis might be 
demonstrated, in the future, by a pre-test/post-test situation. 
If the neurologically-based cognitive deficits were 
noticeably improved at the termination of analysis, this 
particular benefit of analysis could be documented. 
      In conclusion, it was seen that, within the context of 
Meg’s existing personality structure, her learning disability 
had a unique meaning. Dr. Silverman’s sensitive 
intertwining of this child’s particular developmental 
conflicts with the significance that her learning disability 
had to her, within her family, allowed us a complex look at 
the role that psychoanalysis can have within this “mind-

(Continued on page 33) 
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      Our guest writer for this issue is Camille Woodbury, M.
D. Dr. Woodbury is a child and adult psychoanalyst with a 
private practice in Bethesda, Maryland. Dr. Woodbury has 
a particular interest in patients with multicultural 
backgrounds; she herself is of Spanish and French heritage 
and was raised in Europe and the Caribbean. Dr. Woodbury 
worked with severely disturbed adolescent and adult 
patients when on staff at Chestnut Lodge. She found that 
they had very limited capacities to deal with transitions, 
often continuing to hold on to the transitional objects of 
their childhood. She offers this piece as an example of the 
use of media to promote understanding of children. 
 
 

The Red Balloon 
 

      The Forum for the Psychoanalytic Study of Film joined 
the Washington School of Psychiatry to sponsor the series 
“Growing Up in the Movies,” which consisted of 
psychoanalytic studies of developmental phases and 
transitions as depicted in film. My audience was a 
composite of professionals with some lay people. My 
discussion of “The Red Balloon” illustrated the 
phenomenon of transitional objects and latency age 
development.  
      This children’s classic, “The Red Balloon” by Albert 
Lamorisse (1956, 34 minutes; color) won an Oscar for 
original screenplay and the Grand Prize at Cannes. Without 
dialogue, this fable evokes in a visual way the ephemeral 
innocence of youth, that spell-like state and dream world of 
childhood that no language can effectively penetrate. I will 
briefly review the content of this film. I will discuss the 
significance of the red balloon, the particular task that this 
boy faces at this time in his life, and finally how that process 
is portrayed in this work. 
      “The Red Balloon” is a story of Pascal, a lonely French 
boy who befriends a wondrous red balloon while wandering 
the streets of Paris. This balloon begins to follow him 
everywhere. As the story unfolds, we see how the red 
balloon comes to life through his love and caring. He 
protects it from the rain. He takes it home with him. The 
balloon responds by staying with him even without a string 
attached. The balloon plays hide and seek as well as tag 
with his new friend. It begins to have a character and a life 
of its own. For instance, the balloon is attracted to another 
blue balloon held by a little girl and later at an antique show, 
the balloon entertains himself by looking at its mirror 
image. 
      However, the balloon depends on the little boy for its 
survival. A band of mischievous boys want to steal it. 
Fortunately, Pascal lets go of the balloon in time so that it 
floats up to his apartment window and when he arrives at his 
apartment, he pulls the balloon to safety. The mischievous 
boys, however, continue to pursue Pascal’s balloon until 

they catch it and eventually destroy it. The scene in which 
the little boy sits sadly next to his deflated balloon is quite 
poignant. But suddenly, at that point, all the balloons held 
by the people in the city leave them as if in rebellion for the 
mistreatment of the red balloon. They all come to Pascal and 
he grabs all the strings. They carry him off in the air, over 
the city, and he floats away with them. 
      The first time I watched this film, my son, Manuel, then 
a latency age boy, viewed it with me. Afterwards, our 
conversation went somewhat like this: 
      I asked, “What did you think of the movie?” 
       Manuel: “I thought it was fun. Pascal was all happy 
until the balloon exploded. But I guess just because you lose 
something it doesn’t mean it is lost forever. Although the 
balloon exploded, he got a whole bunch of other balloons. 
What was really neat was that the balloon was a magic 
balloon. This balloon could control himself. It would be fun 
to have a balloon like that.” 
      “Do you have anything special like this balloon?” 
      “I have a teddy bear. It isn’t alive. It really isn’t the same 
though.” 
      “So you felt the balloon was alive?” 
      “Yeah.” 
      “Do you ever think your teddy bear is alive?” 
      “Sometimes I pretend my teddy bear is alive. I really 
can’t explain it.” 
      My son could recognize the red balloon as similar to his 
alive and not alive teddy bear. Winnicott coined the term 
“transitional object” used to describe an infant’s first “me” 
and “not me” possession, something inanimate but treasured 
(usually a small soft blanket or toy). This transitional object 
has aspects of “not me” or mother. Yet, the soothing 
qualities of “not me” remain under the control of the child. 
It gets dirty and smelly and is often sucked on by the child 
so it acquires characteristics and odors familiar to the child 
or “me.”. 
      The child uses the transitional object in the course of 
separation from the mother which can be quite stressful 
(Winnicott, 1958). For instance, when a young child goes to 
sleep, there is increased stress because he must separate 
from mother. He searches for his transitional object which 
soothes him, helping him to tolerate the separation. The 
transitional object provides feelings of self-sufficiency and 
counteracts feelings of maternal loss and abandonment, thus 
preserving the sense of the loving mother. 
      The young child’s capacity to separate from mother, 
creates what Winnicott calls a “potential space.” This space 
allows the child to develop something that is unique and not 
part of the mother. In this space, the child establishes a 
sense of independent action, thought, and feelings. It is not 
surprising then, that transitional objects emerge in this 
“potential space” as a way to help the child do this. 
Winnicott includes under this term sounds such as the 
child’s singing as he or she settles down to sleep. As the 
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child ages, symbolic play and finally, creative and aesthetic 
expression emerge in this potential space. (Derivatives of 
the original transitional object may be seen in adolescent 
style of play, music, clothing, and fictional phenomena such 
as this movie created by Pascal’s father). 
      Hence transitional objects serve multiple functions. They 
serve as external manifestations of internal processes, i.e. 
separation of self from mother and world. They serve as 
psychic organizers for the process of separation and 
individuation. They delineate a boundary between the self 
and the world, aiding in the support of a body image that is 
fragile as well as more easily regressed during periods of 
stress such as sleep. The use of the transitional object plays 
an important part in this movie. The red balloon can be seen 
as a childhood fantasy created to diminish anxiety aroused 
by the task of latency. Let me digress a moment to discuss 
latency. 
      As we know, the school years from first to about seventh 
grades have been termed by psychoanalysts as the latency 
period. Latency refers to that psychosexual period beginning 
at the end of the 5th year and continuing to puberty, around 
the 11th year. In his “Three Essays on The Theory of 
Sexuality” (1905), Sigmund Freud spoke of the biphasic 
aspect of sexual instincts, with one peak during the 
preoedipal/oedipal period, and the second during 
adolescence. The preoedipal/ oedipal periods were 
considered conflict-prone and adolescence was considered a 
tumultuous period. He referred to latency as the quiet 
“interlude” between the two peaks, in which there was 
diminished sexual activity. Certainly we know that a 
decrease in sexual activity is not universal. There are 
primitive cultures in which overt sexual activity continues 
unabated through the years from 6 to 10. However, in more 
industrialized societies, direct expression of the sexual 
drives is curbed and modified. Curiosity about sexual 
matters is channeled into formal academic learning. 
      According to psychoanalytic thinking, this 
developmental step is made possible through the following 
process. The oedipal child has impulses that are controlled 
directly by parental inhibitions. For instance, the oedipal 
boy wants to be rid of father and have mother to himself as 
an object of sexual love. However, he is afraid of 
punishment by his father in the form of castration as well as 
of loss of mother’s love. In the resolution of this oedipal 
conflict, he accepts that he loses in the competition with 
father and identifies with his father, accepting that he can 
eventually marry someone like mother. The child’s impulses 
are muted and directed to other channels for gratification as 
a result of more sophisticated ego defenses such as 
repression and sublimation. The parental prohibitions are 
now internalized and become part of the child’s conscience. 
As a result, latency ensues and we see changes in the child’s 
relationship with other members of his family as he 
develops an increased interest in peers and heir values, and 
sublimates drives into intellectual curiosity and the pursuit 

of learning. The latency child becomes “calm, pliable, and 
educable.” 
      In addition to psychosocial development, there is a 
cognitive process unfolding. Piaget, a Swiss psychologist, 
studied cognitive development in young children. He noted 
that there was a development in the latency age child’s 
ability to think from pre-operational process ( in which the 
child depends on his perceptions to solve problems) to 
concrete operations (in which logic is bound to objects and 
situations but transferable from one situation to another). 
The two major cognitive accomplishments of concrete 
operations are classification (the ability to categorize) and 
conservation ( the ability to conserve sameness in the face 
of apparent differences). Hence, the latency age child 
acquires an increased capacity to concentrate, to order his 
thoughts and fantasies--all important ego functions. In this 
regard, fantasies can serve to deal with conflicts at the level 
of thought rather than reality, leading to more goal directed 
activities in adolescence stemming from the capacity to 
think before acting (Schecter 1980). . 
      This period marks a turning point in social development. 
The latency child can now present to society like a butterfly 
emerging from a cocoon. Even historically, in the middle 
ages, children began formal training for adulthood as an 
apprentice at age 7. In England, children are often sent to 
boarding schools at this age. In our society, children begin 
grammar school at 7. In the Roman Catholic Church, age 7 
is considered the “age of reason” and at this time the child 
begins to study for first communion. Erickson in 1963 
characterized this period of childhood as a stage in which 
the child deals with “industry versus inferiority.” The child 
leaves the family environment to go to school, learn the 
“industry of his society in order to become an adult.” . This 
is the age in which the child needs to move from an 
egocentric view to one in which he perceives himself as a 
part of a complex ecological system and can function 
confidently. There is a move from needing to be number 
one, having little sensitivity to other’ feelings, and being 
perceived as rigid and cruel to achieving social 
accommodation, awareness of the other, and a growing 
sense of empathy. It is a transitional period for the child has 
one foot in childhood and the other in the world of 
adulthood, mixing seriousness with play. 
      In terms of childhood development, “The Red Balloon” 
can be seen as a childhood fantasy that diminishes the 
anxiety aroused by the task of realizing oneself in the larger 
context of society. Pascal walks the streets alone as he 
transitions between home, school, and neighborhood. He 
seeks a solution by creating a fantasy which allows him to 
master his fears. This fantasy has two parts--the interaction 
with the balloon and then its destruction. 
      In the first part, he and the balloon discover each other. 
The red balloon functions as a transitional object as it helps 
him cope with the separation from mother and father. This 
object is an unusual choice for although fragile, it is not soft 
and cuddly like most transitional objects used in early 
childhood. Perhaps this illustrates the older child’s lessened 
need for physical affection and growing capacity to use 
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other forms of support such as language (i.e. “ I love you” 
or “ let me help you with homework” ) and visual gestures 
( i.e. a smile or reassuring nod). Yet this balloon has many 
aspects of the transitional object used by the younger child. 
It is rather elusive--there and not there, not alive-- just filled 
with air yet acting alive--having a life of its own and dying 
when pierced. The characteristics of a balloon are quite 
interesting in light of the developmental level of this boy. 
The balloon is small and can be inflated or deflated, made 
bigger or smaller. Analogies can be made to self esteem,
body image and male genital functioning. This balloon can 
be held by a string and closely attached to its owner, or held 
onto but far away, or let free. This is analogous to the 
growing autonomy of the latency age boy. This brings to 
mind the expression, “no strings attached” which implies 
loving without obligations. That true selfless love is what 
Pascal feels with this balloon, and hopefully will attain with 
his family as he becomes more independent. 
      In the second part of the fantasy, the mischievous boys 
chase after the balloon, eventually destroying it. My 
question is why? There are many possibilities and I will 
enumerate a few. At this age, peer pressure is prominent and 
the quest for sameness, paramount, and Pascal has 
something different. Another thought is that the boys 
destroy something that is weak and fragile, disavowing their 
own fears, weaknesses, and sense of vulnerability. The boys 
feel aggressive, competitive, and envious so they destroy 
Pascal’s special “toy.” If they will forgo individual 
omnipotence to join the group, so must he. These actions 
show the egocentricity, insensitivity, and cruelty just below 
the latency surface. Yet, they may also be encouraging 
autonomy and independence, rejecting the transitional 
object and transmitting the message to Pascal to “grow up.” 
However, perhaps it is done in a non-empathic way so that 
Pascal is left feeling sad, “deflated,” and not really ready to 
give it up on his own. There are multiple ways to view the 
ending when Pascal is rescued by the balloons of the city. I 
will name two. The ending may be considered an 

omnipotent defense against narcissistic injury for Pascal’s 
self-esteem is enhanced and he feels big or “inflated” again 
as he is rescued by so many balloons. Another interpretation 
is that this movie really is created by an adult who wants an 
entertaining story depicting a peaceful ending that 
neutralizes the aggression (Hatleberg, personal comment). 
Really, a latency age boy struggling with his aggression 
might more characteristically portray himself as floating 
away and vengefully dropping bricks on the boys who 
destroyed his precious balloon.  
 
 

Columnist’s Note: 
 
      This is a delightful presentation at once educational and 
charming and I want to thank Dr. Woodbury for offering it 
to our readers. ( I hope others will follow suit and offer their 
thoughts--papers, presentations, film or television reviews, 
etc.-- for future Children/Media columns.) 
      A question I raised with Dr. Woodbury was whether the 
audience had had any reaction to the theoretical material, 
particularly that concerning the child’s sexuality, often 
anxiety- provoking to the layman. Dr. Woodbury’s response 
was that it was a very psychologically- minded group and 
the questions seemed very accepting of the psychoanalytic 
viewpoint. She was curious to hear what others have 
experienced when presenting similar material to lay 
audiences. If you would like to respond or have any other 
comments, please direct your letters to me at 4100 Military 
Rd, NW.;Washington, DC  20015 or fax to 202-966-8625. 
We will include your responses in a future issue. 
 

Randi Finger, Ph.D. 

The Red Balloon . . . 

(Continued from page 30) 

body” sphere. 
 

Analysis of a Twelve-Year-Old Girl . . .  
From the Program Committee 

 
We are looking for papers on the topic of obsessional 
children, both neurotic and atypical, for the ACP 
Annual Meeting which has been scheduled for April 3-
5, 1998 in Boston, Massachusetts, USA. Members with 
appropriate materials are invited to send a 3-5 page 
abstract directly to the ACP administrator, Ms. Nancy 
Hall, before July 1, 1997. 
 

Laurie Levinson and Janet Szydlo, co-chairs 
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Guidelines for Sponsors  
 

Two Regular Members of the Association must join in sponsoring any individual for any category of Association Membership. 
 
For Candidate Members it is necessary for the sponsors to verify the individual’s freedom from any contravention of ethical standards 
and that the training undertaken will, upon its completion, have included the categories listed below for Regular Members. 
 
For Colleagues of the Association the sponsors are free to submit their letters to the Executive Committee in any form or style they 
choose. They must include that, to the best of their knowledge, the individual being sponsored has never contravened the ethical 
standards in their field or area of activity. In assessing the suitability of a sponsorship for a Colleague, the Executive Committee (through 
the President of the Association) or the Membership Committee (through its Chair) are always available for consultation. 
 
For Regular Members the sponsors must address the two areas below: 
 
1 The sponsors have no knowledge of the individual’s ever having contravened the ethical standards of his or her field or profession. 
2 The sponsors should share their awareness that an individual’s training has included: 

a a personal analysis of adequate duration at a four- or five-times-per-week frequency; 
b participation in seminars or independent study of three areas: 

• psychoanalytic principles 
• child psychoanalytic theory and practice 
• child analytic case seminars 

c supervision by child analysts of child analytic cases that would be expected to include children of both sexes and, so far as 
possible, children representing pre-latency or early latency, latency, and puberty or adolescence. Child cases should be seen 
four or five times per week for an adequate duration. 

___________________________________________________________________________________________________________________ 
 
The following outline may be of assistance in completing a sponsorship for membership. Sponsors are reminded that they may submit 
material in addition to that requested. Sponsors are also reminded of the availability of consultation as noted above regarding potential 
Collegial Members which is also available in like fashion for Candidate and Regular Members through the Membership Committee. 

___________________________________________________________________________________________________________________ 
 

 
Sponsors’         1.   ____________________________________________________________________________________________ 

    Names:         2.   ____________________________________________________________________________________________ 

Name and address of individual being sponsored:    ___________________________________________________________________ 

Type of membership suggested:                         ______________________________________________________________ 

 

For Candidate Membership 
Please address 
1 ethical standards 
2 training includes (or will include) all categories of training required for Regular Members (below) 
3 nature of training program 
 

For Regular Membership 
Please address 
1 ethical standards 
2 personal analysis: frequency and duration 
3 seminars or independent study of: 

a psychoanalytic principles 
b child analytic theory and practice 
c child analytic case seminars 

4 cases supervised by child psychoanalysts 
                                      age             sex              frequency               duration                  diagnosis                supervisor 

∗ Case #1   _______________________________________________________________________________________ 

∗ Case #2   _______________________________________________________________________________________ 

∗ Case #3   _______________________________________________________________________________________ 
 

Please send all of the requisite information to the Membership Committee Chair via the Executive Secretary, who 
will see that copies are forwarded to Committee members as appropriate. 
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Calendar of Events 

June 6-7, 1997 
The Seattle Institute for Psychoanalysis and 

The Edith Buxbaum Psychoanalytic 
Foundation for Children 

The Gerald Olch Lecture Series: 
Psychoanalysis in Russia: Past, Present, 
and Future 

Seattle, Washington, USA 
For further information contact 
The Seattle Institute for Psychoanalysis 
4020 E. Madison, #230 
Seattle, Washington  98112  USA 

    ....................................... (206) 328-5315 
 
June 19-21, 1997 
Aspen Child and Adolescent Institute 
Aspen, Colorado, USA 
For further information contact 
Jerome Karasic, M.D. 
400 Medicine Bow Drive 
Aspen, CO  81611 USA 

    ....................................... (970) 923-3022 
FAX ...................................... (970) 923-0600 
E-mail ................................ hldanish@rof.net 
 
July 6-11, 1997 
World Federation for Mental Health 
World Congress of the WFMH 
Lahti, FINLAND 
For further information contact 
Secretariat 
KaKo Congress Services 
P.O. Box 762 
FIN-00101 
Helsinki, FINLAND 
FAX ................................ 011-358-0 492-810 
E-mail .......................kako_ar@cc.helsinki.fi 
 
July 14-24, 1997 
Anna Freud Centre & Tulane Center for 

Education 
Case Studies in Child Development 
London, UK 
For further information contact 
Diane Manning, Ph.D. 
Newcomb Children’s Center 
Tulane University 
New Orleans, Louisiana  70118  USA 

    ....................................... (504) 865-5343 
FAX ...................................... (504) 834-9281 
E-mail ....dmanning@mailhost.tcs.tulane.edu 
 
July 16-18, 1997 
International Centennial Conference on the 

Work of W. R. Bion 
W. R. Bion: Past and Future 
Turin, ITALIA 
Sponsored by 
Centro Torinese di Psicoanalisi and the Società 

Psicoanalitica Italiana 
 
 
 
 
 
 
 
July 20-23, 1997 
British Psycho-Analytical Society 
Clinical Pre-Congress Meeting 

For further information contact 
The Pre-Congress Secretary 
The British Psycho-Analytical Society 
63 New Cavendish Street 
London  W1M 7RD  UK 

 ................................ 011-44-171 580-4952 
FAX ............................ 011-44-171 323-5312 
 
July 25-26, 1997 
8th IPA Conference of Training Analysts 
Learning in Supervision: A Mutual 

Experience 
Barcelona, SPAIN 
For further information contact 
International Psychoanalytical Association 
“Broomhills,” Woodside Lane 
London  N12 8UD  ENGLAND 

 ................................ 011-44-181 446-8324 
FAX ............................ 011-44-181 445-4729 
E-mail ........ 100450.1362@compuserve.com 
 
July 27 - August 1, 1997 
40th International Psycho-Analytical 

Association Congress 
Psychoanalysis and Sexuality 
Barcelona, SPAIN 
For further information contact 
International Psychoanalytical Association 
“Broomhills,” Woodside Lane 
London  N12 8UD  ENGLAND 

 ................................ 011-44-181 446-8324 
FAX ............................ 011-44-181 445-4729 
E-mail ........ 100450.1362@compuserve.com 
 
August 7-15, 1997 
IPA Standing Committee on Psychoanalytic 

Research 
3rd Annual Research Training Programme 
London, UK 
For further information contact 
Professor Peter Fonagy 
Psychoanalysis Unit 
Gower Street 
London WC1E 6BT  UK 
FAX ............................ 011-44-171 916-1989 
E-mail ............................p.fonagy@ucl.ac.uk 
 
August 15-19, 1997 
Division 39 (Psychoanalysis) of the American 

Psychological Association 
Into the 21st Century: Retrospections, 

Introspections, Projections 
Chicago, Illinois, USA 
For further information contact 
APA Convention Office 
750 First Street, NE 
Washington, DC  20002-4242  USA 
  ....................................... (202) 336-6020 

E-mail ............................publiccom@apa.org 
 
 
 
 
 
December 17-21, 1997 
Fall Meeting of the American Psychoanalytic 

Association 
New York, New York, USA 
For further information contact 
American Psychoanalytic Association 

309 East 49th Street 
New York, NY  10017  USA 

    .......................................(212) 752-0450 
FAX ......................................(212) 593-0571 
 
April, 1998 
International Psychoanalytical Association / 

United Nations Educational, Scientific, & 
Cultural Organization 

At the Threshold of the Millennium: 
Culture, Environment, Gender, Violence 

Lima, PERU 
For further information contact 
Conference Secretariat 
Pallardelle 285-401 
Lima 27 PERU 
FAX ..............................011-51-14 422-9307 
 
April 3-5, 1998 
South African Psychoanalysis Trust 
Change: Psychoanalytic Perspectives 
Cape Town, SOUTH AFRICA 
For further information contact 
Deborah McTeer 
Postgraduate Conference Division 
UCT Medical School, Anzio Road 
Observatory 7925  SOUTH AFRICA 
  ...............................011-27-21 406-6348 

FAX ..............................011-27-21 448-6263 
 
May 27-31, 1998 
87th Annual Meeting of the American 

Psychoanalytic Association 
Toronto, Ontario, CANADA 
For further information contact 
American Psychoanalytic Association 
309 East 49th Street 
New York, NY  10017  USA 

    .......................................(212) 752-0450 
FAX ......................................(212) 593-0571 
 
August 2-6, 1998 
14th International Congress of the International 

Association for Child and Adolescent 
Psychiatry and Allied Professions 
(IACAPAP) 

Stockholm, SWEDEN 
For further information contact 
Kari Schleimer, M.D., Ph.D. 
Department of Child and Adolescent Psychiatry 
University of Lund 
S-214 01  Malmö  SWEDEN 

 .................................... 011-46-40 331 674 
FAX ................................ 011-46-40 336 253 
 
September 14-18, 1999 
European Society for Child and Adolescent 

Psychiatry 
Hamburg, GERMANY 
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Address Correction Requested              To: 

Tuesday, July 29, 1997, 14:30 - 18:00 
Sexuality in the Analysis of Adolescents: 

Its Impact on the Transference-Countertransference 
 

Welcome ......................... Peter Blos Jr. (Ann Arbor, USA) 
Introduction ................... Collete Chiland (Paris, FRANCE) 
Case I ........................ Agneta Sandell (Lidingö, SWEDEN) 
Erotism and hate in the transference-countertransference: 

The analysis of an adolescent boy 
Formal Discussion .... Ra’anan Kulka (Jerusalem, ISRAEL) 
Panel and Audience Discussion 

 
 

Case II ................................ Duncan Mclean (London, UK) 
Hey diddle diddle, the cat and the fiddle 

Formal Discussion ..............Jack Novick (Ann Arbor,USA) 
Panel and Audience Discussion 

Thursday, July 31, 1997, 14:30 - 18:00 

Expressions of Sexuality in the Analysis of Children 
 

Welcome ......................... Peter Blos Jr. (Ann Arbor, USA) 
Introduction ....................... Erna Furman (Cleveland, USA) 
Case I ................ Joana Tous d’Adroer (Barcelona, SPAIN) 

Infantile sexuality: 
Primitive anxieties in an Oedipal setting 

(The analysis of a 9-year-old boy) 
Formal Discussion .............. Dieter Bürgin (Basel, SWITZ.) 
Panel and Audience Discussion 

 
Case II ...........................Calvern E. Narcisi (Denver, USA) 

Severe fecal retention and fears of penetration: 
The analysis of a 7-year-old girl 

Formal Discussion ................Fiffi Piene (Oslo, NORWAY) 
Panel and Audience Discussion 

The ACP invites all child analysts attending the Barcelona IPA Congress to a reception on Tuesday evening, July 29th, at the 
Hotel Fira Palace. The reception will be held in the Ambar Room from 19:30-21:30. We look forward to seeing you there. 

 
 

IPA-ACP co-sponsored panels 
at the 40th International Psychoanalytical Congress 

in Barcelona, Spain 


