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Editorial Foreword

This book contains the first attempt to give a comprehensive
account for the lay reader of the principles and methods of Group
Psychotherapy - i.e. the treatment in groups of individuals suffer-
ing from indispositions of the mind. Nowadays the principles of
individual psychotherapy, or psychoanalysis and related methods,
are matters of fairly general knowledge. Information concerning
group psychotherapy is scattered among papers in journals and
books not easily accessible to, or not written for, the general
reader.

Dr Foulkes and Dr Anthony have here collaborated not only
to outline the relevant theory, but also to illuminate the subjeci
with realistic case material. Naturally they have presented the
subject from their own point of view, and even if this is distinctive
it is representative of important trends in therapeutic theory and
practice. The basic ideas are in fact extremely simple and not a
matter of dispute among the major psychotherapeutic schools. It
would appear to be a well authenticated fact that in merely bring-
ing to mind and giving expression to repressed emotions and
desires the patient may experience great relief and sometimes be
restored to equanimity,

In this, indeed, there is nothing at all surprising. We have
always heard that ‘confession is good for the soul’. We have
often encouraged those in distress ‘to have a good cry’, and those
who are worried ‘to get things off their chest’. We have all met
cases of friends who after a violent quarrel were better friends
than they ever were before. So familiar are these facts that we
might well be tempted to accept an early theory, officially spon-
sored under the concept of ‘abreaction’, that the cause of all
mental ills is ‘repression’ and the cure the removal of inhibitions.

This, however, all authorities now agree is an over-simplifica-
tion. Two further matters, at least, require elucidation. First, how
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Editorial Foreword

and why do some desires become so deeply repressed, and how
can this buried material be brought back to the surface ? Second,
these repressed desires are found to derive from relations to
persons (parents and siblings) and the ‘abreaction’ of the repres-
sion would seem to require a working off of emotion in relation
to persons. The elucidation of the first of these mattersleadsto a
complex theory of personality development, and the elucidation
of the second to the complex and still unsettled theory of ‘the
transference’. In individual psychotherapy the recovery of buried
material and the working through of stages of the transference are
determined by the relations of the individual patient and the
individual analyst. In group psychotherapy the process takes place
within the setting of a group of half a dozen or so patients and an
analyst acting in the role of the ‘participant observer’. As free
association is the basic technique of individual analysis, so ‘free
floating discussion’ (as described in this book) is the basic tech-
nique of group therapy.

Literally uninhibited conversation is a phenomenon not to be
found in nature, nor in any ordinary society. The quite spontan-
eous expression of whatever passes through the mind is restricted
to rare and peculiar states and occasions such as, for example,
extreme intoxication. Normally the thoughts that men express are
carefully selected with due regard to conventions, customs, and
taboos. Men, in general, in their conversation do not wish to
wound or offend; and in addition they are concerned not to
offend in order to save their own ego-encapsulating skins. They
do not open up a conversation by expressing their adverse first
impression of each other’s personal appearance, nor do they
discuss their necrophilic impulses with the freedom with which
they describe their more refined gastronomic tastes — except in
group psychotherapeutic sessions.

What happens when the normal inhibitions are removed?
What then determines the content of conversation and what are
the effects of conversations of this kind?

What happens, as might be expected, is that there are turns of
conversation of a kind which may well occasion the raising of
some eyebrows. Why precisely these turns should occur, and
how these turns are connected with the deeper sources of anxiety
and suffering, and what the effects may be that ensue upon the
relaxation of inhibitions, it is the purpose of this book to explain.
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Bditorial Foreword

In the study of its authors’ argument, the reader may properly
feel that he is keeping abreast with one of the latest developments
in psychotherapy, and that he is doing so at the growing point of
a very difficult art and the growing point of a puzzling branch of
science.

C. A. MACB






Chapter 1

Group Psychotherapy and
Group-Analysis:
Basic Considerations

1. INTRODUCTION

Group psychotherapy is now practised in clinics and institutions as
well as in private practice all over the world. Beyond this there is a
growing realization of its significance for other groups, social life
in general, social psychiatry, community therapy, selection pro-
cedures and education.

There are many varieties and types of group psychotherapy.
For a broad orientation it may be useful to consider these types
according to whether their impact is primarily due to:

(a) relief through expression. Catharsis (action methods and
activities of all sorts);

(b) restorationthrough participation and acceptance, best known
as encounter groups; or in addition to these

(¢) the liberation of creative forces in the individual, the liguida-
tion of old fixations in development by laying bare disturbing con-
flicts, bringing them to awareness and resolution (group-analysis).

Only this last category, characteristic for the analytic approach,
concerns us here. All the pioneers in this field came from psycho-
analysis: T. Burrow, S. H. Foulkes, P. Schilder, S. R. Slavson, L.
Wender and others. All of them were American, except S. H.
Foulkes whose work developed independently in England. Only
the latter, while always remaining a Freudian psychoanalyst in the
individual field, maintained from the beginning that in this new
field the group situation changes the therapeutic process de-
cisively. Accordingly, he created a novel method of approach
which he called group-analytic psychotherapy and new theoretical
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concepts: group-analysis. This view has more recently gained
much ground. It is nevertheless fair to say that it is even now in-
sufficiently understood and that psychoanalysts are more re-
luctant to accept the changes in method and theory involved than
are other workers in this field.

The reader will find at the end of this book (p. 271) a selection of
books from the vast literature which now exists on this subject.
Some of the most important books we have included give a general
survey and an integrated view from the early beginnings to the
present time. Books which have a special merit for those interested
in historical developments are also included. For the most part the
reading list gives different analytical approaches with representa-
tives from the different schools as they will presently be reviewed.
Books which put more emphasis on research are also included. We
also mention some of the more important journals in this field.

2. THE PSYCHO-ANALYTIC APPROACH

Let us now turn to the psychoanalytic approach to psychotherapy.
We consider psychoanalysis as a therapeutic method taking place
between iwo people, the analyst and his patient, and consider
group-analysis as a form of psychotherapy and not as a form of
psychoanalysis. We use the terms ‘group-analysis’ and ‘group-
analytic situation’ as the equivalents, in a group situation, of
‘psychoanalysis’ and ‘psychoanalytic situation’. If we wish to make
explicit that we talk of group-analysis as a form of treatment, we
use the term ‘group-analytic psychotherapy’. This indicates that
this method is analytic but primarily based on the group. It should
however be understood that the analysis of the individual remains
a primary concern. The individual is being treated in the context
of the group with the active participation of the group. For a de-
tailed description of this method, the reader is referred to S. H.
Foulkes: Therapeutic Group Analysis (Allen & Unwin, 1964). A
new comprehensive book on the method by the same author will
soon appear.

Like other work which is considered in this book, we take as our
starting point the practice and theory of psychoanalysis. The
present writers stand firmly on the grounds of classical psycho-
analysis whilst many other workers appear to have been trained
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within schools which, for short, one might call neo-Freudian. All
these neo-analytic schools are not so much distinguished by what
they have added to or developed from Freud’s work, but by what
they have left out or distorted. The foundation on which their
approach to groups has been built up thus differs considerably.
Nevertheless the same workers often refer to their practice as
‘psychoanalysis’ in groups. In truth they often violate psycho-
analytic concepts whether in the individual or the group settingand
consequently fail to do justice to the significant features of the
group situation. The present writers consider that psychoanalytical
concepts, clinical and theoretical, are firmly rooted to begin with
in the one- and later in the two-personal situation. There is no
intrinsic reason why psychoanalysis should not in future extend its
dimension and claim that group-analysis is psychoanalysis in the
multi-personal situation. If and when this should be stated it would
become clear, however, that the whole of psychoanalytic theory
and practice would have to be changed, and far removed from the
mind and intention of its originator. For the time being, we think
as psychoanalysts that this discipline has an important function to
fulfil on its own grounds. We do no wish to inaugurate yet another
neo-analytic school of thought.

In the meantime we firmly reject the idea that experiences in
group psychotherapy should be limited by present-day psycho-
analytical concepts. Group-analysis is free to develop within the
larger framework of psychotherapy. Its effects inside this have
been described as a revolution.

3. THE MAIN TRENDS

The first point we have to keep in mind when we consider the
meaning and delineation which several authors give to an analytic
approach is that their concept as to what is psychoanalysis differs
significantly. Having this in mind, the main trends discernible at
this point in time may be stated as follows (as they are stated
briefly and summarily it will be appreciated that this account is
over-simplified):

(a) If the psychotherapist is individually trained and experienced
in psychoanalysis he will, and must, use psychoanalytical con-
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cepts to guide his practical actions. He will note that the group
situation modifies all processes and introduces some new factors.
The theory, which remains that of psychoanalysis, has to take
note of these modifications. What we are dealing with is analytic
group psychotherapy as represented most clearly in the work of
S. R. Slavson. We agree with him in so far as psychoanalysis is
concerned. We think that he takes psychoanalytical concepts too
much as absolute truths, instead of relatively correct in their own
setting, as perhaps all truth is. The morerelevant difference between
this view and the group-analytic position, however, concerns the
valuation of the group situation and its influence on practice and
theory.

(b) Psychoanalysis in the group is possible. The emphasis is on
the individual in the group. Group dynamics do exist, but have no
bearing on the ongoing treatment, group or no group. This view is
held by A. Wolf who has been one of its pioneers and has con-
siderably influenced the practice of ‘ psychoanalytic’ group therapy
in the U.S.A. In their book, Psychoanalysis in Groups, A.Wolf and
E. K. Schwartz present a comprehensive and valuable account of
their experiences, method and theories as practised at the Post-
graduate Center for Mental Health in New York. Workers ad-
hering to this view use to good effect the possibilities inherent in the
stimulation and potentialities of a multipersonal interactive set-
ting, and they feel, with us, that therapy is more effective and
intensive in this setting than is the treatment of the isolated in-
dividual. To some extent their experience precludes them from
understanding our views, as thecy work in a different situation in
which they cannot well test and correct our premises. Their
groups are large, up to ten members. Wolf and Schwartz prepare
their patients by individual analysis, who may return to individual
sessions if they become too anxious, though this is rarely necessary
for prolonged periods. They have also worked with ‘alternate
sessions’ taking place without the therapist’s presence. There is no
question that good psychotherapy can be done in this way, but the
present writer, who independently had occasionally used similar
procedures, found possible gains to be heavily outweighed by the
advantages of analysing all conflicts in one single, clearly defined,
therapeutic situation at one and the same period of time. Otherwise
one works in a transference situation which is unnecessarily com-
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plicated. Schwartz and Wolf seem to make no allowances for this
or the consequences concerning the theory of group dynamics. By
this term we mean the psychodynamics in the group situation,
which build up into an interconnected, transactional network.

(c) A third view which also originated in England, in particular
at the Tavistock Clinic, is that the psychoanalyst follows exactly
the same principles in the group as he does in the individual situa-
tion. The difference is that the whole group is now considered as if
it were one patient. Thus a one-to-one relationship is restored,
corresponding to the situation in individual psychoanalysis. The
analyst confines himself to the interpretation of the transference
situation as it presents itself in the ongoing session. This, in the
‘here and now’, is the centre of the procedure. Though these
workers base their approach purely on psychoanalysis they have,
like the present writers, refrained from calling it group psycho-
analysis. This approach to groups was introduced by W. R. Bion
(see Selected Reading list). The type of psychoanalysis on which it
is based is strongly influenced by the theories of M. Kleinand W. R.
Fairbairn, in particular the so-called ‘inner object’ theory. This is
really valid only on narcissistic, psychotic levels of mentality and
Bion has indeed paid particular attention to these levels in his inter-
pretations. Later followers, H. Ezriel amongst others, concern
themselves exclusively with transference interpretation, remi-
niscent of James Strachey’s conviction that these alone are effec-
tive, ‘mutative’. For a critique of this work see S. Scheidlinger,
Group Process in Group Psychotherapy 1 and IL* and also 1. D.
Yalom (see Selected Reading). Recently a concise account of this
school of thought, edited by H. Walton, has appeared (see Selected
Reading). This approach might be said to represent (psycho-)
analysis of the group as a whole by the therapist. The main
difference between this and the group-analytic position appears to
lie in the much greater variety of interpretations used by us, and in
a different view as to their dynamic significance. The active par-
ticipation of the group itself is in our view much more important
for psychotherapy in the group. At the same time, the function of
the group as a whole has in our view a more primary significance
for the understanding of all part processes concerning its members,
and not the other way round (‘trans-personal processes®).

* American Journal of Psychotherapy, vol. X1V, no. 1, January 1960.
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(d) The ‘group-dynamic theory’ originated by K. Lewin has
influenced group psychotherapy in various ways. A certain cross-
fertilization also took place between the Tavistock Institute of
Human Relations in London and some American institutions in-
fluenced by him. Though this theory has no common ground with
psychoanalysis, it seemed at first compatible with an analytic ap-
proach, as exemplified at the time by the work of G. R. Bach and
C. Rogers.

This type of ‘encounter’ group clearly falls into our category
(b): restoration through participation and acceptance (see p. 15).
In recent years the term ‘encounter’ group has been extended to
group activities with an emphasis on action. These may take their
inspiration partly from Moreno’s ‘psychodrama’, but go far
beyond this as in communal bathing and other pursuits at Esalen,
California. These are popular, sensational entertainments and do
not claim to be psychotherapy. They appear to make an impression
on the participants, sometimes to the good, sometimes to the bad,
At best they may be regarded as helping the aromie of the isolated
human individual estranged as he is from his community in the
western culture. The openly anti-analytic bias of these methods
has helped in bringing the analytical schools of group psycho-
therapy closer together.

We do not find that ‘ group dynamics’ enter much into the small
therapeutic group, and in this respect agree with Wolf and others,
If occasionally we use terms which are also used in K. Lewin’s
work, they have a different connotation or dimension, though they
need not necessarily clash with his usage. For our orientation to
the hospital ‘therapeutic community’ at Northfield, we found
that our own group-analytic views married well with concepts used
in ‘field theory’, and that the latter helped us in our orientation.
Here belongs for instance the concept of a social ‘field’. Further,
there is a common background as regards Gestalt psychology.

The present writer learned to appreciate the holist view of the
human organism and all its consequences from his teacher K.
Goldstein, and through his studies with Adhémar Gelb became
convinced of the dictum that the whole is prior and more elemen-
tary than its parts. He considers the figure-ground relationship is
of principal significance. As applied to group-analysis this is,
however, extended in depth and applied to complex processes of
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interaction between the more obvious manifestations and their
more silent or concealed background. Without the elucidation of
this background they cannot be fully understood or even observed.
Taking a very simple example: if a person leaves the group, this
must be understood from that person’s point of view as well as
that of the rest of the group, and is in fact a result of their inter-
action.

The term ‘group dynamics’ has sometimes been used by us for
‘group psychodynamics® in the sense of Freud’s unconscious
dynamics. In order to avoid confusion we later adopted instead
the term ‘group processes’. As we shall presently make clear, to us
intra-psychic does not convey, as to G. Bach, ‘intradermic’, and
we look upon the dynamic processes in the group not from the
outside, but from inside, as intra-psychic dynamics in their
interaction.

4. THE GROUP-ANALYTIC VIEW

The group-analytic view itself is in the centre of this whole book
and need not be set out here specifically. Some of it has been made
clear in the preceding discussion of other approaches. A com-
prehensive and integrated presentation of this work in the pre-
ceding twenty-five years appeared in 1964.*

In spite of many and important differences there seems to be
enough agreement between group-analysts - including ourselves -
to set them apart from other non-analytic group psychotherapists,
and for them to be considered as speaking the same language.
Agreement largely exists with respect to the analytic attitude of the
therapist, the guiding principles of his interventions, his concern
with the dynamic unconscious, and the interpretation of re-
sistances, defence reactions, transference, etc.

The importance of human experience, of the encounter, is also
common ground among group-analysts, and probably all group
psychotherapists. This element has been recently stressed by
‘existential analysts’ in individual as well as in group psycho-
therapy.

The most important issue between the different forms of analytic
group psychotherapy is the varying significance attached to the

* S. H. Foulkes, op. cit.
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group situation itself. It is in this respect that group analysis as
understood by us takes a different position, both in practice and
theory, by placing the group and the group situation decidedly in
the centre.

The treatment of a patient within a group setting is so far re-
moved from the psychoanalytic set-up — one could almost say it is
its opposite - that in the writers’ opinion it is misleading to call it
psychoanalysis. In so far as the therapist is a psychoanalyst he will
still be a psychoanalyst; one cannot be a psychoanalyst in the
morning when sitting behind a couch and something else when
sitting in a group in the afternoon. The patient too remains the
same person, and what is true for him from a psychoanalytical
point of view must still be true for him when he sits in a circle, as
has been said long ago.* Such treatment is therefore psycho-
therapy of a psychoanalytical orientation.

It is, however, group psychotherapy. Psychoanalysis is prin-
cipally biological and genetic in its approach. It views complex
behaviour as motivated in the last resort by elementary instinctual
drives which are firmly rooted in somatic needs. The ego is
fundamentally a body-ego, says Freud. Only the therapeutic
function of psychoanalysis brought social, interpersonal dynamics
into orbit with the discovery of transference in the two-personal
situation.

These interpersonal psychodynamics have a greater bearing on
the therapeutic processes. Group psychotherapy which intensifies
and amplifies the social, interactional aspects of psychodynamics
is thus the situation of choice for the study of therapeutic and
pathogenic processes as they operate in the immediate present,
the here and now of the therapeutic situation.

The group situation is not a psychoanalytical situation manguée;
it introduces powerful and completely new parameters of its own.
These will be set forth throughout this book. Thus all experiences
and theories in the wide field of the group psychotherapies, how-
ever far removed from an analytic approach, have common
ground with our approach in view of their concern with people -
patients or otherwise - in groups. It looks also as if people from ail
the different schools can make a new start and find common ground

* See S. H. Foulkes: Introduction to Group Analytic Psychotherapy,
Heinemann, 1948.
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in the observation of groups which they can share, As far as group-
analytic psychotherapy is concerned it can therefore open its doors
wide to all schools, however divergent their techniques and
theories are in the individual field, particularly if they share an
analytic background in the broader sense.

5. BASIC CONCEPTS OF GROUP PSYCHOTHERAPY

In the light of our own comprehensive group-analytic view we
may now state some of the fundamental concepts of all group
psychotherapy.

Human living has always been in groups. These are ever-
changing according to conditions - geographical, economic,
historical, technical, cultural. Correspondingly, the idea which the
human individual has of himself and his group and of the relation
between the two is ever-changing too.

In recent times, since the end of the Renaissance, and in a com-
munity which stresses individual property and competition, a con
figuration has arisen which created the idea of an individual person
as if existing in isolation. He is then confronted with the com-
munity, the world, as if they were outside him. The philosophy of
Descartes starts from this premise and its strict subject-object
juxtaposition is still responsible for many pseudo problems of our
time.* Yet one of the surest observations one can make is that the
individual is preconditioned to the core by his community even
before he is born, and imprinted vitally by the group which brings
him up. This concerns even his genetic inheritance, and still more
his psychology, in so far as this is developed in the interaction be-
tween him, objects and persons. The present writer’s insight into
this deep-going interrelationship between the individual and his
group or community was stimulated by his close contact with
sociologists such as the late Franz Borkenau and particularly also
his intimate exchange of ideas over many years with Norbert Elias.
Contributions from social anthropologists such as B. K. Mali-
nowski, Margaret Mead, Meyer Fortes and others were, however,
of even greater importance as no work on small groups existed in
sociology at the time.

* See ‘Queries on Existential Psychotherapy' by Marvin J. Feldman,
International Journal of Social Psychiatry, vol. IX, no. 2, Spring 1963.
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Nature itself speaks with a clear language. Throughout all
species it is abundantly clear that the individual specimen is
entirely unimportant and that the only thing which matters is the
survival of the group, of the community. Modern circumstances
tend also to conceive, and treat, the individual as expendable.
Plans are made discounting literally millions of human lives
without hesitation. No wonder the modern individual is afraid of
the group - is afraid of losing his very existence, of his identity
being submerged and submitted to the group. The individual,
while helplessly compressed into a mere particle of social groups
and masses, is at the same time left without any true companion-
ship in regard to his inner mental life.

The relative isolation, alienation, of the individual is thus a very
real problem of our time. Whereas all sickness is liable to register
in this way, mental sickness has a disturbance of integration
within the community at its very roots — a disturbance of commus-
nication, This modern sickness, so often displayed in deep doubts
and fear about integrity and identity, is also reflected in our
theoretical terms. Any mention of group dynamics gives rise to
passionate objections by some of our theoreticians. They behave as
if the individual was in mortal danger, awaiting their chivalrous
championship for rescue.

To look upon any natural group as if it was the result of a
confluence of isolated individuals is untenable, Paradoxically our
own particular groups are really constructed of isolated strange
individuals meeting for the purpose of treatment. Yet behind this
strangeness are certain pre-conditions - often silently made - of
which the most general ones are as follows:

(1) That the biological species is the same.

(2) That the cultural background is similar, which means among
other things that there is agreement as to what is desirable normal
behaviour: what is sick, good, bad, and so forth.

(3) That the patient and therapist speak the same language,
literally as well as metaphorically — otherwise there cannot be an
efficient communication between them.

(4) That the patient has reasons to lay himself open to the
therapeutic process, his motivation.

(5) That we have a method of access to unconscious processes.
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The last two points, 4 and 5, indicate why there is a premium
on psychopathology; because it does appear that without distur-
bance, without pathology, these conditions are not fulfilled.

(6) That the relationship which develops on the basis of strong
emotions is accepted and responded to in a particular fashion,
expressed in a particular attitude and situation (the therapeutic
situation).

(7) That the doctor at least takes into account the whole
patient in the whole situation, though as a background. In the
foreground are individual details as they are presented by the
patient.

For our present purposes we are concerned only with groups in
their psychological aspects, with psyche groups, to use Helen
Jenning’s term. We are further leaving out of account here the
psychological relationship between groups, or between any par-
ticular group and the community of which it is a part, i.e. group
dynamics. We are concerned with internal psychological pro-
cesses, endo-psychic reality, intra-psychic mechanisms or dy-
namics. It is at this point that one is up against a prejudice deeply
engrained, erroneous as it is.

6. GROUP AND INDIVIDUAL IN NEW PERSPECTIVE

We have become used to thinking of intra-psychic processes,
ipso facto as inside the same individual person, inside the same
skull as it were. If we make such an assumption we beg one of the
most important questions which arises. The fact that these mental
processes are taking place physically in each individual brain is
undoubted. If we hear an orchestra playing a piece of music, all
the individual noises are produced each on one particular indi-
vidual instrument; yet what we hear is the orchestra playing music,
the conductor’s interpretation, etc. Not even in terms of pure
sound do we hear a simple summary, a summation of all the
individual waves which reach our ears, but these are modified
significantly, being part and parcel of a total sound. In truth what
we hear is the orchestra. In the same way mental processes going
on in a group under observation reach us in the first place as a
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concerted whole. Those familiar with Gestalt psychology will find
no difficulty in understanding that the whole is more elementary
than the parts. With this insight we have arrived at one of the
basic concepts in group psychotherapy without which all other
observations are misinterpreted or insufficiently described, namely
that what we experience in the first place is the group as a whole,

The network of all individual mental processes, the psycho-
logical medium in which they meet, communicate, and interact,
can be called the matrix. This is of course a construct - in the
same way as is for example the concept of traffic, or for that matter
of mind. In further formulation of our observations we have
come to conceive these processes not merely as interpersonal but
as transpersonal. In short we have a concert of interactions which
is our primary basis for orientation, for interpretation, confronta-
tion, and other contributions. This orientation shows on which
level our interventions are most useful, but the whole process is
taking place solely for the benefit of the individual member.
There can be no question of a problem of group versus individual,
or individual versus group. These are two aspects, two sides of
the same cqin.

Psychoanalysis has shown that neuroses are based on conflict,
conflict that arose early in life in relation to parents or their
equivalents. This conflict, at bottom, is one between the indi-
vidual’s instinctive impulses and his group’s cultural taboos. This
becomes internalized, unconscious, in the dynamic and the
systematic sense, that is to say subject to the operation of the
primary process - primitive prelogical mentality. As soon as
the therapist enters into the situation this endo-psychic material
becomes capable of involving two persons. Even to call this inter-
personal is not enough. It is an endo-psychic common union
between two people. The analyst can afford to enter into the
patient’s primary world without having to respond from his own
primary world. This is his particular contribution. Out of this
common ground arises a relationship which becomes the battle-
field for the solution of the patient’s neurosis - the so-called
transference neurosis. There is no need for us, nor do we wish, to
abandon these foundations. Concepts like the Oedipus complex,
patriarchal and matriarchal, assume a conflict based on the
primary family group. Infantile sexuality, incest barriers, are all
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based on the species and its cultural development. Even fathers
and mothers are archetypes, the personal father and mother only
representing them. The culture and values of a community are
inescapably transferred to the growing infant by its individual
father and mother as determined by their particular nation, class,
religion, and region. They are transmitted verbally or non-
verbally, instinctively, and emotionally twenty-four hours a day
and night. Even the objects, movements, gestures, and accents
are determined in this way by these representatives of the cultural
group. On top of this, but all permeating, is the particular indi-
vidual personal stamp of the individual father and mother.
Individual psychotherapy is thus a form of group psychotherapy
without being aware of this.

Group psychotherapy only brings back the problems where
they belong. The community is represented in the treatment room.
Valuations and norms are re-stated and modified by comparison,
contrast, and analysis. Communication leading to a shared
experience and understanding is in terms of the group.

Group psychotherapy can be practised with or without an
analytical orientation. In either case it operates in a group situa-
tion which it must take into account. Group-analytic method
and theory do away with pseudo problems such as biological
versus cultural, somatogenic versus psychogenic, individual ver-
sus group, reality versus phantasy. Instead we endeavour to use
concepts which from the beginning do justice to an integrated
view.

The first and foremost aspect with which group psychothera-
pists are usually concerned, and according to which they form
their concepts, is that of belonging, of participation. Being a re-
spected and effective member of the group, being accepted, being
able to share, to participate, belong to the basic constructive ex-
periences in human life. No health is conceivable without. this.
This happens throughout life, but the need for psychotherapy
arises when this participation and sharing are disturbed. It is im-
portant because we have now to deal with the restoration of this
disturbed communication. Resistances displayed within the
group’s interactional network or matrix reflect the unconscious
defences within the individual. At this point it must be remembered
that what is dynamically unconscious is also at the same time
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subject to the primary process. It belongs to the system ucs (uncon-
scious), that is to say it is cast in a primitive symbolic language.
This language is understood unconsciously, and transmission -
communication - does take place without consciousness. The
group, through processes of progressive communication, works
its way through from this primary, symbolic level of expression
into a conscious, articulate language. This work in communication
is the operational basis of all therapy in the group. This leads us to
the interpretative, psychoanalytic part of our work, which is
superimposed on the constructive part of group participation,
going hand in hand with it.

Group analysis as we understand it works on the group model.
The processes which we know from a two-personal situation can
be seen in full in interaction between two, three, and more
persons. They can be seen as what they are: as interactional
processes, not as processes in the isolated individual. In addition
to this we can make observations which are concealed in the one-
or two-personal situation, and thus discover group specific factors
in operation.

As far as the therapist is concerned his most important contri-
bution can be summed up as follows:

(1) He is the representative of the analytic attitude in the group.

(2) He must understand and maintain the group-analytic situa-
tion. As a psychoanalyst he is familiar with transference pro-
cesses. As always the analyst orientates himself on the basis of
the total situation in which he works. In the individual situation
he will refer part processes to the individual as a whole; in the
two-personal situation, to the transference situation; in the
group situation, to the group as a whole. He uses this orientation
to the total situation as a background for the perspective which
he needs; the more so as in his analytic activity, which could in a
certain way be said to be a destructive one, he breaks this whole
down into parts in order to do justice to them,

What about access to the unconscious? This, as we know, in
the two-personal situation in psychoanalysis is based on so-called
free association. It has not as yet been well understood that by
replacing this ‘free association® by ‘group association’, which

28



Basic Considerations

the present writer was the first to have done, we make a decisive
step regarding method as well as theory. The concept of associa-
tions in the individual mind was originally based on the assump-
tion that these were acquired by the individual in his experiences
and firmly laid down in his brain. In the two-personal situation
this process of giving voice to these ‘associations’ became al-
ready modified by the presence of the second person, the therapist,
and his response. In the group, the minds of strangers with a
totally different individual conditioning are reacting and respond-
ing to each other. If we find - as we do - that their responses,
verbal or non-verbal, conscious or unconscious, to each other’s
productions, can be used as quasi-associations to a common
context, we make a totally new assumption. We now treat
associations as based on thé common ground of unconscious
instinctive understanding of each other. We no longer take as our
basis of operation the conditioning by old experiences based on
traces in the brain, on memory traces. Instead we accept that
ideas and comments expressed by different members have the
value of unconscious interpretations. As an observation this had
already been understood clearly by Freud and other analysts
from the individual situation. Besides it would be quite impos-
sible for obvious reasons, for the group therapist to base his pro-
cedure in a group situation on the free association as understood
in the individual sense. The relationship which now develops is
that of a complex and mutual interaction between members. Only
the therapist maintains the analytic attitude and detachment and
can see the inner mechanism of this interaction, the unconscious
dynamics. It would be quite impossible for him to follow each
individual separately at the same time. He focuses on the total
interactional field, on the matrix in which these unconscious
reactions meet. His background is always, and should consciously
be, the group as a whole. Conflicts are now dynamically displayed
in the group, and yet they are — as pointed out - not less intra-
psychic for that reason.

We cannot go further here into the consequences, for all
psychotherapy and theory, of seeing the total situation in the
psychotherapeutic small group as one interconnected whole. As
group psychotherapists we study human beings and their prob-
lems in their full social context, and this study is enriched by
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opening up otherwise concealed aspects laid bare through patho-
logical conditions which, in studying, we also restore at the same
time to normal function.

All psychopathology, psychology, psychotherapy is thus under-
stood to be social, based on intra-psychic processes in their
interaction.

Greater freedom, whether looked upon from the group or the
individual’s point of view, is the result of our successful opera-
tions, and the individual gains in independence and strength by
his experience of an effective interaction between himself and the
group - a two way process operating on many levels. Individuality,
which we rightly estimate so highly, emerges in greater sponta-
neity as the result of group psychotherapy in both patient and
therapist alike.



Chapter 2

Significant Features of the
Group-Analytic Group in
Relation to Other Types of
Human Groups

1. GROUPS IN GENERAL

In this chapter we shall pass in review a number of groups as they
are found in ordinary life. They will be roughly classified accord-
ing to certain criteria, derived partly from analytic observation
of the dynamics in the therapeutic group. In thus presenting a
whole scale of typical groups we hope to bring out more precisely
the features of psychiatric therapeutic groups in general, and of
group-analytic groups in particular. In any human society we
may study there will be an infinite variety of groups, and it is not
proposed to describe or classify them fully here.

First of all there are such fundamental social groups as the
family, the clan, or even an entire nation. In such groups the
members are vitally interdependent; as a class they are best called
communities. They satisfy basic needs such as food, protection,
and sex; human life is never found outside such groups. These
fundamental groups, root groups, and especially the family group,
are in one sense the true objects of treatment, for the mental
health of the individual is dependent on his community. How-
ever, we are less concerned with the consideration of these root
groups in this book, the intention being to study therapeutic
groups whose members are initially strangers.

In our culture all sorts of groups arise spontaneously, each with
a more or less clear purpose. Such groups are not in general
organized intentionally, although they may in fact have a high
degree of organization and a very definite structure. Thus there
are, on the fringe of ordinary social life, groups such as gangs or
bands, which have been studied particularly by sociologists and
social psychologists. Groups such as neighbourhood groups,
children’s play groups, and factory groups have also been studied,
and innumerable spontaneous groups exist which could be made
the object of further study. None of these groups is likely to
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consult a psychotherapist with a view to treatment, though he
may easily find himself up against them in dealing with certain
problems, for example delinquency. Their study is therefore of
great importance, for it would be impossible to help an individual,
say a delinquent boy, without an understanding of his background
and its group structure. The study of the dynamics of the special
group with which we are concerned, the therapeutic group, throws
light in turn on the structure and dynamics of these spontaneous
groups in society.

Half of our life is spent in organized bodies or institutions
both at work and at leisure, from schools, universities, hospitals,
factories, scientific societies to all types of social clubs and asso-
ciations with special objectives, such as chess clubs, cycling clubs,
music circles, in infinite variety. All these societies are indeed
important types of groups. They have considerable therapeutic
properties, but they are at the same time beset with interpersonal
problems. These societies are not as yet — as they should be -
made objects of study and treatment as whole groups, but prom-
ising beginnings have been made, as in the work of the Tavistock
Institute of Human Relations.*

The problems of smaller units, such as for example orchestras,
football teams, or troupes of actors, could well be the subject
of a more specific group psychotherapeutic approach. This is
mentioned here because it can serve as a model for the treatment
of a group for the group’s sake and with a limited and definite
objective in view, such as playing better football.

It is important to keep this type of group in mind as a proto-
type for any group which is to be treated for its own sake, to
improve its mental health, its efficiency, cooperativeness, integ-
ration, and so on. It is important because such a group would be
the object of treatment for the sake of its functioning as a group.
Thus it stands in contradistinction to groups organized for
group-analysis, which are, in the last resort, treated not for their
own sake but for the sake of the individual members. A ‘team’ is
treated in the first place to improve its effic.. *y as a team and
any benefit that accrues to individual members is a by-product.
In a group-analytic group the situation is reversed. The group is
treated solely for the benefit of its individual members and its

* See, for example, Elliot Jaques: The Changing Culture of a Factory,
Tavistock Publications, London, 1951.
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efficiency can only be gauged by the extent to which it becomes
an efficient instrument for the treatment process.

All these three categories of groups were found within the
framework of military psychiatry during the war, especially at
the Northfield Neurosis Centre. Inside the Centre all these types
of groups were continually forming - spontaneous, underground,
undisclosed groups; loosely formed groups with special purposes
and functions; and more closely linked and highly organized
groups. The special characteristics of each type could be studied.
In such a case we can also study the interaction of groups one
with another, with their mutual relationships and the influences
they exert on each other.

2. OCCUPATION AND THERAPEUTIC ACTIVITY

In order to come closer to a specific delineation of the char-
acter of group-analytic groups, it may be useful to establish a
few simple terms and some basic considerations.

All the groups we have spoken of so far have tasks, that is, they
have definite aims and purposes. This is most important, as we
shall presently see, for as a consequence of this fact they gener-
ally come together to pursue certain activities. The manifest
declared activities of such a group we propose to call the group’s
‘occupation’. Whereas this manifest occupation has a definite
importance, there are usually and perhaps always other occupa-
tions going on in the groups, which are not openly declared,
which may not be understood by the group and of which it may
not even be consciously aware. These ‘latent’ occupations of the
group might well be called its ‘preoccupations’, and for the
understanding of certain occurrences in the group they may be
much more relevant than the occupation itself. All groups of this
sort have an occupation and some latent preoccupations. The
experience we have gained from the analysis of groups shows that
this occupation fulfils a very important purpose. It provides the
members of the group with a reason for meeting, a means of
meeting, and a context for relationships which have a certain
impersonal and non-committal quality. Members are able to
meet, to share experiences, and to interact emotionally without
having to become more involved with one another on a personal
level than they wish to be.
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A good illustration of the same mechanism is provided by pas-
sengers on a ship. They sit together at the bar, or play bridge and
deck games, They may come to know each other quite well,
exchange jokes, look forward to meeting in the evenings, and, in
a sense, become quite intimate, and may yet at the same time
communicate to one another almost nothing of their private lives
or personal feelings. Generally when the boat reaches its destina-
tion they go their separate ways and forget all about each other
in a few days.

Analysis of groups shows that group occupations, like the
activities of passengers on a boat, serve as a protective screen,
a defence against intimate personal interaction. For this very
reason psychotherapeutic analytic groups are given no occupa-
tion, no particular task to perform as a group.

It has been said that these groups occupy themselves with
talking. This is correct. Indeed at Northfield we at first called
them ‘talking groups’, in contrast to all other kinds of groups.
But they are not talking for talking's sake. As soon as they do
this, it becomes clear that they are now talking as if talking were
their occupation and they are therefore using their conversation
as a defence. It is quite a different matter when they talk as a
means of communication and not as a defence. In this sense
verbal communication is indeed a vital and indispensable part
of such a therapeutic group and in a deeper sense an under-
standing of verbal communication is of special importance for
the understanding of the therapeutic process itself.

We have now, perhaps, made clearer some of the important
characteristics of group-analytic groups. They are not communi-
ties, and their members are not dependent on each other in any
way in ordinary life, being in fact total strangers. Nor are they
organized societies in the sense in which we have defined this
term, nor again are they gangs or bands, or similar in type to
any of those groups which form in society at large or within
working institutions. They belong by their very nature to the
type deliberately brought together for therapeutic purposes.
Before we can go further in defining the special features of the
group-analytic group, we must therefore consider that whole
category of groups which are deliberately organized for thera-
peutic purposes.

As we turn our attention to such groups, we shall find that
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the ordinary life groups just reviewed will help us in our orienta-
tion. There is in fact a great variety of ‘treatment’ groups which
we can broadly divide into three categories: .

(1) Activity Groups.
(2) Therapeutic Groups.
(3) Psychotherapeutic Groups.

(1) Into the first category fall those groups whose activities are
deemed to have a therapeutic effect upon their members whether
psychological or otherwise. Religious movements like the Oxford
Group, various cults, groups promoting physical culture, or re-
creational or educational activities, discussion groups; all these
provide us with examples. A good many of the early therapy
groups were basically of this type.

The activities of such groups are organized to further the
physical, mental, or spiritual health of the members. Such groups
feel their occupations to be of fundamental importance. A physi-
cal culture group will feel that physical culture is the essential
means for helping its members and all other aspects of its group
life will appear secondary. A religious group will feel that its
religious convictions and practices are of primary importance
and will reject any suggestion that its effect on its members is more
related to group dynamics and the personal interaction between
them than to these activities. From their point of view, therefore,
if these groups are ‘therapeutic’ they are only accidentally so.
They view their function in quite a different light.

(2) To a second category we wish to assign groups which are
deliberately arranged for a therapeutic purpose, depending on
their character as groups. These groups may be organized round
almost any activity — music, drama, puppetry, dancing, art, games,
films, discussions, brains trusts, reading classes, and many other
activities.

As a result of experience with all of these types of groups and
particularly as a result of wartime experience at the Northfield
Neurosis Centre, a new idea about group therapy emerged, and
came to be increasingly accepted and understood. This idea is
that the occupation may be of secondary importance therapeuti-
cally, whereas active participation in the group setting may be
the essential therapeutic agency. The results of participation
will depend on the good or bad effect of the interpersonal
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relationships which are encountered. The experience at Northfield
amply supported this idea and since that time it has been con-
firmed by parallel experiences and observations from a number
of quarters. Thus the effects and dynamics of participation re-
place the group’s occupation as the centre of interest.

It is worth while here to touch on those factors which make for
the formation of a ‘good group’, which further morale and which
can foster the health of individuals and even cure their illness. Of
paramount importance is the ability of the group’s leader to
influence its members in a number of ways. He must be able to
develop their interest in active and enthusiastic participation in
the group’s affairs. He must create a spirit of mutual tolerance by
bringing into the open many of the frictions which arise so that
the group may become aware of the reasons for them, Only thus
can the group understand the difficulties within itself and accept
responsibility for them. At first everything will depend on good
leadership, but good leadership will develop forces in the group
which will enable it to take over this function and so free the
leader to work at a higher level. It is important that each member,
through his group, should have a role to fill in the life of a larger
group, and that the larger group should be aware of his place
and of its significance. A good group will devise its own modes of
meeting, participating, acting, and of discussing and agreeing or
disagreeing on its aims.

We must stress that by turning away from the view that a
group’s ‘occupation’ is the essence of group activity through
which a group must be understood, and by treating the group
itself as essential and its occupation as secondary, we take a
decisive step. When that step has been taken we propose to
speak of group therapy but not yet of group psychotherapy. For
group psychotherapy, which is more penetrating, more individu-
alized, more deliberate, and more directed, we need the element
of verbal communication.

(3) It is now time for us to define the essential preconditions
for group psychotherapy, and we shall single out three points:

(a) That the group relies on verbal communication.

(b) That the individual member is the object of treatment.

(¢) That the group itself is the main therapeutic agency.

We may say, then, that group psychotherapy uses the group
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and its power for therapeutic purposes and is therefore group
treatment. But it does not treat the group for the group’s sake, to
improve its working efficiency, in the way we suggested earlier a
team might be treated. The group is treated for the sake of its
individual members, and for no other reason. All psychotherapy
is, in the last resort, treatment of the individual,

3. GROUPPSYCHOTHERAPY AND ANALYTIC GROUP
PSYCHOTHERAPY

It would be true to say that the factors we have enumerated are
essential for group psychotherapy. If we now go one step further
towards analytic group psychotherapy and in particular towards
group-analytic psychotherapy, we must make clear the further
steps which have to be taken before group psychotherapy can
become analytic group psychotherapy.

We shall presently be describing many factors which are neces-
sary to bring about this transformation but the most. basic can be
outlined here. They are:

(1) That verbal communication is changed into ‘group-associa-
tion’. This implies that discussion in the group shall not be dis-
cussion in the ordinary sense of the word but something described
as ‘free-floating discussion’. It is the group-analytic equivalent of
what is known as ‘free association’ in psychoanalysis.

(2) That the material produced in the group and the actions
and interactions of its members are ‘analysed’; they are voiced,
interpreted, and studied by the group. This means that not
only the dynamic processes of the group but also the analysis
of those processes form an integral part of the therapeutic
operation.

(3) That the subject matter of the discussion is treated not only
with regard to its manifest content, but also with regard to its
‘unconscious’ content, its latent meaning, according to the
principles we have learnt from psychoanalysis. Whereas other
psychotherapeutic groups work only or mainly with the mani-
fest content of group discussion, group-analytic therapy uses this
manifest content to arrive by a process of analysis and inter-
pretation at the latent content, in a way similar to that by which
psychoanalysis uses the manifest content of a dream to discover
the latent dream thoughts.,
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The group-analyst’s direction of group processes and his own
behaviour differ correspondingly.

4. PSYCHOANALYTIC AND GROUP-ANALYTIC
PROCESS

From what has been said it will be understood how statements
about group behaviour may be made on the basis of group-
analytic observations just as observations in other fields, includ-
ing other types of psychotherapeutic groups, reflect in the
group-analytic group. But only from the study of the group-
analytic group can we arrive at theoretical formulations which
throw light on the unconscious processes operating also in other
groups.

In saying this we are not questioning in any way the psycho-
therapeutic value of participating in other kinds of groups.
Human beings, especially in our own type of community, would
probably break down much more often than they do but for the
direct and indirect support they receive from participating in
social groups. The strength and support provided by participa-
tion in a group’s activities are provided by all these therapeutic
groups and by all forms of psychotherapeutic group in the stricter
sense of the term. They are undoubtedly provided also by the
group-analytic group. But the help which the patient receives
from these group-supportive factors is not the essence of psycho-
therapy in the analytic group. It is not really the essence of any
psychotherapy, which aims at a more radical cure.

In view of what has been said we must ask what are the specific
characteristics of a therapeutic situation that will make the dis-
covery of unknown and unadmitted motives and motivations and
their analysis possible. To answer this question we need first of all
to go back and remember what we have learned about the
psychoanalytic situation.

Psychoanalysis has taught us firstly to take into considera-
tion that part of the psyche which it calls the ‘repressed uncon-
scious’. As we know, this repressed unconscious is manifested
in the form of symptoms and also in other products of the mind
in a disguised and distorted form. Our Bible, when we seek to
understand these distortions and to effect their analysis, is Freud's

38



Significant Features

book The Interpretation of Dreams. We wish for our present
purposes to use an all-embracing name for this whole task, which
can be compared to the deciphering of a code. We propose to
call this the task of translation. We shall return to this topic in
the following chapter.

Another aspect of the psychoanalytic process opens up with
the discovery and interpretation of resistances and the analysis
of what have been called ‘ defence mechanisms’. We see that these
two aims - to make the unconscious conscious, and to analyse
the ego’s defence mechanisms - require us to become active
agents, and to enter as active agents into the dynamic inter-
action between the ego and the id.

We have now come to a third basic characterlstlc of the psycho-
analytic situation, indicated already by the fact that we have said
‘we enter’ or ‘the analyst enters’. The psychoanalyst participates
in this way, in the interpersonal and intra-psychic dynamic pro-
cess, and thereby becomes a transference figure, The psycho-
analytic situation becomes a transference situation. To allow
this transference situation to be analysed, to be subjected to
analysis, is the quintessence of all psychoanalytic procedure. A
particular attitude on the part of the psychoanalyst is required
for this, an attitude of acceptance towards any role ascribed to
him by the patient.

The precise nature of the psychoanalyst’s role is very much
under discussion at the present moment. We need not enter into
these matters in our present context because they are of im-
portance in the psychoanalytic field rather than in the group-
analytic field. But it may be useful to differentiate between two
aspects of the analyst’s attitude which are not always kept suffi-
ciently distinctly apart. They are his role as an analyst in the
psychoanalytic situation and his role, or absence of role, in his
capacity as a private, individual, human citizen. In this latter
capacity the psychoanalyst still remains as far as possible out of
the picture, ideally entirely so. About the first role opinions differ,
and certain developments can be discerned in recent years to-
wards the recognition of a more active participation on the part
of the psychoanalyst than was originally deemed to be correct.
There are doubts as to the optimal degree of the psychoanalyst’s
emotional participation, and his implicit and explicit activity in
the analysis of the transference situation, but there are no doubts
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as to the fact of this participation which is recognized by all.
There is also no question that certain basic attitudes are required
of the psychoanalyst if he is to be in a position to play his part,
such as a broad and deep tolerance and acceptance of the patient
in every respect.

This so-called psychoanalytic situation is the best existing
model of what we mean here by a therapeutic situation. It is a
situation in which the patient can freely voice his innermost
thoughts towards himself, towards any other person, and towards
the analyst. He can be confident that he is not being judged, and
that he is fully accepted, whatever he may be or whatever he may
disclose. There is in addition the interpretation of the patient’s
contribution and its communication in meaningful language
which he and the analyst can share. Further, by the particular
attitude and role which the psychoanalyst takes up, the analysis
of the all-important transference situation is made possible.

Let us look at the technical tools which are used to achieve this
end. With respect to the translation of the repressed unconscious,
the basic toal is free association; that is, the communication of
everything in the patient’s mind without censorship, in so far as
that is possible. The main activity of the analyst is interpretation,
especially of the patient’s defences. With respect to participation
in interpersonal and intra-psychical processes, there is the analyst’s
particular attitude which characterizes this specific therapeutic
situation. With respect to the analysis of transferences, there is
the couch on which the patient lies. This guarantees the relative
impersonality of the analyst and makes it easier for the patient
to project ail his phantasies on to him without having to deal with
the complicating factor of finding socially suitable forms of ex-
pression. The patient feels less need to control facial expression,
emotional expression, surprise, laughter, amusement, or shock.

Again, in connexion with the analysis of the transference
situation we must notice that the analyst focuses his attention
and his interpretation on the relationship between the immedi-
ately present situation — the here-and-now - and the patient’s past.
By doing so he is able to investigate the genetic causes of the
patient’s illness.

We have gone into a description of the psychoanalytic situa-
tion and procedure at some length, partly because we shall have
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reason to refer to it quite often in the course of this book but
mainly because it serves as a model for our present purpose,
namely that of defining the place of the group-analytic group
inside the spectrum of psychotherapeutic groups in general.
Group-analytic procedure relates to other forms of group
psychotherapy as the psychoanalytic procedure relates to other
forms of individual psychotherapy. The typical features of the
individual therapeutic situation have their equivalents in the
group, but they are correspondingly changed and transformed.

In the following chapter we shall describe the features of the
group-analytic situation which correspond to the psychoanalytic
situation. We shall see to what extent and in what ways the
essential requirements of psychotherapy are met with in the
group. We shall notice the ways in which the two situations
correspond and ways in which they differ. Here we have illustrated,
on the model of the psychoanalytic situation, the character of a
psychotherapeutic situation and more specifically, of an analytic
psychotherapeutic situation.

As to the frequent comparison of psychotherapies, whether
group or individual, in terms of ‘deep’ and ‘superficial’, we do
not think that psychotherapeutic approaches can simply be des-
cribed as differing with respect to their depth. It would seem
more useful to replace such terms and to speak, for instance, of
‘central’ or ‘essential’ therapy versus ‘peripheral’ or ‘sympto-
matic’ therapy. We could then say of any psychotherapy, whether
in groups or in the individual situation, whether short or long,
psychoanalytic or not, that it was symptomatic and peripheral
psychotherapy or, on the other hand, essential and central.
Using the terms as we have defined them, we can say at this point
that both psychoanalytic and group-analytic psychotherapy are
intended to be basic, radical, central therapies, but that the areas
in which they each make their main attack differ. Group-analytic
psychotherapy emphasizes the immediate present in the thera-
peutic transactions (the ‘here-and-now’) and has a more direct
effect on the patient’s current life-situation and his behaviour. It
reveals less of the patient’s individual genetic development and
of the origins of his disturbance.

Correspondingly the group-analytic situation cannot be used
to anything like the same degree for the analysis of the trans-
ference reaction of the individual patient and cannot therefore
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follow in such detail the individual’'s unconscious conflicts or
the intra-psychic dynamics of his personality. Where this is neces-
sary, or specially desirable, psychoanalytic therapy is indicated.
On the other hand the group situation affords a much broader
and richer insight into the patient’s various modes of action and
reaction to different people in different and unforeseen situations
under conditions much closer to those of ordinary life. The
patient’s transferences will also be clearly manifested; more will
be said about this later. There is, however, one additional advan-
tage of the group situation to which attention may be called here.
This is the opportunity it affords for the exploration of what may
be called the *social unconscious’. Each individual’s feelings and
reactions will reflect the influences exerted on him by other indi-
viduals in the group and by the group as a whole, however little
he is aware of this. The small therapeutic group also represents for
its members other people in general, or even the whole com-
munity. In this setting the ‘social unconscious’ is particularly
open to exact investigation with results which can be surprising.

The psychoanalytic process might be called a vertical analysis.
It goes from the surface to the depth, from the present to the
past, thinking in terms of hierarchical layers and Ievels inside the
patient’s mind, By contrast, group-analysis might be termed a
horizontal analysis, in terms of its special features just indicated.

In the next chapter we shall be discussing those features of the
group-analytic situation which make it a therapeutic one in the
full meaning of the term. But before we do this we still have to
notice a view of neurosis which differs from the usual one in its
stress on the suprapersonal element. In this view the emphasis is
placed on the nuclear and essential significance of disturbed
interpersonal relationships for the genesis, understanding, and
treatment of neurosis. This view applies equally to psychopathic
and deviant behaviour (delinquency, perversion), in a varying
degree to psychoses and even physical diseases, and, of course, to
such manifestations of inner conflict as accident proneness,
inefficiency, disharmony, bad luck, and the like.



Chapter 3

Patients and their Background,
and the
Group-Analytic Process

1. PATIENTS AND THEIR COMPLAINTS

Our patients come from all walks of life. They are of all ages and
as often men as women. Clinically, they are mostly so-called
psycho-neurotics. Others would be labelled psychotic, depressed,
psychopathic, psychosomatic, or suffering from particular aber-
rations in their sexual life. We have however learned that these
labels have a limited value only, and that people who can be
cured or considerably improved may belong to any of these
categories.

It is on the whole true to say that all patients suitable for
psychotherapeutic treatment individually should also be suitable
for group treatment. However, patients whose problems mainly
and manifestly concern a very intimate aspect of their lives, e.g.
overt sexual disturbances such as frigidity in women or impotence
in men, or homosexuality, are.as a rule better suited in a group
which is particularly selected and arranged for them, or for
individual treatment.

Undoubtedly, for some conditions and some personalities the
individual situation is preferable. What is less well understood
and perhaps more surprising: there are many patients for whom
the group situation is definitely to be preferred. In the course of this
book we shall have occasion to say something more about the
reasons for this, and about selection, The finer points of selection
and diagnosis, the arrangements, the matching up of suitable
groups, are not so much matters for us here as technical problems
for the expert. But we shall in the following pages say something
of the sort of problems those patients present whom we can
encourage to join a therapeutic group.

The nature of the patients’ complaints vary enormously, yet
they show repetitive patterns which are characteristic and typical
of special conditions and particular problems. Usually patients
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come with a mixture of somatic and psychological complaints.
For instance, people may complain of dizzy spells or of fainting
attacks, of headaches, digestive disturbances, pains in the heart,
colics, and so on. Generally they have had a medical examination,
and have often been to several doctors and specialists, and some-
times have even had lengthy treatment. In many cases these
doctors have told the patients that there was nothing wrong with
them, and that they were simply suffering from ‘nerves’.

In some cases we get the impression that the practitioner
eventually got tired of them, or impatient, or even annoyed, quite
understandably in view of his ‘medical’ training and orientation,
and therefore sent them to us. But today an increasing number of
practitioners send such patients from a real understanding of the
nature of psychological illness. They have themselves been able
to elicit certain pathogenic factors in the patient’s life, and have
a good idea of the type of problern which is troubling the patient.

Another type of patient does not come through a doctor at all,
but has heard through friends, through reading, or through films,
plays, or radio talks about psychological treatment and has come
more or less on his own initiative.

We must make another very important distinction here between
patients. There is the patient who comes to us at his own request,
or because he himself feels in need of treatment, and there is the
patient who does not really come on his own initiative at all, but
because somebody else, the wife or husband, father or mother has
urged him to come. Or the second type of patient may come
because he has got into some sort of trouble at his office, or even
with the law, and this provides the immediate reason for seeking
our assistance. This distinction is important when we come to
judge his condition and the outlook for treatment.

Now assuming, as we have so far, that the patient’s complaints
are mainly somatic, the patient when he is told that there is nothing
the matter with him may frankly express his disbelief and dis
satisfaction. The patient, consciously or not, far under the sur-
face, remains convinced that he is ill, and believes that the doctor
has not yet found the cause but that it will eventually emerge.
This attitude can vary greatly in strength and depth. These
patients often respond very well when the deeper sources of their
fear and anxiety are understood and can be convincingly ap-
proached by the doctor. On the other hand some patients will
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superficially accept the doctor’s verdict, but will remain con-
vinced unconsciously of their illness and will resist all attempts to
uncover their underlying mental anxiety, They may eventually
yield to prolonged and exhaustive treatment. One of the reasons
for this second reaction is that the conviction of being ill, usually
severely ill, is based on deep and pernicious feelings of guilt which
are unconscious. In such cases, paradoxical as it may seem, the
patient would be really relieved if his dreaded illness were in actual
fact discovered. Disturbances of this kind vary widely in com-
plexity and depth and, as we have said before, their treatmentis a
matter for the expert. They can often be cured for all practical
purposes although at first the patient may resolutely resist any
attempt to connect his illness with his psychological problems.

Yet another type are not fundamentally in need of the con-
viction that they are really and seriously ill. But at the same time
they do not understand how a headache, or a paralysis of the
arm, or an incapacity to swallow or sleep, can be connected with
a psychological problem. While they may be quite ready to
answer questions, it is not difficult to discover in their attitude a
certain feeling of satisfaction with their condition. They are not
easily to be shaken out of this feeling, and they fall back, again
and again, on hopes that the physician will be able to give them
something which will take their suffering away. This type has
always a sort of vested interest in maintaining its symptoms.
Their suffering is in truth the outcome of an unbearable mental
conflict which they have provisionally resolved by forming a
symptom. They have therefore no particular interest in eluci-
dating the painful problems which underlie their symptoms and
only want to have the unpleasant part of them taken away or else
be told over and over again that nothing can be done and that
their condition must be accepted.

2. NEUROSIS AND EQUILIBRIUM

We come here to some of the fundamental facts about mental
illness: firstly, that underlying neurotic suffering is always mental
conflict, and secondly, that none of these neurotic conditions can
be changed onesidedly — can be changed because we decide to
change them, Change can only come about when there is a dis-
equilibrium in the personality, an unbalance which demands
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change and can bring about that change. The therapist works
with the forces engendered by this disequilibrium, his task is to
direct them towards a new balance in the personality which will
be more stable because it does fuller justice to inner needs and the
demands of outer reality. For this reason, if a patient has achieved
a state of equilibrium, if only by means of his symptoms, as may
be the case for example with conversion hysterics, there is little the
therapist can do.

Every individual necessarily strives to create a dynamic equili-
brium for himself in the world in which he has to live. Therefore,
in a sense, every individual at any given moment has established
the best equilibrium that he is capable of achieving however pre-
carious it may be. The validity of any individual’s solution to the
problems which beset him can only be seen and appreciated if
we take into account the total life situation in which it has been
established. We have to take into account not only the patient
standing alone before us but his environment, the things he has
to do, the place in which he lives, and the people who surround
him.

We can illustrate the point with an example. Let us consider a
patient who comes to us with a fear of blushing, or better still, to
keep within the field of conversion symptoms, a woman who
constantly feels sick when going out in company. This symptom
may form a necessary part of the best equilibrium she can achieve.
In the consulting-room we may find her relatively at ease, and
there seems no sufficient reason for her to give up her sickness.
But when we examine her life at home we may find that she has
difficulties with her husband, that they have scenes in which she
punishes him and he attacks her, and the security of her married
life is threatened. Or we may find that she is a single woman who
has to work for a living, or face severe consequences, who finds
her situation at the office or her daily journey there intolerable and,
thus, her equilibrium threatened.

A physical illness is understood and recognized, everybody can
see it. The patient will get sympathy, special diets, medicine, and
holidays. Whereas in the case of nervous trouble, we find as a
rule, that neither the patient’s doctor, nor his family, nor his
friends and workmates, show any sympathy but rather an almost
open disapproval. He will usually be advised to pull himself to-
gether, to exert some will-power, or to forget about it.
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It is fairly easy to see why the majority of people in the patient’s
environment take up this attitude. Neurosis is in fact an extrernely
widespread condition, and even those who are rightly considered
normal and healthy very often have some weak spots themselves.
They have to guard and defend themselves against these in order
to maintain their own integrity. In doing so they use just those
means of defence, such as ‘pulling themselves together’, which
they recommend to the neurotic sufferer. For this reason anyone
like the patient who fails to maintain his control is a threat to
their own precarious balance. He appears to them as a dangerous
traitor who ‘lets the side down’. This hostile reaction to neurotic
illness is a commonly observable fact of everyday life. It repeats
itself in the therapeutic group and can there be dealt with to the
great benefit of all concerned, and can also be studied in its finer
and more subtle implications.

In practice most patients come to us with a mixture of physical
and psychological symptoms. A patient will say, perhaps, that he
suffers from indigestion, constipation, and occasional headaches.
He will then also report that he feels anxious in a crowd, or that
he has frightening ideas that some catastrophe will happen to
somebody dear to him, or that he occasionally wakes up with a
nightmare. He will usually agree that his mind is not at ease, but
will very often prefer to see no connexion between this and his
physical ailments.

3. PSYCHOLOGICAL SYMPTOMS AND TRANSLATION

Let us now turn to a category of people who, at first sight, seem
easier to approach - those who suffer from frankly psychological
symptoms, symptoms of a mental character. In these cases, too,
the symptoms are legion. They may consist of embarrassments,
anxieties, fears, compulsions, sleeplessness, or irrational worries.
Or again they may be phobic: the patients who cannot cross
streets or cannot tolerate being in an enclosed place, or cannot
travel in a train, or fear that they will suddenly drop down dead.
Some patients are subject to unreasonable impulses sometimes
of a most terrifying kind: for example that they will injure their
children or wives. Some cannot concentrate, or cannot write,
or cannot pass examinations, or they feel direct fear in connexion
with sexual relationships. Others may have observed that they
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always get into trouble in particular circumstances, or that they
cannot stand up for themselves, or cannot get promotion when
they should, or have severe panic attacks. There are patients who
complain of blushing or fear of blushing, of crippling shyness,
of various social inhibitions, of morbid phantasy which they
know to be groundless, of feeling despised, or that people secretly
laugh at them, watch them, talk about them, or disparage them.

All these symptoms are, at least, clearly psychological and
consequently the psychiatrist will find it easier initially to ap-
proach this type of patient. Such people very much desire an
opportunity to talk about their symptoms, find relief in doing so,
and want the psychiatrist to reassure them that they are not going
mad - that they can be helped and are going to recover. But it
is very rare to meet an individual who feels that the worries
which really underlie his complaint are hidden from his know-
ledge and probably remote from those that apparently drive him
to seek help. In other words this type of patient, notwithstanding
the psychological character of his complaint, is not necessarily
& better subject for psychotherapy than the type with physical
symptoms. Both are equally on the defence and both, in a sense,
would prefer to be ill rather than know the true nature of their
problem which is likely in any case to be mainly below the level
of consciousness.

For this reason, part of our work with patients of either of
these types, and with many others, is in the nature of a ‘ translation’.
It was Freud who showed us not only that distortion does take
place, but how and why it does so and also the methods by which
we may hope ~ in collaboration with the patient — to retranslate
these distortions back into original meaning. As is well known,
Freud did this in connexion with dreams, and in his classic work
The Interpretation of Dreams (1900) gave us the basic knowledge
and technique which we use in this task.

Just because our patients are so unaware of the meaning of
their symptoms, they have a long way to go from the state in
which we find them to an elucidation of their problems. Indeed
even to awake in them a realization that what they suffer from is
due to unresolved mental conflict, a conflict in their own minds,
is quite a big step. It is in fact very rare for these patients to come
and complain of problems, but if they do they will almost certainly
complain about the ‘wrong’ ones.
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4. PSYCHOLOGICAL AND PHYSICAL ILLNESS

What we have said so far has perhaps given us an idea of the
sort of difficulties with which we have to grapple. These difficul-
ties are encountered in treating any problem which psychiatrists
call psychogenetic, that is originating in the mind, and are not
peculiar to group psychotherapy. We have been dealing in the
foregoing pages with psychological illnesses and psychosomatic
illnesses, by which we mean physical illnesses whose origins lie
wholly or partly in a state of mental conflict.

We must begin by emphasizing that when we call a condition
psychological we do not imply that it is either more real or less
real than a physical one. Nor do we maintain that there is any-
thing which we meet and deal with in human life which has not
got its physical, material side ~ even in the case of phenomena
which are called by such high-sounding names as ‘spiritual’. On
the contrary, we believe that everything which happens in the
human organism can be looked upon from both aspects: the
physiological as well as the psychological or mental. We may
fairly ask in the face of any given illness where is the best point to
apply a therapeutic lever, and in this respect imagine the various
processes on a scale, ranging from the physical at one end to the
psychological at the other. This is a practical problem and we
may have to apply our therapy simultaneously at several points,
but usually we find there is one optimal point.

In a similar way we can also ask where on this same scale the
illness or disturbance lies. Ideally and theoretically treatment
should correspond in kind to the nature of the illness: physical
illness to be treated by physical means, psychological disturb-
ance by psychotherapy. In the foregoing we have indicated why
this is often not so in practice. Let us once more illustrate the
point.

A patient may be infected by certain bacilli as a consequence
of which his heart has, perhaps, been affected. It is now already
too late to combat the infection as such (this may in any case have
been mastered by the organism), and all we can now do is to treat
and support the heart-muscle or the circulation. By now the best
treaunent may be entirely psychological in an endeavour to bring
about greater peace of mind, better capacity for enjoyment and
relaxation, and so forth. Or to take a crude example from the
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field of nervous illness, a patient may have had an accident which
we can see on closer examination was in fact an unconscious at-
tempt at suicide. However, at the moment he has a broken leg
and concussion of the brain. Obviously we must first treat the
fracture and concussion, which will demand the application of
surgical techniques, and only later shall we be able to approach
the depressive factors in the patient’s personality which caused
him to involve himself in a serious accident. Conversely we
sometimes come across illnesses which start as a bona fide physical
disease but continue as a complaint which best lends itself to a
psychological approach.

5. THE BASIS OF PSYCHOANALYSIS AND
GROUP-ANALYSIS

Such differentiations as we have just been making can only be
made on a psychological level of thought. The psychological level
is the highest because it is the only one which can take into account
the patient’s whole personality and circumstances. On this level
we can determine even early stages of organic disturbance, and
sometimes can determine them earlier and with greater precision
than by physical means. On this level we can also assess how far the
processes of an illness can be reversed by psychological means.

Unconscious conflict in early childhood development is always
at the root of psychogenetic disturbances and manifests itself in
the patient’s reaction to the therapist in the so-called transference
situation, where past and present meet. In individual treatment
we rely mainly on the transference relationship between therapist
and patient to bring about necessary changes. It also manifests
itself within his total field of interaction with others. For the study
of this wider field and of the location and constellation of his
disturbance within its complex network of human relationships
the group situation provides an indispensable means of bringing
essential patterns into focus. Within the group-analytic situation
we have, instead of the individual transference relationship
between patient and therapist, a whole spectrum of relationships
in active operation before our eyes.

When we come to study the individual origins of a psycho-
genetic disturbance we are drawn far back into the patient’s past;
and so it may be worth while to recapitulate once more the
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characteristics of this relationship between past and present.
Psychoanalysis is occupied at one and the same time with the
task of what we have called ‘translation’ - that is, the translation
and interpretation of the raw material presented by the patient
in the form of free association — and with the relationship which
develops in analysis between therapist and patient. This relation-
ship is called a ‘transference relationship’ because it contains in
essence the relationship which the patient formed in early child-
hood with the most important persons in his environment (usu-
ally the parents or their substitutes). These relationships persist
below consciousness in the patient’s mind and continue to con-
struct the pattern of his relationships to other people in adult life.
They are unconscious partly because they have never been con-
scious, in the sense of accessible to memory, partly because they
include deeply repressed feelings of desire, hope, and fear towards
the parents, and partly because they have become established by a
complicated process of internalization, at the very core of the
patient’s ego and super-ego. These deep, inner, relationships
established in early childhood, become alive again in the so-called
transference relationship. Psychoanalysis has shown both that
neurotic people suffer from unconscious conflict, and that this
conflict is, at its core, a conflict with internalized parental figures.

The phenomena of neurotic illness, which psychoanalysis has
studied in the individual therapeutic situation, must of course
also appear in the group situation. We shall therefore have to
show how they appear in the group and to note similarities and
differences between the operation of individual analysis and group-
analysis (see Table overleaf).

We shall be dealing with these questions throughout this book
but we can note at once certain essential points. The group situa-
tion also revives and brings to light the deep and central forces
underlying mental conflict. They appear in the way in which mem-
bers of a group-analytic group relate to the conductor on the one
hand and to their fellow patients individually and as a group on
the other. But the transference situation in the group is on a much
broader front. The individual patient's transference relationship
to the conductor or to any other member of the group cannot
develop to anything like the same extent as in psychoanalysis
and be analysed vertically (as we call it) to anything like the
same degree. Instead, transference in depth and in its regressive
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Psychoanalysis

Group-analysis

Raw material
as to
subject matter

Verbal communication, relaxed controt

‘Free association’

Spontaneous contributions of

of patient members
‘Free floating discussion’
‘Free group association’
Translation Making repressed unconscious conscious
From symptom Interpretation Interpretation by group-analyst
to meaning by psychoanalyst with the active participation
of all members
From complaint Group-as-a-whole as back~
to problem ground of interpretation
{conflict)
Resistances, Made conscious Made conscious, including
defences collective and interactional
modes
Behaviour and expressive (non-verbal) communication
Raw material Two-personal Multipersonal
as to situation situation
relationship
Transference, regressive, Multiple transference
infantile relationships
Counter transference
Relations to other Within T-situation
people are outside
the T-situation
Nature of Regression encouraged Regression not encouraged
therapeutic by situation by situation
(transference)
relationship Relative anonymity Relatively realistic role by
and passivity of group-analyst and interaction
psychoanalyst with others
Transference neurosis Transference neurosis not
fully established fully established
Problem of dependence Less dependency problem
and fixation on
psychoanalyst
No manipulation of transference situation
Therapeutic Emphasis on insight In addition: emphasis on reac-
processes and and on contrast between tion and experiencein the present
principles past and present situation (‘here-and-now’)

Corrective experience
‘Ego-training in action’

52



Patients and their Background

character is more in the background, and the horizontal, con-
temporary plane presents itself for relational operations.

This fact has certain consequences and imposes certain limita-
tions on the value of group treatment in cases which require a
complete, detailed, and systematic revision of childhood experi-
ences and childhood neurosis. There are a number of people for
whom this is not absolutely necessary even though it might be
desirable. These often show that when the greatly amplified and
intensified horizontal analysis is taken into consideration, enough
vertical analysis of their problems can be done in a group to
enable them to make decisive personal readjustment. We shall
return to this point when we come to speak of the practical
application of group-analysis where such considerations are of
particular importance.

Our conclusion at this stage is then, that while some conditions
are more suitable for psychoanalytic treatment, other very im-
portant ones yield more readily to the horizontal group approach,
and for the moment we shall leave the matter there.

6. THE HUMAN ENVIRONMENT

We come now to another point in connexion with that trans-
ference relationship which stands particularly and specifically in
the foreground of psychoanalytic treatment. However great the
importance of transference in all human relationships - and
therefore also in our groups - it is equally important to observe
and to operate with other relationships which belong to the exist-
ing life situation of the patient and which manifest themselves
much more fully in the therapeutic group. It is only by observing
both the transference characteristics and the reality characteristics
of a relationship and by noting how they contrast, overlap, and
interact that we can do full justice to the facts before us.

What we wish to underline is that all the disturbances we have
touched on so far are essentially and integrally bound up with
human relationships. Our experience with groups and especially
with analytic groups in recent years has brought this out much
more clearly than ever before. These disturbances affect first the
patient’s relationships with those nearest to him, and any disloca-
tion in these relationships is the first indication we get of mental
illness, be it light or severe. Furthermore, the best approach to the
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treatment of these disturbances lies through the analysis, correc-
tion, and deeper understanding of human relationships. Herein
lies the essence of therapy and it is best applied in a human group
- a group of a particular kind.

We can go still further and say that in our observation none of
the disturbances we have mentioned is really confined to the
person who comes to us as a patient. They are not simply a
function of his individual personality, not even in their sympto-
matic aspect, but are functions of a whole nexus of relationships
between many people. For example, a marital disturbance is
always a matter between at least two people and, as soon as we
study the conflict between this couple, we find it involves other
people, perhaps a mother-in-law towards whom each partner feels
differently, and this in turn involves each partner’s earlier relation-
ships to his or her parents and brothers and sisters. Again we may
find that the irritating mother-in-law only reacts to the original
couple in the way she does because her own father, brother, or son
is involved, and so the expanding network of implicated relation-
ship grows. Even to describe adequately and accurately the sim-
plest case, we could almost say even to describe a single symptom,
we have to refer to an interacting network of human relationships
from which it grows.

All this leads us to the general formulation that the disturbance
which we see in front of us, embodied in a particular patient, is in
fact the expression of a disturbed balance in a total field of inter-
action which involves a number of different people as participants.
The patient who comes to us is more or less unaware of all this and,
being a wholehearted participant who plays his full part in this
network of forces, he wants to be helped without being forced to
cooperate in any really basic changes. That is, he wants to leave
the situation as a whole just as it is, but to be enabled to do so
without paying the price for this in terms of illness, without cost
to himself. He may even want our help to do harm or to put some-
one else within his field of relationships in the wrong. It is rare that
a patient comes with the wish to take responsibility for his prob-
lems, or to be put in a position to tackle his problems himself and
settle outstanding issues. Usually he comes with the unconscious
wish to change his conflict into some form of suffering or symptom,
for which he can pretend to want treatment, and in this way lay the
onus of his problems on his doctor. In the face of this situation,
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we, unlike the patient, know that a real change is needed. Where
the patient really wants to make no fundamental change we want
to achieve a fundamental change in him and, as a necessary result,
in the relations between him and the other people involved. We
can now see better perhaps that there are, apart from the defensive
forces in the person himself, also defences opposing changes in the
total field.

These often come out quite dramatically in the course of treat-
ment, when the other people involved in the patient’s illness and
who in a way drive him to seek help, begin to react, unconsciously
and indirectly but very obviously, against any change in the
patient. This reaction is generally expressed as opposition to a
development which would make the patient less dependent on
them and more able to stand up for himself and against their
claims on him, These interactions between the patient and his
human environment are strongly and deeply felt. We are watching
here the play of passionate emotional feelings and we conclude
from this that the changes we have initiated are taking place on
fundamental levels of the patient’s personality. This should not
really surprise us, if we remember that neurotic suffering of any
kind is the result of conflict - conflict between interacting person-
alities and within the interacting personalities — and represents a
tentative solution of that conflict, a compromise which involves
much suffering but at the same time much satisfaction and the
avoidance of something judged more formidable than the suffer-
ing. It is therefore inevitable that any treatment which touches the

deeper conflict and seeks a new resolution of it will also entail
suffering.

7. THE CONSTRUCTION OF THE GROUP SITUATION

After this brief survey of the field, we can now proceed to develop
our ideas, firstly on how to construct a situation in which the
many considerations we have raised can be met, and secondly on
how that therapy can be adapted to the needs of the patients.

The situation which we want must make it possible to achieve
the following:

(a) What we have called translation. For this we need the com-
munication of material that would normally be censored, so that
we can arrive, with the help of this material by steps and stages,

35



Group Psychotherapy

at the repressed and unconscious meaning of the patient’s com-
munications. We want means of communication under reduced
censorship.

(b) This reduced censorship must apply also to the patient’s
relationship to others, including the conductor. This very impor-
tant feature enables us to approach what might be called the social
unconscious, i.e. such social relationships as are not usually
revealed, or are not even conscious.

(¢) That the personalities of the group members come to the
fore, and become fully and actively engaged. We want members to
be completely and vitally interested participants in a situation
which concerns them, and to speak and behave as spontaneously
as possible.

We realize that these three points are closely interlinked.

What are the main tools with which we achieve these things?

(1) We encourage the relaxation of censorship. We do this by
letting the patient-members understand that they are not only
permitted, but expected to say anything they think of, anything
which comes to mind. We tell them not to allow any of the usual
inhibitory considerations to stand in the way of voicing the ideas
which come to them spontaneously, whether in relation to some-
thing someone else has brought up or not brought up, or in rela-
tion to the other members of this particular group.

We have described the type of conversation which gradually
develops under these conditions as ‘free-floating discussion’, be-
cause this is the form it very often takes, but we might also call it
‘free group association’. What we mean by this is simply that we
do not give the group any theme, programme, or points for dis-
cussion, nor do we ask for anyone’s opinion, as one would for
instance in a committee. Instead we leave discussion entirely to the
spontaneous mood of the group and its members, fully accepting
whatever comes up at each moment of each session. We admit any
communication, whether or not it seems to have a connexion with
what has been going on before.

We use this material for translation and interpretation, but
instead of this being mainly the task of the therapist we further
and stimulate the active participation of the whole group.

As a result the responses to any communication increasingly
tend to assume one of three forms. Either — in classic style — they
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are associations, ideas which come to members’ minds, whether
they seem to have a bearing or not. Or they may be interpretations,
members offering suggestions as to the real meaning of the com-
munications. Or, finally, they may be reactions against the com-
munications; that is defensive responses.

In addition we look for the response of the group as a whole to
the communications of the individual patient, just as we view the
individual patient’s communication as coming from the group,
through the mouthpiece of the speaker.

(2) With regard to the frank disclosure of personal feelings and
experience, and of feelings toward other members of the group,
this point is mainly achieved by the conductor’s attitude. The
conductor accepts and even encourages such statements as might
not be made in an ordinary social situation, and which are free or
relatively free of censorship. The total atmosphere — the group-
analytic atmosphere — as set by the conductor, is one of tolerance
and encouragement for such free disclosures. This is the salient
point here.

Very soon, of course, the members of the group will understand
the mutual nature of exchanges. They will see that just as they can
tell someone else what they think or feel about him (or her), they
must also tolerate being told the same sort of things. They very
soon discover the mutual benefit of such communications. They
come to realize that the person who makes anobservation,speaks
as much about himself as about the other person, and that by
pointing out something, whether correctly or incorrectly, to
another person, he helps the latter’s self-knowledge. All this is
quite apart from the additional comments and judgements which
are contributed by the rest of the group and by the conductor.

This second point is a particularly good illustration of how the
group uses its own resources. It is an activity which is only possible
in a group-setting, with its multitude of interrelationships.

(3) From what has just been said about the activities of the
group, it can be seen that the members of such a group are active
participants. They are engaged actively in the therapeutic process,
and are not merely ‘recipients’ of treatment as they so very much
wish to be.

They are in the thick of things, and are confronted continuously
with situations which they have to meet actively. They are, there-
fore,in asense,undergoingatrainingininterpersonalrelationships,
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but undergoing it in a protected sphere, in that the situation
is not part of ordinary life. Events in the group are taken up in a
different way and with different consequences from events in life
outside.

We can see now why it is important for the group to have no
occupation, and no reason for existing beyond itself, no task to
perform at its meetings.

It is this absence of any programme which automatically brings
the personalities of members to the fore in the way we have
described. They are confronted with the ever-changing task of
adjusting personal relationships which continuously develop in
unusual and unexpected ways. The protective screen of an occu-
pation behind which they can hide in any other form of social
group is taken away. By removing this screen and by throwing the
group back on free-floating discussion, we create a situation which
can meet the demands of therapy outlined earlier in this chapter.

It must be understood that neither in the individual situation
nor in the group situation is the cooperation of either patient or
therapist perfect. It is not always within a person’s power to over-
come the censorship in his own mind. However, the very fact that
the patients come to us because they are suffering and in need of
help acts as a driving force towards cooperation in the therapeutic
situation.

The impetus to self-revelation in a group provided by the
patient’s suffering is of enormous value from the point of view of
scientific research. It cnables us to study interactions which in
other circumstances would be hidden, and to check many of our
findings with the persons concerned.

We may perhaps be asked why participation in such a group
should be therapeutic, and we shall answer this question more
extensively in Chapter 7. But we can already, from what we
have said, enumerate certain factors. Firstly, there is the sup-
portive effect that participation in any moderately well-mean-
ing group has. Secondly, there are the analytic factors which
interest us more particularly. The group-analytic situation brings
to light unconscious meaning, unconscious motivation, and inter-
personal reactions which are unknown, unconscious though in a
different sense. During this work of discovery the patient experi-
ences, and understands in a way that touches deep emotional
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feelings and not merely his intellect, his own reactions to others,
his mistakes, and his misjudgements. Through comparison of his
own estimate of the nature and cause of disturbance in himself
and others with those of his fellow members, he learns to modify
them. The group-analytic process releases a host of factors which
operate to increase the patient’s insight and forms a sort of train-
ing ground where his relationships with other people can be tested.

Thirdly, we must point to the therapeutic effect of the very
steps the group as a whole, and each individual member of it, has
to take in order to make himself understood and to feel that he
understands others. The mental work and the interpersonal effort
needed to secure ever-improving communication is of central
importance for the therapeutic process and we shall enlarge on
this in the theoretical part of this book.

It has been shown by some people who have had experience of
groups in industry, where problems between the staff and the
management, including personal problems, have been freely
faced, and where certain characteristics of the therapeutic situa-
tion have been duplicated, that similar mechanisms play a part.
There is no doubt they do, and this leads us to ask whether there
are any specific therapeutic factors peculiar to the group-analytic
situation alone,

We do not think that there are any such factors which may not
appear in some guise in other types of group. What distinguishes
our analytic groups is not the presence of certain unique factors,
but the particular combination of the several factors which we
have already enumerated, and the way in which they are used.

There is the free-floating verbal communication carried to an
extreme point; there is the maximum reduction of censorship
with regard to the content of contributions and to the expression
of personal and interpersonal feelings; there is the attitude of
the conductor, who not only actively cultivates and maintains the
group atmosphere and the active participation of members, but
also allows himself to become a transference figure in the psycho-
analytic sense and accepts the changing roles which the group
assign him; there is the emphasis on the unconscious repressed
in the psychoanalytic and on the interpersonal and social un-
conscious in the group-analytic sense; there is analysis and inter-
pretation of the material produced by the group.
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It is the concerted application of all these elements in a judi-
ciously selected interplay which makes a situation therapeutic.
The psychoanalytic situation is known in such a capacity as a
‘transference situation’. Some writers declare the group thera-
peutic situation to be not more and not less than a transference
situation in a group setting. We propose to signify those properties
of a (psycho-) therapeutic situation which make it essentially
therapeutic by the symbol ‘T,

In the T-situation past and present must meet. The past — which
was unconscious, repressed, or never experienced in such form as
could be recalled except through repetition in behaviour - is
accepted as present in the T-situation.

In connexion with this, it is one of the relevant conditions that
the participants in a group-analytic group are strangers except
for their contact within the group. The very personal and real
emotions and attitudes between members thus remain inside the
T-situation, and are prevented from spilling over into ordinary
life. There are, however, in our opinion, other ingredients, equally
essential, which make a situation therapeutic. Whereas the T-
situation is a transference situation (T'=t¢r) it has other features

as well, as we have indicated and we can therefore formulate:
T=1tr+x.



Chapter 4

Some Technical and Practical
Aspects of the Group-Analytic
Situation

1. THERAPY AND RESEARCH

Every therapeutic episode can be regarded somewhat loosely as
an experiment or essay in research. This concomitance of treat-
ment and research is now a commonplace in medicine and is
Jargely responsible for advances in the field of therapy. For many
psychotherapists, however, even this moderate scientific attitude
is felt to interpose an emotional distance between the therapist
and his patient. Research is interpreted as an active interference
with the spontaneous evolution of the therapeutic relationship.

This shows a misunderstanding of the nature of therapeutic
research. Such research is a by-product of the spontaneous thera-
peutic process. The therapist remains relatively passive and de-
tached. There is no overt difference in his behaviour. He is a
participant observer, He does, however, observe with an open mind
and tries to view his data without a preconceived bias. That is, he
is prepared to learn something new from his findings and not only
something old. The ‘open mind’ is the prerequisite for research.
In treatment, you find what you set out to find. In therapeutic
research you may find nothing significant ~ but that would still
be something.

To carry it out efficiently, certain special arrangements need to
be made, so that the observations can be undertaken against a
fairly steady background - one that can be approximately repro-
duced by other workers. This background is, therefore, an im-
portant adjunct to group research. It does not pretend to be
‘standardized’ in the strict sense of the word, but it is reasonably
constant and well-defined within certain flexible limits.

The problem has been to design a therapeutic situation to
meet the two simultaneous requirements of therapy and research,
and keeping in mind the reservations already discussed, the two
arrangements dovetail most effectively into each_other. To take
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one example: the psychoanalytic situation meets these twin
demands by an arrangement which is generally accepted by
psychoanalysts and gives consistency and coherence to their
data. The patient lies on a couch and the analyst sits behind and
beyond his visual range. The reason for this arrangement is found
in the theory underlying the psychoanalytic technique. This lays
emphasis on the infantile conflicts which are transferred from the
invisible parents in the past to the invisible analyst in the present.
Invisibility favours this transference of the inner parental image,
and the therapist is free to become a representative in phantasy
of either parent, irrespective of his or her sex.

The group situation, on the other hand, belongs much more to
‘real’ life in the present, the ‘here-and-now’, and to problems of
current adjustment. Full cognizance is taken of the unconscious
background to these problems, but the analysis is not primarily
directed towards the resolution of the infantile conflicts in trans-
ference.

The group-analyst, therefore, has less need to hide himself.
He makes himself part of the present problem, and faces the
swirl of conflict in the group as a real person in his own right.
Like the psychoanalyst, he remains essentially passive and
detached; not, however, in order to favour projection but to
encourage group interaction. Over-activity on his part may lead
to an authoritarian ‘fixation’ of the group because of their im-
mature needs for a leader. Having created an appropriate and
dynamic situation for therapy, the group-analyst, like the psycho-
analyst, can let the patient get on with the problem of curing him-
self with as little interference as possible.

This special situation for group psychotherapy is the result of
long and patient inquiry into the therapeutic possibilities of the
group. It is an empirical arrangement based on the hard experience
of trial and error, and success. Looking at the situation as a whole,
it can be described first in terms of the material arrangements and
then from the purely psychologi¢al angle. The material arrange-
ments have, of course, their important psychological concomitants
which will also be mentioned.

2, MATERIAL ARRANGEMENTS
The group room should be quiet, impersonally furnished, and
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of sufficient size to contain a small intimate circle of chairs in
which the group members can sit comfortably within easy talking
and watching distance of each other. It is customary to leave the
central space of the circle furnished only with a small table. This
leaves nothing to hide behind, so that the members of the circle
are exposing those expressive and revealing parts — the face, the
hands, and the feet— which ‘talk * their ‘ body language’ even during
silent periods of the session. The therapist is one of the circle and
equally ‘vulnerable’ to the eye.

What is the possible psychological representation of the circle?
1t is a figure which has always been credited with magical proper-
ties and widely utilized in symbolic and metaphorical language
(‘magic circle’, *best circles’, ‘circle of friends’, ‘wheels within
wheels’). It has been taken to signify a static compromise, an
equilibrium, of peripheral movement to and away from the centre.
In the language of physics, these are the centripetal and centri-
fugal tendencies; and in the Janguage of the emotions, an ambiva-
lence of positive and negative (attracting and repelling, loving
and hating) forces. The circle of chairs may then be said to give
concrete expression to the distance at which the members will
interact best without becoming too anxious or feeling too remote.
In stating this, one might recall Schopenhauer’s well-known
analogy of human beings to hedgehogs. The neurotic ‘hedge-
hogs’ of the group circle must decide how close and how far they
can be from each other to avoid feeling both the cold and the
pricks. When the psychological ‘space’ between the members is
disturbed in the course of treatment, attempts to shift the chairs
back or ferward will be observed.

The free choice of seats made by members, in relation to each
other and to the conductor, is often extremely significant, making
due allowance for accidental factors of late-coming and absence.
After an initial period of random selection, the circle may *har-
den’ into a characteristic pattern, an alteration in which may
anticipate dynamic alterations in the interpersonal relations.
This pattern of assembly furnishes hints, also, as to the functional
roles played by the members of the group at any particular time,
detecting the emergence of ‘deputy leaders’, ‘favourites’, ‘scape-
goats’, and ‘pairings’.

A period of psychological resistance may be equally manifested
in the resistance to any change in the shape, size, or general

63



Group Psychotherapy

configuration of the circle,and anymovement, such as the introduc-
tion of new members or the leaving of old members, may provoke
resentment against the ‘ prime mover’, the therapist.

Group psychotherapists have always laid great stress on the
question of numbers. Numbers help to determine the size of the
group circle and the amount of group time each member ‘im-
agines’ is portioned to him - this may occasion guilt when he feels
that he has monopolized more than his due.

Various numerical experiments have been carried out by thera-
pists and their psychological effect on group procedure assessed.
It was necessary to learn from such basic experience at what point
of membership a group became a group, and at what further
stage it ceased to be a group and became a crowd. The aims of
therapy dictate the necessary numbers, and numbers dictate the
limits of therapy. The group arrangements by numbers shown
schematically make clear the importance of the numerical factor:

Type of Situation Numbers
Self-analysis 1
Psychoanalysis 2
For the group to work at all 3
For the group to be at all representative 5
Optimal range 7-8
‘Free’ discussion group 10-20

Social club therapy —_
Community therapy —

From the shape and size we pass next to structure, which we
will deal with in some detail, as this is the factor that gives a group
its special recognizable character.

In the first place, there is the question of fixity or plasticity
of the membership structure. Is the group ‘closed’ to new mem-
bers or does it remain ‘open’? And if it remains open, are the new
members introduced at relatively infrequent intervals (a slow-
open group) or fairly frequently (the open group)?

The open group is an important form of the therapeutic group,
but not the most essential, useful, or intensive. It has been incor-
porated into treatment schemes at the Maudsley Out-patient
Psychotherapy Department as a preparatory therapeutic experi-
ence. Some patients spend their whole treatment time in them,
whereas others may move on into individual psychotherapy or

64



Some Technical and Practical Aspects

into closed groups. Open groups are also suitable for patients who
have had intensive therapy of some sort and require some ‘after-
care’ help as a finishing measure. The so-called slow-open group
is a compromise formation between the open and the closed,
acknowledging that circumstances, particularly in private prac-
tice, seldom permit a group to remain closed over any great
length of time. Losses may occur and may reduce the group mem-
bership to a sub-optimal level, unless replenished periodically.
The slow-open group is ‘the maid of all work’ in group practice
and is eminently adaptable to different requirements.

The closed groups provide the best environment for very inten-
sive therapy, especially when the members have been well matched.
It is the ideal group for research into individual and group
psychopathology, and we shall give some examples in a
subsequent chapter of this application. This form of group can also
be usefully time-limited.

Selective procedures, carefully carried out, may render the con-
ductor’s task a much lighter one.

General principles. Any patient considered likely to benefit from
psychotherapy, particularly analytic psychotherapy, would also,
in general, be considered suitable for group psychotherapy. For
some patients the individual situation may be preferable, for
others the group; but in the overlapping area when either would
do, such practical considerations as time and money may influ-
ence the choice in favour of the group method.

As a rule, in the process of selection, a great deal of common
ground is already taken for granted. For example, we know that
our patients will be talking the same language against the same
background of national feeling and participating in all the im-
ponderables that go to make up a pattern of culture.

To these basic common experiences, we can add other shared
conditions, such as age, sex, religion, social background, intelli-
gence, education, profession, marital status.

A group selected on these general factors could not be called a
highly selected group, but they are basic to more specific selec-
tion. They are so obvious, like the clothes a person habitually
wears, that one hardly thinks about them. And yet how significant
they are in all their trivial detail in the setting of the group!
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Whereas in individual psychotherapy they are usually classed as
external, superficial, and unessential, the group reveals them in all
their intrinsic importance for treatment. This then is the revolu-
tionary quality of the group as a therapeutic situation, which
is a total situation, and to which all these factors contribute. A
patient might come to an analyst with an obsessional neurosis;
it would be of secondary consideration that he happened also to
be a Roman Catholic, a man, a doctor, etc. ; but these are an essen-
tial part of the whole structure of the therapeutic relationship.

Specific principles of selection. The more specific principles can
be classified on the basis of the sifting they effect, ranging from
coarse to very fine. Three main categories based on clinical
assessment or diagnosis emerge:

(1) The heterogeneous group. This is a ‘mixed bag’ of diagnoses
and disturbances which are blended together to make a well-
balanced and therapeutically effective mixture. The process of
blending may be based on diagnoses (psychotics with psycho-
neurotics), temperament (forthcoming with shy patients), verbal
participation (talkers with silent patients), and so on. ... The
greater the ‘span’ between the ‘polar’ types, the higher the thera-
peutic potential, if the group can stand it,

(2) The intermediate group. Here an attempt is made to match
‘personalities’ together; but it must be remembered that a single
character trait, for example, exuberance, may be the social
expression of many unrelated conditions ~ cyclothymia, psycho-
pathy, epilepsy, a defence against passivity, addiction, etc.

(3) The homogeneous group. This is perhaps:the most promising
type of group from the point of view of research. The patients may
be selected on the basis of some syndrome, e.g. a common phobia,
the fear that they might harm their children, catch venereal
disease, develop cancer, etc. ; or on the basis of some common prob-
lem, e.g. marital or child guidance problems. Again, it must be
borne in mind that similar problems may result in quite different
symptoms, whilst similar symptoms may have resulted from quite
different problems.

The homogeneous group should be run on closed lines, the two
factors greatly intensifying the group-analytic process. Certain
gevere personality disorders - e.g. homosexuality, addiction, delin-
quency — show possibly more therapeutic promise in this type of
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group than in any other therapeutic situation except a very long
and intensive psychoanalysis.

For practical purposes we prefer the heterogeneous, slow-open
group. A time-saving and interesting procedure is to allow the
group to carry out its own selection, using the groupsituation as the
test. It must be remembered, however, that not only is the par-
ticular patient on trial but also the group; and if the group fails
to assimilate the patient, the fault may be equally with the group
as with the patient. Nor, if the patient fails at one group, can it be
assumed that he is unsuitable for group therapy. He may be a
great therapeutic success in a different group.

To allow the group to do its own selecting is to pay particular
heed to the group’s needs as a group. The therapist, too, in his
own selective procedure, may choose his patients on the grounds
of suitability for a particular group, on the assumption that what
is good for the group must be good for the individual, and this
frequently turns out to be the case.

One other structural situation may complicate the picture of
the group. Some, none, or all the members of the group may be
receiving individual psychotherapy as well. Experience has shown
that the most effective combination is for individual therapy to
be followed by group therapy as a ‘rounding-off” process, or for
individual therapy to be preceded by group therapy as a prepara-
tory measure. These combinations are to be preferred to the
concurrent use of both, which, if done at all, should be done in
an open group and with all the members. The important principle
is not to isolate any patient by different treatment or bad selection.

A group session once a week works quite satisfactorily. It is too
early to say, judging from our own experience, what the special
advantages or disadvantages are of more frequent sessions. These
extra sessions should intensify matters considerably and perhaps
shorten the total duration of treatment, but practical difficulties
render such possibilities rare save in in-patient hospital practice,
and the hospital in-patient does not always make the most suitable
group patient. With the standard frequency working so well, there
seems no great necessity to press for more impracticable pro-
cedures.*

* Twice-weekly groups have been held more recently and have been found
to be well worth while.
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From experience again and on purely empirical grounds, we
have found that the best workable time is 14 hours. It should not be
shorter than one hour, and to extend it beyond the hour and a half
does not add anything to the session. The group only extends the
‘warming-up’ period in such a case. Having chosen a suitable
length of time it is better to stick to it throughout the treatment,
although termination of any particular session should not be
brought about too abruptly. It is important that both therapist
and members should learn to tolerate the tension of suspended
business and carry it away for ‘working through’ during the
week.

How long a course of treatment lasts depends on the nature of
the group and on the setting. One would tend to treat open and
closed groups, and in-patient and out-patient groups differently in
this respect. In hospital practice, although matters are changing
rapidly, there are not enough groups as yet available in which
patients can stay over a long period. In private practice, on the
other hand, it is possible now for individuals to participate for a
number of years without causing financial hardship to themselves.
Intensive treatment will probably take an average of two to three
years (a year having roughly 4045 sessions). Although good resulits
may be seen even in a period of a few months, we have come to
consider nine months as a minimal period. Treatment is generally
begun as a timeless task. Closed groups can be usefully run with a
predestined duration in mind.

The surgeon rightly demands an aseptic field of activity, al-
though he has at his disposal an elaborate choice of antiseptic
and antibiotic measures. He has no wish to multiply his difficulties
simply in order to overcome them. The group therapist alsp likes
to do his work with the help of a few psycho-prophylactic provi-
sions which help to make the group a better instrument of therapy.

In the group-analytic groups our practice is to discourage all
outside contact between members and thus confine their contacts
and communications to the actual treatment session. Meeting
outside, visiting each other, developing intimate relationships,
etc., all help to bring unnecessary difficulties to the course of
treatment.

Arriving punctually and attending regularly are important
therapeutic pointers; a fact which can be demonstrated to the
beginner vividly by reference to a special record attendance
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sheet* which plots the week-to-week attendances, punctuality,
absences, excuses, etc. From such a record, it can be shown
graphically that as soon as a certain amount of irregularity sets
in, it may take many weeks before the group is again in the same
composition, which makes it improper to draw inferences based
on the supposition of a constant situation.

These restrictions are not imposed upon the group by the
conductor. He should make it clear what the therapeutic argu-
ment is for their maintenance, and then leave it to the group to
act on their own conclusions. The group will rarely work con-
sciously against the therapeutic stream except for short periods of
defiance against the implicit authority of the conductor. They are
already on their way to recovery when they freely accept these
simple rules as steps on the way to greater emotional freedom
within themselves. The Platonic Socrates, in his theory of know-
ledge, held the view that men did not choose to do wrong things
in preference to the right because they were evil-minded, but
because they were muddle-headed and ignorant. What man,
asked Socrates, given the choice of doing right or wrong, with
full understanding of the choice, would prefer to do wrong? The
group therapist also acts on this principle of free choice on the
basis of full understanding, and assumes that the group, without
any pressure from him, will prefer to take the therapeutic road,
even though it is a little rougher.

The prospective group patient would be untrue to life if he failed
to show certain fears and misgivings based on misconceptions of
the group situation.

In his preliminary meeting with the therapist he may ask several
anxious questions and bring up some of his fears. He may ask, for
instanee, about the risk of ‘mental contamination’ or ‘cross
infection’, of assimilating other people’s troubles and problems
and so becoming rather worse than better. Such fears are quite
unfounded. Things are not put into people’s minds magically,
which are not already there. In the group situation, patients come
together at the crossroads of their several disturbances and do not
take them over from each other,

Another fear is that they will be expected to confess, before
strangers, all their intimate ‘sins’, as in a revivalistic meeting. The

* S. H. Foulkes: Recording Group-Analytic Sessions, Group-Analytic
Society, London, 1953,
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answer to this is that the group itself sets the boundaries for its
own communications. The group, being part of outside life, brings
in the same standards. Being progressively oriented, it talks more
in the language of real life, and less in the infantile, regressed
language of the patient on the psychotherapeutic couch. It is true
that people do talk more freely in therapeutic groups than in
social groups. There are barriers and limits, but these are constantly
moved further out and may, at times, be removed altogether. There
is no orgy of self-revelation.

Still another fear concerns itself with the worry that informa-
tion given in the group may leak out, and reach back to their
reference. From a wide experience we cannot say we have had any
difficulties in this respect, and, moreover, with our knowledge
of the workings of a therapeutic group, we would not expect to
have any in the future. To a great extent the world outside remains
anonymous and unnamed, and references are mostly in very
general terms - ‘my boss’, ‘my friend’, ‘the woman in the shop’,
and so on.

3. PSYCHOLOGICAL ASPECTS

Having discussed the physical structure and arrangements of
the group, we shall now examine the psychological aspects of the
situation. What we have already said makes it abundantly clear
that the therapeutic group has a protean function, the dimensions
of which have yet to be fully explored.

The keynote to the group-analytic situation is its flexibility and
its spontaneity, and these two, from the very beginning, give it its
specific character. The group meets and shapes itself into a circle.
And that is all the formality there is. There is no set topic for
discussion, no rules of procedure, no programme, no leader. The
conductor may make a few opening remarks, but these remarks
are not in any sense a formal instruction to the group or a rule
of procedure. It is by his handling of the group, and his reactions
to their initial communications that he lets them know what is
expected of them in the situation. The procedure grows naturally
out of the group experience, and is implicit in the group situation.
In this unusual ‘climate’ of the group, in this ‘atmosphere’ of
easy permissiveness, of free-floating discussion, things begin to
happen. And they happen without a great deal of effort on anyone’s
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part, as if they were self-generated by the nature of the situation,
which, to a great extent, they are.

There is a rise and fall of feeling and talking and laughing
against a kaleidoscopic background of interaction. Every now
and then an unaccountable silence occurs, anxiety rises, tension
overflows into movement, and every member feels the edge of a
new and unexplored territory. Then someone bursts in with a
‘tea party’ topic of escape, and ‘saves’ the group from its own
further therapeutic development - for the time being. Then they
are on the move again - until the next pause. And so it goes on.
Not in a straight line, but progressively towards greater under-
standing. _

There are two sets of factors at work in the therapeutic process,
the supportive and the analytic.

First, the supportive factor. This function of the group-analytic
group is one that it shares with all therapeutic groups. Each mem-
ber has the feeling of being supported, of being accepted, of being
able to talk and of being listened to, of sharing with others, of
living through similar emotional experiences as others, of being
able to cope with loneliness and isolation. It is the factor of
‘belongingness’, to use Kurt Lewin’s term.

Second, the analytic factor. Like psychoanalysis, group-analysis
is an uncovering therapy. Defences are analysed, conflicts bared,
and insight into apparently irrational modes of behaviour and
interaction is achieved. Each patient both experiences and observes
the dynamic processes and disturbances that are generated in the
group. This so-called corrective emotional experience is the corner-
stone of the whole therapeutic structure.

The group-analytic situation has been compared to a projec-
tive test, where the material is alive and multidimensional, and
into which each patient must actively thrust his whole personality.
The more actively he participates in the process the more thera-
peutic change is there likely to be. From the observer’s end, there
are ever-changing patterns of relationships, transient configura-
tions, that alter in a bewildering fashion, and patterns of communi-
cation that reflect the basic relationships.

The theory of communication arising from our experience in
group-analytic groups is discussed in another chapter. Here the
changing patterns observed during the evolution of the group will
be outlined. People who come into therapeutic groups arrive
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with a considerable load of group experience in life. Depending
on the nature and degree of their neurotic or psychopathic
disturbance, limits will have been set to their ability to inter-
relate and communicate with others. For the social isolates, the
marginal members of society, the hopelessly inadequate, such
basic social skills may be at their minimum. These individuals
may withdraw into their inner world of experience. In the group
they meet, perhaps for the first time, people prepared to accept
their communications and establish a two-way system of give and
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take. In the early stages the talk of such people will be largely
egocentric and self-oriented. A study of serial communications
will indicate their inability to interchange ideas. Serial samples
may show a patient’s strong tendency to soliloquize. In time he
may accept ideas from other members but only where they fit in
with his own line of thought. Finally genuine interaction may
occur and an idea may be assimilated that is foreign to his way of
thinking and may break into the egocentric structure of his inner
processes. With genuine interaction comes gennine communica-
tion which is plastic and modifiable by group experience. He is
now ready for a mutative emotional experience that will bring
about changes in his social and emotional responses to others,
that is, his interpersonal relationships. This is an extreme example
of what probably occurs in all groups. Communication follows in
the wake of interaction and exhibits comparable changes (Figs.
1 and 2).

This highly schematic representation indicates the dynamic
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shifts in interpersonal relationships, verbal interchanges, and
leadership attitudes that take place with the setting up of the
group-analytic situation.

It will be noticed that the lines of communication tend to
shorten with the increasing integration of the group. Discussion
is freer and directed towards the open forum. Instead of com-
municating with each other mainly through the conductor,
members are able to communicate directly with each other.

Communication records (a schematic record of all communica-
tions made to and from each member) show clearly the relational
patterns for any one session (Figs. 3, 4, and 5).
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Communication, here, is taken to mean verbal communication,
which is the type of communication most desirable and most
encouraged in analytic groups. It increases the ‘shareability’ of
group experiences and brings material more prominently into
consciousness. It is, besides, the most effective and most efficient
means of communication, and consequently the most effective
and most efficient means of therapy.

That the individual’s mode of communication changes in the
course of group treatment can best be shown by an illustration.
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The socialization effect, the therapeutic effect, and the communi-
cation effect run hand in hand, and it is difficult to separate them,
The egocentric, narcissistic individual becomes more socially
oriented, as his range of sharing and communication grows.
A functional analysis of language, according to Piaget's tech-
niques, should reveal a fall in the ‘coefficient of egocentricity’ or
self-reference in the course of the group if therapy is proceeding
satisfactorily. Serial records (ten at a time) taken from an indi-
vidual’s performance in the group and subjected to functional
analysis can prove a good index of his progress.

Hlustration from serial record.

A.B. aged 30; male; single; complains of incapacitating shyness in
company and feelings of inadequacy.

Analysis of first week sample showed majority of communications
directed towards conductor with high coefficient of egocentricity.
Statements refer to his symptoms and feelings towards them, and
feelings as a result of them. Looks bored and detached when other
members are bringing up their problems.

Second analysis six months later, About 40 per cent communica-
tions now group-directed. Increase in ‘mirror reactions’® and in inter-
pretative and sympathetic responses. Some tendency to sub-grouping.
Marked increase in use of ‘we’ and ‘us’.

Third analysis ten months later. Majority of communications now
group-directed. ‘Mirror’ and ‘chain’ responses* now very much in
evidence. Increase in altruistic responses. (Has joined social club con-
nected with his job. No dependency reactions.)

The swing over in the communication pattern is directly related
to the technique of minimal interference on the part of the con-
ductor. Given an authoritarian group with an active conductor,
the communication patterns would show little of this dramatic
change.t

Some important studies have also been carried out on the con-
figurations in the communication pattern brought about by
existing patterns of relationships. Communication linkages are
plotted on a group chart as they occur during a session by an
observer, arrows pointing in the direction of the communication.
Between the greatest transmitter and the greatest receiver there
is a gradient of transmission and reception which takes on a

* See Chapter 7 for an explanation of these terms.
t E. J. Anthony: ‘Group Psychotherapy’ in Group Discussion, ed., J.
Burton, Central Council for Health Education, 1955.
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configuration closely related to interpersonal feeling at the time.

The ‘lines’ of communication* are found to shorten with the
integration of the group, as it changes from a mere collection of
people, to a leader-centred group, and then to a group-centred
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goup. Taking the communications of member A tomembers B,C
(Conductor), D and E, and arbitrarily giving each communication
channel or arrow a unitary significance, we find the following
schematic changes taking place in the course of the group:

* Alex Bavelas: ‘ Communicating patterns in task-oriented groups’ in The

Policy Sciences, ed., D. Lerner and H. D. Lasswell, Stanford University
Press.
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The ‘mathematics’ of communication may allow for a more
scientific appraisal of such changes in communication in the course
of a therapeutic group.

With the emergence of the group-centred group, the first phase
of the therapeutic process is over, and the group-analytic situa-
tion is now set up. This is the end of the beginning. What happens
next will depend on the group.



Chapter 5

Clinical Ilustrations with
Commentary

First, by way of introduction, an excerpt from a letter from a
woman who is well motivated for participation in a group-analytic
group:

Why I want to join a therapeutic group, and what I expect from it.

All T know at present of what goes on at a therapeutic group session
is secondhand and theoretical. When I first came across Dr Foulkes’
introductory book [Introduction to Group-Analytic Psychotherapy] I was
fascinated by it to such an extent that I read it through at one sitting.
Here, at last, was a ‘natural’ way of working out one’s difficulties and
problems!

When a little while before I had considered undergoing psycho-
analytic treatment I had rationalized my general repugnance to having
my true self laid bare by expressing doubts whether psychoanalysis was
not too special, too artificial a method for me. I hardly liked the idea of
being so ill that I needed the attention - hour after hour, week after
week, month after month, and year after year - of a highly skilled thera-
pist as required for full psychoanalysis. It just seemed out of propor-
tion. I had not understood the idea that psychoanalysis aims at really
changing a person. All T expected was perhaps the disentangling of a
few strands in my early emotional life, and having them neatly re-
arranged.

Group-analysis on the other hand seemed at once to offer the proper
setting for sorting out one's problems towards one’s fellow men. From
personal experience 1 knew the ‘morale’ value of quite ordinary dis-
cussion groups, and I had long come to the conclusion by myself that it
hardly mattered what one discussed. While taking part in discussion
groups and other educational activities which allowed me to ‘let off
steam’ I had felt less unsettled. This certainly predisposed me towards
group-therapy.

It has been suggested to me that this intellectual predisposition did
not in any way mean that I was really serious about group-analysis.
Why should I relish the idea of facing myself honestly in a group of
patients any more than on a couch as in psychoanalysis? To this I can
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only say that I realize more and more how badly I am in need of a ‘men-
tal spring cleaning’, and that I am sincere in my desire for self-inspec-
tion and purge. That is not altered by the fact that group-analysis does
seem a less drastic measure, a less frightening procedure than psycho-
analysis, because it is more ‘real’.

1 suspect myself a little of a masochistic need to lay myself bare in
front of a whole group: this promises so much more than doing it just
in front of one analyst. The group may also be tempting as offering
greater satisfaction for my narcissistic desire to show off; I can hardly
expect to impress the therapist with my miserable troubles which he
must find uninteresting among the wealth of material to which he has
access. Moreover, since I would pay him to listen to me, he would fail
to satisfy some basic need in me (though no doubt this would in due
course be analysed). With the group it is different - we are all equals,
we are judged by our peers, we not only accept help, but we also give it.

Personally, I want the group to replace the sort of family circle in
which there are ample opportunities for ‘a good talk’ with an under-
standing relation. Finding it hard to make such confidences to those
about me, a group of people with whom I have no social contact, but
which allows for the reciprocity of such personal outbursts, seems a
heaven-sent solution. I have, deliberately, for years bottled up all
emotions inside me, have shut myself up in myself in order not to get
hurt. If I don’t find an outlet soon, there must be an explosion; and yet
the longer 1 go on isolating myself, the more impossible it becomes to
find a natural outlet in everyday life. I dare not allow myself to fall in
love, to find satisfaction in a worthwhile career or some other creative
activity, to have a child. . . . No, I must waste my time, waste my life,
I make fun of people who are ambitious and take their little selves so
seriously. But perhaps my own utter lack of ambition and lack of
self-respect could be but the other side of the coin?

Some things do tear at my defensive armour: a truly physical long-
ing to ‘belong’ to someone, to have a child even, for the simple selfish
reason of wanting someone of my own. I try not to repress such feelings
as violently as I used to, but I am still far from being able to have nor-
mal relationships with other people. I think I am managing to defrost
myself gradually, and I feel sure that a group could hardly fail to help
me to get a clearer picture of how far I can let myself go, since I am still
afraid of getting involved too deeply, of getting hurt. Why I should be
such a coward in this respect I have not yet fathomed. But this fear of
being humiliated, of loving one-sidedly, of making a fool of myself
over a useless person - this is a very strong barrier to making friends.

The therapeutic group situation should allow me to test myself out,
and discover where the basic trouble lies,

I have always managed to camouflage my lack of social relation-
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ships by finding it quite easy to be superficially friendly with people.
I am then shocked to find that they caré for me more deeply than I am
prepared — or able - to care for them, and I get rather *bored’ with
them. My trouble has usually been to get rid of friends, men and
women, and I cannot remember that I ever actively cultivated a friend-
ship. This getting bored with people I now recognize as a self-defensive
move (and it is presumably linked with making myself a bore to other
people). This leads back to the question whether I am not basically too
narcissistic, too self-centred, and whether I have cultivated this as self-
sufficiency, as preferring my own company to that of most of my so-
called ‘friends’, and therefore having no normal friendships, let alone
satisfactory sexual affairs.

So much in a most unsystematic and rather superficial way about
why I wish to join a group-analytic group.

To sum up what I expect from it: Mainly a place where I can and may
openly speak about my personal problems ‘amongst peers’; where 1
can compare my difficulties with those of other people, see in their be-
haviour a mirror of my own; and where, under a therapist’s guidance,
1 can watch my own group behaviour and discover its meaning. What
I picture is a sort of combined confessional, substitute for intimate
talks with friends or relations, and gymnasium in which to practice my
mental apparatus under supervision (assuming one would be dis-
couraged from breaking one’s neck). But more, really: a challenge to
my whole attitude to life, a test of my humanity, my honesty, courage,
and tolerance, and in return getting a fuller understanding of human
beings, and in particular of myself. Naturally, I would hope to come
out of this test not too badly, and turn out a useful member of the
group.

This shows good understanding, based on favourable disposi-
tion. The writer takes well to the idea of a more active participation
in a group. She gives a good account of various motivations,
anxieties, reaction formations, etc. An element of flight from the
overpowering exposition to a father figure can be discerned and is
rationalized - as the writer says - by not needing * the attention . . .
of a highly skilled therapist . . .’

Some Introductory Remarks on the Problems of
Recording and Reporting in this Field
The value of group psychotherapy for didactic purposes high-
lights the need for recording the rich but ephemeral experiences
of a group session. In order to study our technique, to follow
specific technical problems carefully, and generally to acquire
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material for research purposes, we need records which enable us
to study our material at leisure and over a longer stretch of time
than is afforded by a single group session.

With modern sound-recording machines there is no difficulty
in recording the whole session, with the agreement of its members.
Although we could expect that the microphone’s intrusion into
their midst might upset the group’s spontaneity, it is surprising
how quickly it is forgotten. Sound recordings can be used in
many ways. They can be played back to the group who, when
confronted with what they have been saying, may react interest-
ingly. Clearly a sound recording is far from being a complete
record of a group session. We hear the voices, and what has been
said, but we do not see people’s facial expressions, whom they
were addressing, how they sat or moved, how they hesitated before
saying something or not saying it. Nor can we form any impres-
sion of those who took no audible part in the procedure at the
moment and who are, as a rule, in the majority. A complete film
and sound recording which would register all this is obviously
far too expensive and cumbersome for ordinary clinical use, and
could only be made quite exceptionally. Sound recording is the
only mechanical aid we have at present. It does not give the
listener the real ‘feeling’ of a group. Cross-talk, or laughter for
instance, do not come out very clearly or naturally. It does, how-
ever, register the actual content of the session, and this is most
useful. The recording can be played as often as one likes; one
can go back over certain passages or episodes, and compare them
with each other.

The other means of recording what goes on is by writing it
down afterwards. The taking of verbatim notes during the session,
be it by the conductor himself or by someone else in the group,
is too distracting and interferes with the living, ever-changing
process. It also gives rise to uncunscious misapprehensions and
misinterpretations of the situation.

Making a report from memory is open to many obvious
objections - that there will be distortion, misrepresentation, biased
selection, and subjectivity — which from a strictly scientific point
of view must be admitted. In spite of these objections it seems
possible to reconstruct fairly accurately in this way what happened
in the group. Sitting down, reasonably soon after a group session,
it is surprising how easily one thought leads to the next, and how
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fully the whole session can be reproduced. This of course takes
many hours, and we never in practice find time to make such a
full report. If it could be done, however, a fairly accurate and
complete picture would emerge of what happened and of what
was said in the group, though there would probably be some gaps,
and the sequence might not always be correct.

In practice we do not aim at such completeness. Instead we ask
ourselves what went on in the group, which were the most sig-
nificant themes touched upon, what events were reported to the
group, what reactions were observed, what observations were
made concerning individual members, what changes our inter-
ventions as therapists brought about and how one theme linked
up with and followed another. This record recalls to our mind a
clear and comprehensive picture from which we can select, de-
liberately and consciously. Some events will be much condensed
in our report, others which strike us as significant, either in the
particular group context or in any individual’s interest, will be
rendered more fully. A member’s. attitude may be notable, or
some remark, or perhaps the contrasting attitude of different
members; here we obviously select what material we are putting
on record. We may be interested in certain theoretical aspects,
perhaps the way in which a group expresses its opposition towards
the conductor, or how and in what way some observable change
links up with other observations made.

Group reports such as we have in mind here are made for the
group-psychotherapist’s own use. They might be used for reporting
to a scientific circle, or perhaps for reporting to a supervising
doctor, as happens at teaching hospitals. They are straightfor-
ward reports of clinical material and,as will be explained presently,
would not be suitable for publication.

Group reports need not be made by the conductor. Sometimes
a member of the group may volunteer to write them down. No
one so far seems to have persuaded a whole group to keep regular
records, and to compare them, which should prove most in-
teresting.

Everyone will have his own way of making such reports. We
may mention here two rather different types of report by individual
group members, whe showed sufficient interest to write them
regularly after each session. The first was a novelist who freely wove
her own phantasies into the context. Though often reporting
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almost imaginary events, the personalities were very accurately
recorded, and quite often the exact words and inflexions were
caught. Some of ‘this writer’s material will be used among our
illustrations, though fictitious characteristics have had to be sub-
stituted for the real ones,

The other ‘reporter’, a member of the same group, was a
scientist. Her reports were much more accurate in the literal
sense. This made them rather dry, as they did not convey anything
more than the factual material remembered. Thus the writer’s
reports conveyed in a sense more, perhaps just because they were
not aimed at being accurate at all. They bring out the atmosphere
and often throw light on aspects which the more scientific report,
aiming at accuracy, does not reveal, and which might also be
missed in a mechanical recording. There is therefore much to be
said for the more artistic, impressionistic reports when they can
be had.

Only a few samples of the writer’s reports can here be pub-
lished, in which the actual persons are unrecognizable — we are
inclined to think even by themselves. All material used for publi-
cation is changed in such a way that recognition by an outsider
is impossible. These precautions necessarily involve sacrifices from
the point of view of scientific accuracy, and they sometimes rob
examples of the conviction they should carry to the reader. The
essential elements - the principle features of any story - are main-
tained as far as possible, or else the whole illustration would lose
its value and we would be writing fiction.

All these considerations unfortunately limit and restrict the
material which can be used for illustrations. We hope, however,
that they will still carry a sufficient degree of conviction. They are
the best substitute we can offer for real group experience.

Our examples are chosen to show how various kinds of events
occur in a therapeutic group, and to illustrate theoretical and
therapeutic points made elsewhere in this book. They are selected
from a great wealth of material. Sometimes various observations
are brought together which in reality were seen in various groups
and in different persons.

Some of the illustrations for this chapter were supplied by the
writer-patient to whom we are greatly indebted. In order to
preserve complete anonymity of the members concerned, any
reference, however remote, to their personal circumstances, has
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had to be omitted and replaced by imaginary ones. Thus the
material presented cannot on the whole be used for demonstra-
tion purposes.

These reports are invaluable in view of their conveying the
general atmosphere of some sessions, and of their giving a lively
picture of the flow of conversation in such a group. The writer, on
the other hand, generously communicates some of her own, per-
sonal reactions and experiences in the group. As far as her own
person goes, therefore, we have a genuine, first-hand, unreserv-
edly valid basis for our observations, In this respect, quite par-
ticularly, our writer’s contribution is of unique value.

First let us have her comments - excerpts from a letter — on
the difficulties of reporting and recording, which are particularly
interesting and in which she explains the situation in her own
words.

Because the others enjoined it I am obliged to act as the floodlit centre-
piece of a work the readers could better see if I were at liberty to make
the individuals in the group true to themselves and large as life. This
they would not consent to, and therefore I can best illustrate in my own
person the sequence of treatment and its impact. The view I can give is
therefore narrowed unfortunately; as a writer I would have enjoyed
more creating the six other portraits than making my own so important.

I have never come across such stubborn rejectors of immortality as
my friends in the group. Indeed it surprised me to find so vehement a
reaction against the only service I could render them.

Extracts from a letter to Dr F by the same writer:

It needs no clairvoyant powers on my part to predict that I shall dis-
appoint you over the matter of threading an account of the group into
some tapestry of my own which will at the same time do justice to the
original story. By the way, my condensed style owes itself in part to the
fact that I expect so little patience on the part of the reader.

Last night, for example, I spent the entire session muttering ‘speak
bloody coward, or forever hold your peace'; apart from this I experi-
enced vaguely a glow of anguish and embarrassment reflecting as I
thought my own and radiating in turn from me to the six other mem-
bers of the group. The look of sullen despair on Miss D’s face endeared
her to me, and I suffered for Mrs P in case she should reveal any inti-
mate details from her life, which, however, she refrained from doing. I
revolted against Mr Q’s ears, grin, and glasses and his leer of intelli-
gence. I inwardly noted that women were in general more repressed
than men and wondered about the explanation, probably a social
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one. I heard the philosopher gravely define bullshit for Mrs P as though
it were a concept of logic. Each week so far she has been stumped by a
cant word and he has clarified it for her with unfailing academic tact.

Mr A earned my deepest sympathy with his account of difficulties in
pursuing the object of his amorous desires, and his despair over advanc-
ing age unaccompanied by signs of progress in life. I sat in a fever of
conflicting feelings through the controversy over marriage, men v.
women, who sues and who is sued, the relative usefulness of diffidence,
modesty, and bold open pursuit in the female wishing a husband and at
what point pride, honesty, and fear of rebuff throw the whole box of
tricks labelled technique out of the window and into the street where it
properly belongs. Here I might have managed a remark or two to the
effect that people who feel inadequate woo the self-confident hoping
to make good the deficits in their own bravado, and on the fact that
neither Miss D, nor Mrs P, nor myself felt able to take the initiative in
seeking lovers. But at this point my armour began to creak, and I feared
that I might fall to pieces, so I held my peace, even when you [the
therapist] with a knowing and conceited smile announced that women
married men, thus expressing my own inmost thoughts in all their
horrid fatality.

From this you will be able to gather that the picture is blurred at the
moment and I have small hopes of culling something of value to us
both from the group’s experiences. You need a Dostoyevsky to do the
theme justice and I fear you haven’t found one.

We see here, through one person’s eyes, the impact of what goes
on in a group. In her silent participation she shows a strong
emotional involvement.

Now we shall give an example of free-floating discussion as re-
ported by the same writer. It should be understood that there
were at this time two conductors in the group. The report was
written when one of them (Dr F) was absent, and Dr D was in
charge of the group. In this example the writer shows, in her
comments, her own interpersonal reactions as well as her inter-
pretations.

1 was late as an act of ineffectual revenge upon the absent Dr F,

No sooner had I sat down, with many unfelt apologies, than I became
articulate and bounced into the conversation. I said my problems were
like the hysterical correspondence on the back page of some weekly,
and therefore I could not bring myself to air them.

‘Well, why do you mind about that?’ asked Miss T. (I note that a
situation is blowing up between us and look forward to its eruption in
puffs of hot air.) ‘I have the feeling that those problems in the women’s
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papers are very real problems, many of them are like our problems, the
pity is that they should appear there where they cannot be dealt with,
I don't see why you should mind.’

Dr D punctuated her comments with his morse code of nods, which
T must learn to interpret more accurately than I can at present.

‘T’ve never read such papers,’ Mr K remarked, ‘so perhaps you could
enlighten me. I should rather like to know what these problems are
they write about.’

‘I expect Miss G objects to the phraseology,” Dr J surprisingly cham-
pioned me, ‘rather than to the problems themselves.’

I denied this which although true made me out an intellectual snob,
and sidestepped: ‘I can’t help feeling that it's beneath one’s dignity to
have such trivial problems but that if one has, one can at least keep
them to oneself.’ Cries of indignation and protest broke out and I was
moved to relate how I tremble and sniff in the company of attractive
and interested men,

‘That’s one of my problems,” W nobly declared. ‘D’you find that
you begin to go to pieces when you get spiritually involved 7 Because
that’s what breaks me every time.’

*I am in pieces before I start,’ said I coldly. (He would expatiate on
‘necking’ and I hate the word.)

Was it, Mrs F asked, that I feared men would make love to me and
having met with an enthusiastic response would then lose interest and
fly to others?

(Answer Yes, No, Dop’t know, by marking the blank spaces with a
Cross.)

Was it with my own or the opposite sex, Mrs M wanted to koow,
that I experienced this pathic unease?

‘Not invariably, but on the whole I feel at ease with women,’ I re-
plied, ‘coming as I do from a large family full of them it would be odd
if this were otherwise. I'm not a bit used to men for we’ve never had
any in our family.’

“Tell me, do you find that you fall in love at first sight, or is it only
later when you come to know someone'’s character and personality?
There is a difference surely.’

*First sight,’ I answered with a sigh, knowing this was not the mature
expression. (Indeed nowadays it would have to be first sight for I rarely
get a second.)

‘And what happens?’ Mr K pursued with unseemly curiosity.

“What can possibly happen?’ I cried with some bitterness, ‘nothing
happens of course.” How can people enjoy one’s company if one afflicts
them with one’s own nervousness?

*There is mutual avoidance then?’ Mr K concluded.

‘Mutual,’ 1 confirmed, blessing the dear man for that face-saving
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proviso. ‘Men,’ I explained to the group for their information, ‘don’t
like nervy women.'

An assenting silence, a hush of affirmation greeted me. The five men
bent their eyes modestly upon the floor, but Mrs M insisted that I was
mistaken which was nice of her.

‘T used to be like you," Miss T suddenly commented (to my great
annoyance) ‘I never had any boy friends, but always girl friends (insult-
ing, very), but now I'm perfectly at ease with men, I don't know how it
happened, it just did, I'm not bothered any longer by the sexual thing,
my trouble is I just sleep with whoever asks me, it has happened twice
recently that I have met & man at a party and gone home with him, I
didn't even know their names.’

At this Dr J sprang forward in his chair, his eyes lit up, he slapped
his knee with his hand and exclaimed: ‘What a bloody fool I am, I
thought you were quite different, I should have known better.’ For the
first time he gazed upon Miss T with fond and open admiration.

‘Yes,’ she said, ignoring the interruption, ‘I'm worried, not about the
moral side of course,’ she waved a disclaiming hand, ‘but I don't seem
able to feel anything about the man emotionally, well very little, there
is some emotion because there is always some, I just sleep with him
and that ends it. It doesn’t give anything time to grow, that's the
trouble.’

‘Male psychology,” Dr J murmured sympathetically.

‘But Miss T,” Mrs F cut in, *this is surely a very recent development
with you? Only eight months ago, I think, you told us you were a
virgin.’

Miss T gave a pleased smile.

‘Well, I admire you,’ said Mrs F wistfully. ‘I think you're very
courageous, you must have given up a defence. But are you not fright-
ened of the risk of it, you might have a child?’

Miss T shrugged her shoulders: ‘If I have a child, well I have a
child.’

(Hear, hear. Why not? The Group could adopt it.)

‘Don’t frighten her, don’t frighten her,” Dr J protested.

(So this was the man, I told myself, who could not cheat bus con-
ductors, O Freud. O Logical Positivists. O Tempora. O Mores. O Hell.)

‘What I can’t understand,’ said Miss T in a tone of exasperation, ‘is
that anyone can make the approach and I just give them what they
want. I mostly seem to have affairs with married men.’

*Oh, so you're all right then,’ Dr J commented.

*No, I'm not like you in that respect,’ Miss T contradicted, shaking
her sleek black head, ‘I'm just dying to get married.’

‘Only for the security,’ J pointed out half to himself, half aloud.

He turned to the contemplation of his own sexual quandary.
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*These days I have to take my sex where I can find it. But if I see any
question of marriage looming up, I make off on the first bus.’

We laughed. (If I ever meet Dr J on a bus instead of in the tube, I
shall know that someone has proposed to him.)

Has he never entered upon any permanent relationship? asked
Mrs M.

No, as a youth of twenty-one he had been ideally in love with a
woman some years his senior. They had been very happy and it had
lasted. As a matter of fact she was now over in England and he had to
meet her this evening. Recently he had met her again after a lapse of
some years. He was no longer in love with her, she had become middle-
aged. (Wish he had suppressed this in view of Mrs F.) Unfortunately
she still felt the same about him. In the old days she had been very
beautiful and he had had a hard time defending her against his many
rivals. He felt responsible for her because he had had a great influence
over her and had persuaded her to interest herself in politics by reason
of which she had destroyed her life.

‘I wish I didn’t have to go this evening,’ said Dr J, fixing me with a
sneering black eye, ‘I should have Miss G's tremble, but I don’t some-
how.’

We could not offer much in the way of solution for this impasse. Men
and women ought never to meet after a lapse of years. It should be for-
bidden by law. I myself already hate meeting people who knew me at
sixteen. What will it be like in another decade or so?

A short silence fell upon the group as they digested this news and
meditated other lives and other trials and tribulations.

After a suitable pause, Miss T introduced a new theme. She now
complained of her lack of reserve. She respected her girl friends, she
said, for being capable of reticence about themselves. She had a com-
pulsion to share her soul with everyone she met from the moment of
encounter. Either this, or she could make no relationship at all.

(sic: my own experience in W when I was very angry to discover my
private affairs bruited abroad by all the gossip-mongers of the village
and was at pains to trace the rumours to their source which turned out
to be myself.)

Dr D then hunted round in the depths of his Freudian mind and
produced a biological clue.

‘This might link up,” he said, ‘with an early disappointment over
bodily production.’

(He then explained to us how infants offer their stools to adults and
are upset at having this, to them, precious offering snatched away with
exclamations of disgust and hurled down the drain.)

Miss T confessed that she had suffered from enuresis until late
adolescence.
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Mrs F said that at times during treatment she had become un-
accountably constipated.

Mr K, in a low confused voice, said that his enjoyment of sex was
stimulated by the idea of there being something dirty about it.

At this juncture, rather to my relief, time ran out and we adjourned.

This gives a good picture of the nature of group discussion and
atmosphere. As a reaction to the absence of one of the therapists,
two factors emerge: revenge on the absentee, and great liveliness.
The cynicism which is notable is that of the writer, rather than
a characteristic of the group. She achieves a comic effect through
caricature, and pokes fun at psychology as well; for instance
‘Well, I admire you . . . I think you're very courageous, you must
have given up a defence’ or ‘Dr D then hunted round the depths
of his Freudian mind and produced a biological clue . . .".

Again, the writer here shows strong inner, silent work in rela-
tion to what is going on in the group. This factor is a very import-
ant one, though for obvious reasons is concealed.

The next example illustrates a hospital group’s reaction to a
change of conductor (discussed in Chapter 9, pp. 237-8), and
how their reaction is expressed in indirect ways.

When Dr A left the hospital, this group of women was taken over by
Dr B. Dr A and Dr B were men with very different personalities, and
for this reason the handover was intentionally made rather abruptly.
Dr B attended the group with Dr A for one session, during which he
was introduced, and at the following session took over as the con-
ductor.

Dr B noted at the first session which he conducted that the group
carried on as if nothing had happened. They talked freely, but in a way
which made Dr B feel he was being ignored. It was as if the group were
denying the advent of their new conductor because they felt it was un-
pleasant. Moreover, the discussion turned on the most sombre sub-
jects, on suicide and on incurable illness. When Dr B asked why they
talked of such depressing topics, he got no direct answer, but the group
then talked about how a woman should handle the problem of being
abandoned by her husband.

In the subsequent sessions other patterns of reaction emerged. Atten-
dance became irregular; a number of members consulted their family
doctors and discussed this in the group; they also discussed whether
they might not find a solution to their difficulties by marrying other
husbands. At the same time Miss P who had had particularly strong
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transference feelings for Dr A was made a scapegoat. The group con-
cerned itself with the problem of how it should deal with bad members,
much as the Chorus in Oedipus Tyrannus tasked itself with the duty of
finding the sinner who had brought down ill luck on the city of
Thebes. (See pp. 241-2.)

We see in the example the many ways in which a group deals
with an intensely painful event, the loss of a conductor to whom
it had been deeply attached. Its behaviour is such that it both
denies and expresses that loss simultaneously, and it takes on the
nature of a group symptom. We must note, however, that this
symptomatic behaviour is not simply a means of evading a pain-
ful issue, it is also a means of so tempering the shock of loss that
the group can survive, for the group did survive to complete its
course of treatment.

The most interesting feature is the way in which an event (the
change of conductor), which in this case is clear to us, reflects in
remote, indirect ways: the sombre subjects discussed (suicide,
incurable illness, a woman losing her husband). Then the group
takes revenge by irregularity of attendance, by turning to other
doctors, and even with talk of marrying other husbands! Thus
they try to deal with the traumatic event by inflicting it themselves
in an active role. It is also interesting to note that the member
closest to the offending leader is made a scapegoat.

We shall now return to our novelist’s narrative. The following
pages throw light on the growing together of the group, as exem-
plified by her own absorption into it. Tolerance for personal
remarks increases. The group is actively engaged in the analytic
process, having digs at the analyst. Mrs W’s reported dialogue
with the writer, leading up to the statement ‘I think you remind
me of my younger sister’ is an example of the discovery of a
‘transference’ reaction inside the group.

I must here correct an impression charm and distance have lent to-
gether that the group became a ‘we’ rather than a collection of battling
‘I’'s’ with any undue haste. Nor did I think of ‘us’ for many long
months, nor was I much in love with the idea of being a member, but
spent many an evening in sulky silence and secret criticism of Dr F and
his troop of twittering bats, as in bad moods I would think of them.

Though my foullest self was at all times tolerated, the others by no
means felt invariably benevolent towards me.
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For example there was Mrs P’s catty remark:

‘You always seek small attentions from the men. I notice you always
come without matches and ask them to give you a light, but you never
ask the women to.’

‘Yes,” said Mr M unkindly, ‘the moment she came in this evening,
she asked for something!’

On a subsequent occasion, the following dialogue nettled me:

MRs W: You irritate me in some ways.

SELF: In what ways?

MRs W: Well, you're limp and helpless.

SeLF: What do you mean?

MRs W: Well your voice for one thing is limp and helpless. I think
you remind me of my younger sister. She would leave doors open and
drop forks, and there was something helpless about her, but she got
away with things an awful lot because she was young and pretty.

SELF: I'm not helpless. I'm uncoordinated if that's what you refer to.

MR M: You always say you're helpless,

SELF: No.

MR M: Yes, in relation to men,

SeLF: I have no men to be in relation to.

MR M: You always say you feel helpless and can’t speak to them.

SELF: No, I can't listen when they talk to me.

Mrs W and Mrs P complained that I made little contribution to the
problems of others in the group.

I agreed this was true and said I was sorry to be so egocentric but
could see no help for it.

B tartly pointed out: ‘It is not an accusation, it is being brought to
your awareness.’

‘Yes,’ I said non-committally, (Having learnt the subtler uses of this
monosyllable from Dr F himself.)

Here it will be noted that far from withdrawing into shattered silence
as I would have done a few months before, I could actually speak up
for myself and even take part on occasion in spirited repartee.

No one could hope for too comfortable a time in the group. Now and
then, incalculably, your social mask was snatched away showing the
pock-marks and superfluous hairs behind it. (If I may borrow from
the awful warning language of the beauty parlours.) There was a fair
measure of warmth and kindness, but it alternated with sharp sudden
prods of a painful nature to self-esteem. For this reason presumably,
people took pains to evolve ingenious methods of not turning up.
(Which would also absolve them from the charge of moral cowardice.)

Mr I for instance was held up by a burst car tyre, leaving him
stranded on the Great West Road.
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Mrs M got herself knocked out by a model plane,

Mrs W became interested in mycology, which caused her to eat in-
edible fungi and laid her low with food poisoning.

I myself worked up some blisters to football size and could not so
much as limp to the front door to hail a taxi.

Mr B made of altogether sterner, prouder stuff, quite simply forgot,
at intervals, to come,

Occasionally I tried out his habit of late-coming, but in my case it was
too readily spotted that this was a mere superficial need for attention,
whereas with B the symptom went altogether deeper and was an integ-
ral part of his independent character.

One evening we laid bare our hopes of what grouping might do for us,

1 didn’t know, and only wished we could have some idea of what we
really wanted.

‘To like myself better,’ said Mr M.

‘To get on with others, to be working at full tempo,’ said Mr B,

‘To be able to marry again,’ said Mrs M.

“To feel less frustrated,” Mrs P sighed,

*To attract lots and lots of lovely attention from men,’ I made bold
to declare - this I could never have enough of. Hooray!

*It could be nice,’ Dr F prudently observed, ‘but we aim to do a little
bit more than that. You could be freer perhaps.’

‘But will I ever have a sex life?’ I cried in dismay.

*If not, we shall discover why’ ~ he answered with assurance.

‘Could you,’ said Mr M curiously, ‘have a lover now? Would you
mind if he were impotent?’

‘Well I would a bit,’ I said, not knowing how to take him.

Mrs M told us she had opportunity for sexual intercourse on an
average about once every six months and it was quite enough for her.

B here quoted some statistics he had cut from a newspaper about
frequency of intercourse among married couples, and asked Dr F to
confirm or refute these, which he firmly declined to do.

Mrs W said, a little ambiguously, that she would never be a whole
person unless she could have a lover, but added she could not, just now,
*stand up to one’,

B suggested the analyst should prescribe us all lovers with ‘to be well
shaken before taken!’

Mr B’s obstinate unpunctuality and Mr M’s compulsion to put in an
early appearance set us all talking about our respective struggles with
time.

Mrs P objected to a ruling Dr F made that we should turn up within
a certain time limit, or else expect to be locked out. This seemingly
autocratic whim was based, he explained, on the needs of his household.
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[It was in fact a concession to the locality in which this group met. F.]

Mrs P thought it proved exasperatingly how he made his own terms
for us to observe. Once he had kept her waiting several minutes prior to
an individual session and she had thought: he said to himself ‘ What
does this matter? It’s only Mrs P.’

Mr I agreed that he too resented being kept waiting by anyone for
whatever reason.

Pending the painful, but customary, dismissal which I knew would
sooner or later accrue to me from my existing employer (an advertising
agent), I still could not prevent myself from arriving later and leaving
earlier than other members of the office staff. (It was always a dashing
experience to meet the directors of the firm on my way up the stairs
some minutes after their own arrival.)

Mrs W told us that David, her son, would dawdle at his dressing and
come down late for breakfast. This she felt was meant to be provoking
and she was afraid that David, like her husband, would take to secret
warfare. (In the case of Mr W it took the form of neglecting to carry
out commissions, reading the paper at meals, and staying late at the
office when upset.)

‘Perhaps David resents your going to work,’ said I.

Mrs W agreed that he probably did.

Mr M was loth to wake in the morning. ‘There’s a grey mechanical
routine,’ he said, ‘that goes around being me. Why should I put it in
action?’

Mr B could not wake. The problem was serious. He might lose his
job by failing to get there. When he had rejected, on one ground or
another, every suggestion as to aids to waking, Mr I recommended him
to try marriage. ‘Then you will easily get up in the morning,” he thought.

Dr F reflected how perverse it was that attitudes towards time in-
fluenced people so much throughout life.

Mr I supposed it had to do with early potting duels between our
mothers and our infant selves.

Mrs W said mothers were too powerful, no one should be given such
a burden of power; she thought home influence should be countered as
much as possible by nursery schools and other counter power zones.

1 kept up a bored silence as always when the others talked of their
families, feeling jealous at having none. B said there we were back on
the potting level where we all belonged.

I thought such interpretations very queer and by no means accepted
them.

The whole passage shows the theme of neurotic difficulties
with time (punctuality, etc.) displayed in a typical variety of ways.
Acting out - somebody over-punctual, somebody always late -
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protest against the physician’s tyranny, autocratic privileges.
This is paralleled by behaviour in life itself.

Members give, at the same time, their different interpretations
of these neurotic difficulties, at first convergent ones, later diver-
gent ones, as well as their defensive reactions to these. Mrs W’s
reference to her child is a good example of a kind of interpreta-
tion by inference, which may be conscious, but is very often made
unconsciously in a group. The serious and apparently remote
symptom of ‘not waking up in the morning’ betrays one of its
roots by being brought up in this context. Characteristically its
bearer protests against the ‘potting level’ mentioned by another
member. The writer herself likewise rejects these ‘queer inter-
pretations’. However, her very next remark about her writing
inhibition is revealing (‘so small was my output®).

Difficulties with work often recurred as themes in the discussion.

Whatever job I was doing, and I did a great many, I never felt right-
fully occupied - if on the other hand I turned to writing that did not
seem to suit me either — so small was my output and so great my disin-
clination to attempt it.

Mrs M accused me of working with contempt (for both work and
employer). This, she said, made her ‘boil with fury’. Later she admitted
feeling very contemptuous towards her own chosen occupation, as she
would really have preferred to read law and become a barrister and
rather despised herself for being a mere handmaiden of the courts.

Mr M, who was temporarily fretting behind the bars of a news
agency, remarked how odd it was that he had always worked more
willingly for women than for men,

On which Mr I commented: ‘ Excuse my crudeness, but women don't
have penises.’

Mrs W, who occasionally gave lectures, found it difficult to speak at
public meetings. The former she could do quite easily because it was
‘all prepared beforehand’, but the latter made her heart beat and
thoughts parch up.

Four among us were addicted to writing.

Mrs W negatively, in that she half wished to write a book, but was
nauseated at the idea of exposing herself to the public.

(We argued here as to whether expose or reveal was the more apt
term and everyone seemed to perceive different shades of meaning in
either.)

Mrs P half-heartedly; the chief librarian at the public library had
expressed interest in her work, so it was, she supposed, query, valuable.
Anyway she had been writing it for so long that it acquired power

93



Group Psychotherapy

over her and she dared not lay it aside. (There were many desperate
moments in our time together when Mrs P’s biography was threatened
with dereliction, but somehow it always survived to put out new
chapters.)

Mr M despondently; he had been invited to produce a short work
on the golden age of English eccentrics which he said, having once
accepted the offer, he had failed to tackle for some months. He claimed
that so far it had turned out to be dull and shapeless as a Wellington
boot. On the other hand he did not take up B's kind offer to read it;
as he thought B could not judge its literary value.

Myself, mythically, in that the thought of writing and discussion
about it seemed to occupy me far more than writing itself.

Mrs P could not produce more than a page or two each working day.

I call that — said I wistfully - proliferating. By my standards you are
on the way to greatness.

The group discussed what value could be put on work. The criterion
of work, said I, was payment in cash.

Certainly not, said M and B, shocked by this callous definition.

Mr I advised us to go on the assumption we were third-rate and
thus save ourselves unnecessary sturm und drang.

Yes, but — protested B - you're talking to people who aren’t yet
persuaded they’re third-rate. We're still on our way to discovering that.

Here, now, are some excerpts from different reports by the same
writer. A number of cross-sections have been selected, showing
the same group at different periods, and throwing light on the
slow development of the group.

For some months our meetings were characterized by an atmosphere
of watchfulness, weariness, and suspicion. We eyed and sniffed each
other like strange dogs connected by several different collars to a master
leash. Our hackles would rise at the least thing, then we would snarl
and bare our teeth, wait for the word of command from Dr F and lie
down again uneasily together. (The exception to this was Mrs W who
seemed friendly and well-disposed from the start, with the effect that
she was for some time the best-liked character among us.)

For instance Mr B rebuked Mr M: 1s there anything you don’t know
about? You're like a walking encyclopedia.

That’s more interesting at any rate than being a policeman without
authority, which is how you impress me - he rudely replied.

(By now it had become clear that Mr M disliked the pedant in Mr B
and Mr B was irritated by the dilettantism of Mr M.)

In an effort to break down my invariable silence, I was asked why 1
did not wear my specs, and what were my reasons for sitting a little
apart.
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‘Oh, so that you can't see me,’ I answered.

Mrs M here remarked: ‘You seem to look at the women when you
speak, but never towards the men.’

*Without my glasses,’ I said tartly, wounded by his remark, ‘I can’t
see either.’

It transpired that Mr I had always wanted to wear specs to give
himself importance,

Mr M suggested he should buy frames and have lenses put in of
plain glass,

Mr B detested wearing his specs, because it made people come too
close. ‘I want to push them away,’ he said.

About my recent experiences, when pressed, I found I could say very
little and even that I managed to present in terms of custardpie com-
edy; after which I grew offended with everybody for laughing. The
others could not understand why I felt so afraid, or how being
among them represented safety and a barrier against importunate
spirits,

‘If someone came to you at midnight and walked through the wall,
would not that be frightening 7’ I asked.

*No, interesting,” Mr B said.

Mrs W and I agreed mutually that we could not spend a night alone
in a haunted house, and she added that the supernatural alarmed her
because of the surprise and shock involved in meeting ghostly beings.

‘Can I speak now, or have you a problem to solve,’ was one of my
favourite gambits; then having secured attention to myself, I could
think of nothing to talk about.

‘How can group-analysis help you?’ I asked Dr F in despair.

‘How can it not,’ he stoutly averred, ‘if you iet it.’

I felt he had rather a bee in his bonnet.

None of us quite knew at this early stage what was expected of us;
it was seldom, as happened in later proceedings, that someone initiated
a theme which would be taken up and developed by the others. Al-
though we turned to Dr F he denied us instruction, and so we groped
along our narrow confessional ledge each with his or her own awkward-
ness, hoping to avoid a too sudden precipitous drop into reality.

Being somewhat prudish in defence against my basic coarseness, I
always feared the talk might turn rude; as I knew one had, in analysis,
to speak freely about matters which were usually taboo. I was afraid
that the three other women, all of them a few years older than myself,
might mention their sex lives in precise detail, which idea much un-
settled me. At the same time, I wanted analysis to be frank and kept
resolving to say something that would shock, without however succeed-
ing in doing so.

Mrs W courageously initiated what seemed to me the first awkward
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confession by admitting an impulse to eat corpses and hopefully asking
us what it could mean.

We did not, or dared not, know and left it to Dr F to point out a
possible connexion between necrophily and coprophily upon whose
borders Mrs W perilously stood. (Or so I felt, torn between pity and
admiration for her frankness.) Mrs W, it should be here explained,
was not much in contact with corpses as a rule but occasionally came
across them (through a view of the dissecting labs) when she visited
her pathologist husband at the hospital where he worked.

Soon following upon this came a slight thaw in the atmosphere, We
were beginning to trust each other a little. Someone even let fall a
complaint about a parent, and another criticized a husband. Mr 1
volunteered, about his wife, ‘she’s a very tolerant girl, we don't like
each other much as people.” When asked why he had married her, he
said it was through ‘lack of will-power’'. ‘How,’ said Mrs M wistfully,
‘did she get you?’ ‘Do men marry women, or women marry men?’
Mr I asked Dr F, adding scornfully, ‘I'm asking you as the only
trained psychologist here.” ‘Women always say,’ said Dr F, grinning
from ear to ear in a most annoying way, ‘I married him." ‘Old pea-
cock,” I murmured to myself, ‘ just what you would think!’

This silent contempt alternating with equally inarticulate affection
was very characteristic of my feelings towards people in general and
Dr F in particular.

However I believed I was well-disposed and even amiable, not to say
mild and timid, so that when Mr B suddenly rounded on me, I was full
of injured surprise.

‘You just sit there,’ he said, ‘looking tense and bored. You remind
me - sorry to have to say this — of a snake that now and then spits
venom. You don’t attack us individually, but I've watched you, when
things get lively and you think it will pass unobserved, striking out
blindly against us ali!’

‘Because I am too cowardly,” I meekly answered, while feeling
chaotic and trying to muster some thoughts, ‘to attack individuals
openly, do you suppose ?’

‘No,’ Mr B snapped, ‘I don’t!’

Mr M thought I was like a trapped animal snarling and spitting
from its cage.

Mrs W could see his meaning.

As yet Dr F did not.

While T was still dazed from the above observations, Mr B went on
to describe Mr M as looking black.

‘He does not look black,’ I defended him, ‘the shadows on his face
make it seem so.’

Mrs W said: ‘I don’t think Mr M looks black, but he seems to me
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a person who might sulk and hold on to grievances for a long while.'

‘That is so,” Mr M assented.

Here Mr I asked rather shyly:

‘Do I look black? How would you say I looked ?’

‘White,’ B cuttingly assured him, * pure white, white as chalk, white
as cream cheese.’

Mr I glowered reproachfully and huddled in his chair. He said
nothing more after this.

For weeks I was stunned by Mr B's ringing blows. I missed an
evening’s sport or two from pique and alarm, but was disarmed on my
return to find Mr B much upset by his having been accused of driving
me away. He was however less concerned with my feelings, than to
discover why it upset him to learn this.

In a short while however, I found myself slapping everyone’s face,
just as B had mine.

‘I don’t like Mrs W’s hats,” 1 said, or, ‘I's voice and his canting
monotonously in textbook Freud makes him awfully boring to listen
to. Mrs P’s and Mrs W’s marriages sound pretty dull to me, anyway [
think you all dull sometimes. Dull, stuffy, and bourgeois, just like my-
self, O God, why had I to come here in the first place. I wish you
wouldn’t all listen so reverently to Dr F whenever he brings out a sen-
tence. And when I think the whole aim of life is to unite one pissing,
sweating body with another in order to make more of the same, and
they all become nauseous gases, I can’t think why we bother to better
ourselves or what we hope to get out of ever going in for this.’

To my surprise this verbal tantrum was greeted with a short silence,
followed by kindly questioning. I had never before spoken truthfully
without reprisal.

Mr M, who had, he apprised us, listened throughout for undertones
of emotion, asked me to criticize him too.

‘Oh you,’ I said, trying to invent something, ‘I despise you for no¢
being able to come out with your feelings except on paper.’ (Shortly
before he had confessed to keeping a diary.)

‘What about me,” Mr B asked. * What do you think of someone who
can’t even get that far, can’t even set down his feelings on paper.’

‘He wants you to criticize him,” Dr F explained.

‘I can’t,’ I said baffled, ‘he doesn’t make sense to me.’

‘Well I am from Glasgow at that,’ said Mr B, ‘not one of the natives
here, come to think of it. After all, in some places even the chap from
the next village is looked on as a foreigner.’

These passages illustrate some characteristic stages in the
development of the group. They show first the tendency to put
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the conductor into the centre and to expect instruction from him.
He is reluctant. The group then shows reactions of ambivalence
towards him.

The gradual relaxing of censorship can be discerned. This is
accompanied by a greater ease in discussing awkward themes.
There are also far more frank personal remarks - unpleasant
ones, too — as an expression of releasing the more conventional
social barriers.

There are signs that the group is becoming more active in the
analytic process, for instance when they accuse Mr B of having
driven the writer away (correctly, as we know from her) which
shows that her absence had become a topic of discussion, and
the reasons for her absence had been investigated by the group.

Here we would like to give an example or two of the patient’s
conflicts as expressed in his various relationships, at various stages.

Mr B is middle-aged. He lost both his parents when he was very
young, and was brought up, as an only child, by his grandmother. His
grandmother was an extremely warm mother substitute to him, and he
naturally became very attached to her and had a deep affection for her.

The grandmother tried hard to make up the loss of his parents, and
was quite especially lenient and understanding with him. This as we
shall see shaped his character. (We might note here en passant that
grandparents as a rule are less ambivalent, less ‘hot’ as it were, than
parents towards their children.)

Mr B remained somewhat self-centred, narcissistic, and is sensitive
to criticism. He has been content, as his doctor put it, to drift along
the easy way, and did not develop much drive,

He married a woman who has very close ties with her own mother,
which Mr B feels threatens to estrange his wife's love. He is suspicious
and jealous, and sometimes he encourages his wife to be with other men
and then watches jealously how far she goes. Or he provokes argu-
ments with her to test out how she reacts. In their more intimate
relationships he likes her to take the initiative; this again gives him
reassurance that he is really loved.

Perhaps we can break in here to explain that these observations
are the outcome of the study and the information which the
doctor gains from treating the patient. It is not unlike watching
a play and gradually getting to know a character’s story and
dilemma.

Certain features have be