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與老人動力取向治療
一  前 言

從事臨床精神醫學工作數年，接觸到不少精神官能症的個案，對於這些個案內在的焦慮衝突、精神動力與其症狀關聯相當感興趣．這些個案也許需要藥物治療，但更需要心理的支持和介入．但從事精神官能症心理治療工作後，卻發現所學有限，尤其是在基礎理論方面．目前從事心理治療工作的治療師，不論其屬於何種學派，其基礎皆來自最根本的精神分析．精神分析的發展起源於一個世紀之前，佛洛伊德在研究歇斯底里病人時，發現潛意識與人類行為動機的關連．他跨時代的洞見更進一步影響精神醫學，教育文化，社會學，文學發展等．雖然隨著科技進步時代變遷，精神分析的發展自佛洛伊德以降，發展出各式理論和心理治療學派．各學派之間也因為理念和做法不同而有分裂情形．但若要研究心理治療的方法學和理論基礎，還是必須回歸到佛洛伊德的著作，以及了解精神分析的歷史演進和發展．

加入本院高年團隊後，接觸到許多老年病人以及照顧他們的家屬與機構．有感於隨著醫學發展日新月異，科技進步使得平均壽命延長，人類漸漸面對一個高齡化的新世紀．在這個新世紀中，年齡的所造成的限制減少，退休後到死亡平均尚有二三十年時間，可開展人生另一個新階段．人們越來越重視老年生活的品質，關心老人心理衛生健康狀況．過去一些罹病老年人，往往只能接受有限度的身體治療．但現今對於老人心理健康需求增加，職由於職務所需，經常在醫療工作上遇到需要此類服務的老人與家屬，深感這類病人及家屬的需求殷切．但以國內的現實環境而言，尚無法提供此類學習的機會，故興起出國進修的想法．

在院內長官的幫忙和支持之下，職申請九十四年度出國深造計畫獲得通過．在與精神科前輩討論及仔細思考之後，決定選擇以治學嚴謹著稱的英國做為此行主要目的地．此次出國主要進修機構有二．一是英國倫敦大學學院(University College London,簡稱UCL)心理學系的精神分析單位(the Psychoanalysis Unit)攻讀理論精神分析研究碩士學位(MSc in Theoretical Psychoanalytic Studies)．另外在英國塔維史托克機構(Tavistock Clinics)學習老人動力取向治療．倫敦大學學院的理論精神分析研究碩士課程著重精神分析理論的學習，而塔維史托克機構則強調臨床工作．兩者相輔相承．職很幸運的通過了學校與機構的申請，於九十四年九月負笈英國深造，期待在精神分析理論基礎能更為扎實，而在臨床工作上能更為精進．
二  倫敦大學學院進修過程

1. 倫敦大學學院簡介

倫敦大學學院（ University College London ，簡稱UCL ）是倫敦大學中歷史最悠久、規模最大的學院，建於1826年，是一所具有國際影響的高等院校。在英國政府機構對英國大學進行的4次科研活動調查中， UCL 在所有英國多科系學院中被評為第3名（僅次於牛津和劍橋）．位居倫敦市中心，鄰近大英博物館及大英圖書館，位於倫敦市中心，19世紀以來即是倫敦的文教區。學生可使用大學內所有的社交及運動設備，包括自助餐廳、商店、游泳池、體育館和三溫暖等。

2. 倫敦大學學院精神分析單位

倫敦大學學院精神分析單位(The Psychoanalysis Unit, University College London, University of London)是由已故的桑德勒教授(Professor Joseph Sandler)所創設，他也是佛洛伊德紀念講座(Freud Memorial Chair)之前任主持人，此講座之現任主持人佛那基教授(Peter Fonagy)是此部門現任的主任。其他專任師資包括資深講師塔傑醫師(Dr Mary Target)，以及客座教授塔克教授(Professor David Tuckett )。單位主要負責學士後的訓練，有十餘位博士研究生，主要以實驗研究方法從事研究，但也擬與單位外的督導者合作以組織另一群理論性研究的博士研究生。單位的任務是要加強各學科與精神分析的連結。精神分析單位亦辦常態性的研討會，邀請知名的專業人士發表專題演說。本單位與國際精神分析協會(the International Psychoanalytic Association, 簡稱IPA)和英國國內及國際的學術研究機構有合作關係，包括梅林哲中心(the Menniger Foundation)、美國耶魯(Yale)、哈佛(Havard)、康乃爾(Cornell)等大學的許多重要部門、以及位於倫敦漢普斯德(Hampstead)的安娜佛洛伊德中心(Anna Freud Centre)。

3. 倫敦大學學院理論精神分析碩士學位

理論精神分析研究碩士(MSc in Theoretical Psychoanalytic Studies)的課程分為三個學期（terms），分別為秋季班，春季班和夏季班．上課形式通常是一位或兩位講師主持長達九十分鐘的專題研討會（seminars）．課前的閱讀工作相當繁重，常常一個研討會就有上百頁的閱讀材料．比較特別的是在師資陣容方面，本課程大多聘請資深臨床精神分析師作為講師，學生可以藉此了解理論是如何應用於臨床工作中，以及臨床經驗如何影響理論的發展．課程的考核相當嚴格，包含論文寫作；筆試；研究論文和口試．在秋季班和春季班的期末，需要各交一篇五千字的論文（essays），兩篇中需包含一篇佛若伊德研究論文．論文截止期限的十週前，會公佈約十個題目，由其中擇一題作答即可．所有課程結束後，有筆試測驗，共分三場，每場三個小時要內回答四題申論題，也是由多個主題和題目中擇題作答，這對非英語系的學生可說是一大挑戰．在學期末學生必須自己選定一個精神分析理論的研究主題，撰寫一篇一萬字的研究論文(dissertation)．最後會有口試（viva voce examination）．

4. 課程介紹
(1) 秋季班

秋季班共有七門課程，分別是入門簡介課程，精神分析簡介課程，基礎佛洛伊德導讀課程，臨床論文討論課程，歇斯底里研究課程，法蘭奇課程，個案史研究課程．各個課程介紹如下：

a. 入門簡介課程（Introductory Seminars）

由系主任佛那基教授(Professor Peter Fonagy)主持．共有四個專題研討會．主要目的是提供精神分析理論的歷史背景．使學生對於精神分析的起源與重要發展方向有基本認識．

b. 精神分析簡介課程（Introduction to Psychoanalysis）
由伯力先生（Mr. Michael Brearley）與怕達克斯小姐(Mrs. Martha Papadakis)主持．共有十個專題研討會．主要介紹臨床精神分析的基本原則，包括基本治療架構，治療場所設計，分析師與個案之間的重要動力議題（移情，阻抗與疏通），基本防衛機轉的介紹、伊底帕斯情節、投射性認同與夢等等議題．

課程深入淺出，閱讀材料相當豐富．講師皆為相當有經驗的臨床精神分析師，使用臨床案利當作討論題材，在課堂上引發相當多的討論和思考．

c. 基礎佛洛伊德導讀課程（Fundamentals of Psychoanalytic Theory: Freud Reading Semimars）
本課程貫穿三個學期，為本系重要課程．由皮洛伯格醫師（Dr. Rosine J Perelberg）主持．本學期共有十三個專題研討會．本課程主要目的是系統性地介紹佛洛伊德所提出的重要精神分析理論和臨床個案史．並且幫助學生對於佛洛伊德所提出的心智模式和他理論的演進有通盤了解． 

精神分析的發展起源於佛洛伊德的創見，但佛氏的許多理論被各個不同精神分析甚至心理治療學派各自解讀，往往導致彼此之間各持己見，互相攻訐．在閱讀佛若依德同時其實可發現佛氏的理論發展中充滿前後矛盾之處．但可貴的是佛氏「愛真理」的精神．他會不斷藉由臨床經驗，更新自己的理論，即使因此砸了自己之前的招牌也在所不惜．精神分析發展近百年，精神分析學界大老仍常常強調要「回歸佛洛伊德」，顯示佛氏著作實為所有精神分析理論發展之基石．

d. 臨床論文討論課程（Clinical Papers Discussion Seminars）
由塔傑醫師(Dr. Mary Target)主持．共有五個專題研討會．主要目的是閱讀與討論刊登在國際精神分析期刊（International Journal of Psychoanalysis）上的臨床個案報告．臨床論文討論有助於精神分析的基本概念與診斷的學習．個人認為本課程相當有趣實用，論文作者提供個案做為題材，在經由兩位資深精神分析師給予評論．可以學習到不同學派對於病人的不同看法，在治療上切入點也不盡相同．塔傑醫師提供她自己治療中遇到的困難個案為例，激發學生討論的興趣．學生在一次次的討論中，漸漸理解精神分析作為一種臨床治療方法的優點和限制．

e. 歇斯底里研究課程（Hysteria Unit）
由麥考小姐（Ms Ruth McCall）主持，共有四個專題討論會．主要討論精神分析文獻中歇斯底里病人的個案史，以及當代精神分析對於歇斯底里症的一些研究和看法．

若說精神分析起源於治療歇斯底里病人，可一點也不為過．治療歇斯底里病人所發展出來的精神分析方法和理論，包括自由聯想、詮釋、阻抗、移情等，目前在臨床上仍被廣泛使用．西元一八九五年佛洛依德與其前輩布洛爾合著「歇斯底里的研究」，共發表五個歇斯底里病人的個案研究，其中布洛爾醫師的病人就大名鼎鼎的安娜歐．在這個案例中，未能及時處的移情與反移情關係，導致布洛爾成為精神分析的逃兵．佛洛伊德雖然在面對少女朵拉（亦為歇斯底里症患者）時，也在移情作用下栽了個大跟頭，但他堅持研究治療歇斯底里病人，繼而發展出的臨床精神分析方法．

f. 法蘭奇和當代精神分析課程（Ferenczi and Contemporary Psychoanalysis）
由強那森斯勒醫師（Dr. Jonathan Sklar）主持，共有五個專題討論會．主要閱讀法蘭奇（Dr. Sandor Ferenczi）著作與討論． 

g. 個案史研究課程（Case History Unit）
由葛羅斯先生（Mr. Stephen Grosz）主持，共有五個專題討論會．主要討論精神分析個案史的寫作．討論主題包括精神分析的寫作中，分析師需一人分飾三角（分析師v.s 治療師 vs 作者）；不同作者對同一個案的描寫（佛洛伊德的狼人 v.s. 布魯斯威克(Brunswick)的狼人）;不同的兒童精神分析師對兒童個案的描寫，比較克萊茵的狄克（Klein’s “Dick”）和溫尼考的皮皮（Winnicott’s “Piggle”）；個案書寫的倫理問題；翻譯與詮釋問題等．

(2) 春季班

春季班除了延續基礎佛洛伊德課程，共有五門課程，分別是拉岡學派簡介，克萊茵學派簡介，溫尼考學派簡介，桑德拉與佛那基簡介，精神分析與電影．各個課程介紹如下：

a. 拉岡學派簡介（Introduction to Lacan）
由貝立醫師(Dr Lionel Bailly)主持．共有五個專題研討會．主要介紹法國精神分析師拉岡極俱個人風格的理論與臨床工作．

b. 克萊茵學派簡介（Klein Unit）
由波史坦醫師(Dr Catalina Bronstein)主持．共有八個專題研討會．主要介紹精神分析師克萊茵的精神分析理論與臨床工作．克萊茵學派對英國精神分析界影響甚鉅．

c. 溫尼考學派簡介（Winnicott Unit）
由喬希小姐(Ms Angela Joyce)主持．共有三個專題研討會．主要介紹精神分析師溫尼考的理論與臨床工作．同時身為小兒科醫師與兒童精神分析師，溫尼考醫師藉由臨床治療兒童經驗發展他獨特的理論．

d. 桑德拉與佛那基的心制模式簡介（Sandler and Fonagy Unit）
由系主任彼得佛那基教授(Professor Peter Fonagy)主持．共有四個專題研討會．主要目的是介紹桑德拉與佛那基教授所發展的心制運作模式

e. 精神分析與電影（Cinema and Psychoanalysis）
由沙巴狄尼先生(Mr Andrea Sabbadini)主持．共有四個專題研討會．在鄰近白金漢宮的當代藝術中心(the Institute of Contemporary Art)欣賞完電影後，由主持人及一位來賓（亦為精神分析師）共同由精神分析角度解讀電影情節．此研討會也開放給一般民眾參加，但需購票入場．我參加的這季活動，中心主題為「混淆的認同」（Confused Identities）．一共觀賞了「昏眩（Vertigo）」、「男孩別哭(Boy don’t Cry)」、「我的母親(All about My mother)」、「楚門的世界(The Truman Show)」等四部電影作品．會後精采的討論頗能刺激思考，用精神分析角度看電影，提供對電影另類詮釋．

(3) 夏季班

夏季班除了延續基礎佛洛伊德課程，共有六門課程，分別是拉岡進階課程、北美精神分析簡介、精神病理學、 精神分析與文學、精神分析臨床技術、格林學派簡介．各個課程介紹如下：

a. 拉岡進階課程（Advanced Lacan）
由貝立醫師(Dr Lionel Bailly)主持．共有四個專題研討會．更深入介紹法國精神分析師拉岡的理論與臨床工作，包含他的兒童精神分析工作．

b. 北美精神分析簡介（American Thinkers ）

由莫倫醫師(Dr Phil Mollon)主持．共有兩個專題研討會．主要介紹北美重量級的精神分析師及他們精神分析理論．包括哈特曼（Hartmann）、賈庫柏森（Edith Jacobson）、肯伯格（Otto Kernberg）和寇哈特（Heinz Kohut）他們的重要著作與影響． 

c. 精神病理學（Psychopathology） 

共有五個專題研討會，分別由五位兼具精神分析師身分的精神科醫師主持．由精神分析觀點介紹包括精神疾病、性導錯、憂鬱症、邊緣性人格的精神病理學．相當精采並提供另一種思考精神疾病的觀點．

d. 精神分析與文學（Psychoanalysis and Literature）

由阿莉森醫師(Dr Liz Allison)主持．共有五個專題研討會．主要探討精神分析如何豐富文學作品以及文學如何被使用於精神分析寫作中．佛洛伊德本身相當愛好文學，他的著作中多次引用世界文學名作（如莎士比亞的「哈姆雷特」），在本課程中都有深入的討論．

e. 精神分析臨床技術（Technique）

由塔傑醫師(Dr. Mary Target)主持．共有四個專題研討會．精神分析的理論與技術息息相關．理論往往會影響到臨床治療技術的使用．本課程並且比較傳統精神分析技術以及克萊茵學派在治療時所使用的技術． 

f. 格林學派簡介（Andre Green Unit）
由羅斯醫師(Dr Jim Rose)主持．共有兩個專題研討會．主要介紹當代法國精神分析師格林（Andre Green）極俱啟發性的理論與臨床工作．

三  塔維史托克機構進修過程

1. 塔維史托克機構簡介
塔維史托克機構（Tavistock Institute: Tavistock and Portman NHS Trust）為倫敦頗負盛名的學士後精神醫學訓練機構．由超過一百二十位的專業人員包括精神科醫師、心理師、兒童治療師、家族治療師、社工師以及護士所組成，每年訓練一千兩百名學生．塔維史托克機構課程相當廣泛，主要以心理治療以及臨床各種治療為主．機構並且有多種研究與出版刊物，並與多所大學合作提供學位．
2. 老人動力取向治療

老人動力取向治療課程(Psychodynamic Approach to Old Age)也是分為三個學期（terms），分別為秋季班，春季班和夏季班，每學期各有十週的課程，時間是在每週二，包含三個各長達七十五分鐘的研討會．研討會的進行使用團體的方式進行，由導師戴文赫爾（Rachael Davenhill）主持．本課程的主要目的為：

a. 由精神分析觀點來看人類早期發展如何影響生命歷程以及老年生活．

b. 介紹精神分析基本概念以及由精神分析觀點來看年老、創造力、疾病與死亡等人類共同的經驗．

c. 由精神分析的架構來了解正常與病態的心智功能以及失落和分離對於個人發展的影響．

d. 由精神分析觀點來理解醫病關係，探討移情、反移情、防衛機轉以及投射性認同等概念．

e. 培養在督導團體和觀察機構中，意識與潛意識的覺察和溝通能力． 

3. 課程介紹

(一) 理論研討會

理論研討會(Theory Seminar)時間是在每週二下午兩點半到三點四十五分．第一學期的主題為精神分析基礎理論，第二學期的主題為老年人的憂鬱、創傷與自殺，第三學期的主題為憂鬱症與失智症之心理治療．課程內容如附錄四．本課程會邀請不同講師，就主題內容講解與討論．

(二) 臨床工作研討會
臨床工作研討會（Work Discussion Seminar）由導師戴文赫爾（Rachael Davenhill）主持．時間是由四點十五分到五點三十分．每週由學員輪流提出與老人相關臨床工作報告．我參加的年度學員共有十一人，包含各個精神專業，有精神科醫師、心理師、社工師以及護士．在這個團體中，保密原則相當重要，所有被報告的病人與機構都是匿名的．在學期末，學生還需繳交一篇三千到四千字的臨床工作討論報告．本課程的主要目的為：

a. 協助報告者釐清醫病關係，尤其是臨床上潛意識中的移情、反移情以及投射性認同．

b. 協助報告者思考病人與自身的情緒狀態，覺察焦慮以及潛意識對於焦慮的防衛機轉，藉此增進臨床照護品質．

c. 了解自己在工作環境中對同事和病人的情緒關係，提供對於臨床困境思考和討論的機會．

(4) 動力取向老人觀察研討會
動力取向老人觀察是由嬰兒觀察發展出的一種臨床精神科從業人員的訓練方式．主要是以觀察者的角度學習觀察老人與機構的動力．在第一學期導師會協助學員找到觀察機構，以老人聚集的地方為主，例如醫院中的老人病房、安養中心、安寧病房、老人日間活動中心等等．每週到機構觀察一次，每次一小時，共觀察二十周．觀察者不能参與病房事務也不能紀錄，主要觀察老人與照顧他們工作人員或家屬的互動．觀察結束後觀察者須儘快憑記憶撰寫紀錄，內容越詳盡越好．學員並且要在動力取向老人觀察研討會中接受督導．
動力取向老人觀察研討會（Old Age Observation）是以小組方式進行，本組共有六名學員，由導師戴文赫爾（Rachael Davenhill）主持．時間是由五點四十五分到七點．學員輪流報告老人觀察紀錄，藉由團體中督導和其他成員給予的回饋，了解觀察者與被觀察的老人、工作者、機構的潛意識動力與過程．藉此訓練可增進機構與個人的焦慮防衛機轉的辨識，增加臨床的敏感度和自我的覺察．在學期末，學生還需繳交一篇三千到四千字的老人動力取向觀察報告．

五  心 得 與 建 議

經過一年緊湊的學習，職深感獲益良多．更希望能學以致用，提供所學服務病患．以下就這一年兩個機構的學習心得，提供建議，分為服務和教學兩方面．
（一）服務方面

1. 老人精神科急性病房構建計畫

老人精神科急性病房有其市場需求和可行性

隨著醫療發達，老年人口增加，老人健康照顧及生活品質在全世界各地都是醫學發展的重心．台灣也漸漸邁向高齡化的社會，對於老人家的醫療照顧也需要更加完善的系統．老人精神科急性病房在台灣有其市場需求和可行性，因為老人精神科急性病房可提供兼具診斷和治療的功能．家屬或療養中心若遇到難以處理的老人精神疾病問題，可轉介至老人精神科急性病房做處理，照顧者也可得到喘息服務．一般老人科病房因為沒有精神科的配置和訓練，往往無法妥善照顧有精神症狀的老年病人，造成老年病人無法接受妥善治療．我國漸漸邁向崇尚個人自由的社會，高齡人口與子女同住者少，大多獨居或住安養中心．日後單純老人的病房需求勢必越來越大．
本院深具老人病房發展潛能

本院地處台南縣和高雄縣的交界，兩縣市高年人口均超過總人口百分之十，本院具有服務眾多高年病人的潛力．在歐陽文貞主任帶領本院同仁多年耕耘之下，本院老人門診與機構老人門診人次節節高昇，老人日間病房服務也日趨完善．但老人急性病房服務卻因病房設施空間設計，無法發揮最大效，十分可惜．若能改善環境，配合門診與日間留院一系列完整服務，必定能提供高年病人及家屬更大助益．
老人急性病房之設備與活動設計

職在英國所觀察的醫院，因為歷史悠久，所以其設施有些老舊，些硬體設備甚至不如本院先進．但在病房設計和活動安排上，確實有諸多巧思值得我們學習．例如針對一些行動不便的老人，有無障礙空間的規劃和設計，使他們在他人部份協助下，就可獨立在病房生活，並不需要看護特別照顧．活動安排也是針對老人生理心理需求為主．醫療團隊人員也會提供針對老人的特殊服務，例如社工師提供長期安置與社會福利諮詢，職能治療師提供適合老人的運動和復健活動等，可提供老年病人更專業的團隊服務。
2. 老人心理層面照護

老人心理照護

學習老人動力取向治療,讓職了解到老人心靈照顧的重要性.目前醫學界的主流重視「身體」的照顧，但往往忽略的老人家「心靈」上的空虛。會造成這樣的結果，可能是因為對於老人心理問題忽略以及擔心與老年案主溝通困難。其實進入老年期就像青春期一樣，有許多需要調適的地方。專業心理照護的介入，可以幫助年長者過著快樂且高品質的老年生活,也可以減少醫院或機構老年人虐待的發生。

醫護人員心理建設

照顧老人精神病患常常會引發年輕醫護人員的焦慮.一是擔心老人生理上的問題,再者須面對死亡和疾病的陰影,若沒有經過充分的訓練和團隊討論,常常演變成對於照顧老人患者的排斥,甚至會有忽略老人需求或不適當醫療處置.所以應該加強病房工作人員對於老人精神疾病的認識.並協助工作人員了解自己在面對老人病人的心理感受,才能提供最完善的醫療服務.

（二）教學方面

1. 精神分析取向個別心理治療師訓練
精神分析取向個別心理治療師的養成耗時費工，實非一朝一夕可完成．所幸在台灣精神分析學會諸位前輩的努力下，已開始台北市立聯合醫院精神醫學中心（前台北市立療養院）起步．此次出國學習，接觸到許多精神分析師與心理治療師，深感理論學習、心理治療被督導以及個人被治療經驗的重要性．在理論學習部分，建議加強精神科住院醫師以及從事心理治療之專業人員，精神分析理論的訓練，尤其是精神分析原典的導讀和討論，以增進臨床處理困難個案的實力．

另外在個人被督導以及被治療經驗部分，因為精神分析屬於情緒經驗學習，個人被分析的訓練為分析師的養成的最重要一環．國內由於環境限制（尤其是南部地區），並沒有訓練分析師可提供此訓練．在此環境下，職期待以謹慎的心情，參考英國心理治療師訓練方式為基礎，提供精神分析取向心理治療的督導與治療訓練給有志從事此一工作之住院醫師與心理治療專業人員．

2. 老人動力取向觀察訓練
在塔維史托克機構老人動力取向學習中，個人深覺老人觀察這門課的學習獲益良多．以觀察者的角度進入病房，感受自身、病人、及工作人員的焦慮和互動．對個人最大的衝擊是發現原來我們在處理老年病人時，許多不加思索的反應和處置，其實是源自於潛意識對年老與死亡的恐懼，甚至有時候相當缺乏人性．病房動力對於工作人員和病人的影響甚鉅，在觀察過程中也訓練自己對於細節的注意，增進自己的臨床敏感度．建議有興趣的工作人員可成立小組，參考英國訓練方式為基礎，實施老人動力取向觀察訓練．
五　附錄 
附錄（一）：第一學期論文

Without hysteria there could have been no psychoanalysis. Discuss.

Essay related to the Hysteria Unit

I-Ning Yeh

0. INTRODUCTION

Hysteria, known as a historic ailment with polymorphic symptoms and unique behaviour disturbance, has existed for long time and been applied in a variety of ways. For many centuries, healers tried to discover the etiology of hysteria, some of them even claimed to have invented a treatment for hysteria. The discovery of psychoanalysis also originated in the treatment of hysterical patients.

In this essay, I discuss the concepts of hysteria and its relationship to psychoanalysis. I put emphasis on how the treatment of hysteria influences the discovery and development of psychoanalytical theory and technique, especially in Freud’s work.  
In accordance with the title of the essay, I restrict the main part of this work to psychoanalytical rather than cultural, religious or feminist points of view. My aim is to provide the context for a discussion about the relationship between hysteria and psychoanalysis. 

Since the term “hysteria” has disappeared in the diagnostic manuals, some scholars announced the death of hysteria. It has been proposed that hysteria still plays a crucial role in the development of modern psychoanalysis. Has hysteria really disappeared in psychoanalysis nowadays? I discuss the question with reference to Christopher Bollas’s work on hysteria. 
The rest of the essay is organized as follows. Section 1 addresses some traditional concepts and definitions of the term “hysteria” and their vicissitudes. Section 2 describes Charcot and Breuer’s pioneer works on hysteria treatment and links them to the birth of psychoanalysis. Section 3 discusses how Freud contributes to some important psychoanalytical theories and techniques, based on the clinical experiences of treatment for hysterical patients. Section 4 introduces comtemporary psychoanalyst’s work on hysteria. Section 5 summarizes and concludes. 

1. CONCEPTS OF HYSTERIA AND THEIR VICISSITUDES

1.1  Traditional concept: From Uterus to Brain

For a long time, hysteria was regarded as an affliction exclusive to woman. The etymological origin of hysteria is hystera, the Greek word for uterus. The ancient people believed the cause for hysterical disorders was the wandering wombs. The uterus was considered as a mobile, independent female organ, which traveled around the body. When the uterus comes to the throat, it might cause a choking sensation, as if a ball were in the throat, called the globus hystericus ; or it might fix in the limbs, which resulted in paralysis. Plato has a famous remark in the Timaeus (91c): 

“The womb is an animal which longs to generate children. When it remains barren too long after puberty, it is distressed and sorely disturbed and straying about in the body and cutting off the passages of the breath, it impedes respiration and brings the sufferer into the extremest anguish and provokes all manner of diseases besides.”

This description implied the victims of hysterical disorder are not only women, but women without a satisfied sexual life. Since the uterus is crucial female sexual organ; the etiology of hysteria is linked to sexual dysfunction. Following this assumption, the treatments for hysteria are rescuing the uterus from emptiness; this is to say, marriage and pregnancy are the solution for the illness and at the same time suitable for the social expectations of women.
In the medieval period, the explanation for hysteria was gained religious color. The most common explanation for the symptoms of such women was that of possession by the devil; the figure of the witch was superimposed on the victims.
After the development of anatomical studies, the historic association with the physical pathology of female genitalia to hysteria was broken. Doctors relocated the centers of hysteria to the nervous system and brain. The post-Renaissance view is well represented by the remarks of Sydenham (1697) in his discourse on hysteria when he considers the possible mental origin for the disease.
In the 18th-century, the conception of hysteria was invested with moral and ethical connotations. In the early 19th-century, Philippe Pinel demonstrated clinically that the behavioral disorders associated with hysteria could not be traced to any organic changes in the brain or nervous system. He was convinced that the cause of the disease was immorality; the symptoms of hysterics were associated with “deviant” sexual conduct; the cures, as they had been for Plato, were Marriage, the Family, and productive Work.
1.2 Definition of Hysteria: From psychoanalytical points of view

According to Laplanche &Pontalis (1973), hysteria is a “Class of neuroses presenting a great diversity of clinical pictures. The two best-isolated forms, from the point of view of symptoms, are conversion hysteria, in which the psychical conflict is expressed symbolically in somatic symptoms of the most varied kinds: they may be paroxystic or more long-lasting; and anxiety hysteria, where the anxiety is attached in more or less stable fashion to a specific external object (phobias).”
In the investigation of his hysterical patients, considering the absence of any organic lesion, Freud looked upon hysteria as a well-defined psychical disorder caused by a previous traumatic sexual experience. If the idea which accompanied powerful affects had not been abreacted by communication or expression of emotion, it might result in the formation of physical symptoms. Freud’s opinions of hysteria shifted with time. However, it was in the process of studying the psychical aetiology of hysteria that psychoanalysis made most of its principal discoveries, which will be introduced later in Section 3.

From uterus to brain, from witch to patient, from physical to psychological disorder, the concepts for hysteria kept changing all the time according to the conventional ideas, myths, and identities of the dominant society, culture and religion. The modern medical history of hysterical epidemics didn’t start until the brilliant neurologist Charcot put it in the spotlight.
2. HYSTERIA AND THE BIRTH OF PSYCHOANALYSIS

2.1 Charcot’s contribution

By the mid-19th century, the famous French neurologist, Jean-Martin Charcot, started his lectures on hysteria at the Salpetriere hospital in Paris. Charcot defined hysteria as a physical illness caused by a hereditary defect or traumatic wound in the central nervous system that gives rise to epileptiform attacks. Using the pragmatic method, he found four stages in every hysterical attack, three categories of hysterical stigmata, and twenty hysterogenic zones on the female body.
The famous painting by Brouillet, a copy of which also hangs in Freud’s consulting room in London, captures the scene of Charcot’s lecture. The image was described by Julia Borossa, 
“Charcot is in mid-lecture, his expressive gestures and talk spellbinding a roomful of men assembled to hear him.  Next to him, though, a woman is beginning to go into a hysterical attack.  Her top has become undone as she falls backwards into the arms of an attendant preparing to catch her.”
Charcot had extraordinary personal character and his lecture attracted doctors from Europe and the United States, including the young Freud. Although his work on hysteria is controversial and his theories on hysteria were flawed, he did inspire Freud to develop his own research into hysteria which eventually became the theory of psychoanalysis. 

I summarize his contributions to psychoanalysis in the following aspects. 

First of all, in the widespread atmosphere connected to a mistrust of women, hysterical symptoms were considered as deliberate lies because they had no physical basis. Charcot set out to prove the contrary. He theorized that hysteria was an inherited disease of the nervous system that could be triggered by an emotional or physical trauma in vulnerable men or women. Although the theories were proven not true, they still gave some respect to the suffering patients and released them from the blame of immorality. He brought “hysteria” into the area of medical concern.
Secondly, it was Charcot’s method of using hypnotism to produce and remove hysterical symptoms that had the greatest immediate impact on Freud. At the Tuesday demonstration in the hospital’s theater, women diagnosed as hysterics were put on display and hypnotized by Charcot’s interns. Suggestibility could be one of the characters of the hysterics. Freud also used hypnosis, which he had learned from Charcot and Breuer, in the beginning of his work. During the hypnotic state, the patients recalled something they did not know consciously. The symptoms released after they uttered the traumatic events. This becomes the prototype of treatment of psychoanalysis.

Third, as Freud mentioned in On the History of the Psychoanalytic Movement (1914d), under a particular circumstance, Charcot revealed his unconsciousness idea of the sexual etiology of hysteria. When he talked about a married couple, Freud heard Charcot commenting ‘But in this sort of case it’s always a question of the genitals-always, always, always.’ Along with the ideas he got from Breuer and Chrobak, Freud later put forward the significance of sexuality in the aetiology of neuroses.

2.2 Breuer’s contribution: “talking cure”

Josef Breuer was definitely not the first doctor who treated hysterics, but he was the first one who discovered the “cathartic method” and applied it to his hysterical patients. Freud made the following claim in his On the History of the Psychoanalytic Movement (1914d),

“…treated Breuer’s ‘cathartic procedure’ as a preliminary stage of psycho-analysis, and represented psycho-analysis itself as beginning with my discarding the hypnotic technique and introducing free association.”6
Breuer started the treatment of Bertha Pappenheim, whom was known as the famous case “Anna O.”, in November 1880. The treatment persisted for 2 years. After the termination of the treatment in June 1882, Breuer reported the clinical details of this case to Freud. The raw material, which was presented in this case history, provided Freud with the basic thinking for his discovery of psychoanalysis. They jointly published Studies on Hyteria in1895. In the book, they presented five hysteric patients: one of Breuer, four of Freud. 

The most famous patient in this book is Breuer’s case Anna O. She fell ill at 21 after nursing her sick father. According to Breuer’s description, her premorbid personality was sympathetic kindness and ‘the element of sexuality was astonishingly undeveloped in her’. She had various symptoms, including disturbances of vision; hallucination; paresis of the muscles; atypical aphasia- she could only speak English rather than German, her mother tongue. She refused to eat or drink. She fell into a somnolent state every afternoon and after sunset this period passed into a deeper sleep-‘clouds’. The sleep had been replaced by a hypnotic state. During the auto-hypnosis in the evening, she told Breuer the products of her imagination as psychical stimuli and removed the state of stimulation when she gave utterance to them. Breuer visited her every day. He listened to her and gradually found out the symptoms had peculiar meanings. They were connected to some previous psychotrauma. The way to ‘relieve her of the whole stock of imaginative products’ was effective. Breuer had described, 

“When this was done she became perfectly calm, the next day she would be agreeable, easy to mange, industrious and even cheerful…She aptly described this procedure, speaking seriously, as a ‘ talking cure’, while she referred to it jokingly as ‘chimney-sweeping’.
The discovery of the ‘talking cure’ is the original model of psychoanalysis. Freud learned the experience from Breuer. He decided to apply this method to his hysteric patients, too. He described the first time he decided to use this method, 

“On May 1, 1889, I took on the case of a lady of about forty years of age…She was a hysteric and could be put into a state of somnambulism with the greatest ease; and when I became aware of this I decided that I would make use of Breuer’s technique of investigation under hypnosis, which I had come to know from the account he had given me of the successful treatment of his first patient.”
The birth of psychoanalysis started from this historical point. It could be said that without the treatment of hysteric patients, there would be no psychoanalysis. However, the case of Anna O. did more to divide Freud and Breuer than to bring them together. During the treatment, Anna O. apparently developed a phantom pregnancy and named Breuer as the father. The erotic psychodrama took place and resulted in Breuer’s abandonment of analytic method. At this moment, Freud commented, Breuer held “the key in his hand,” but, unable or unwilling to use it, “he dropped it…In conventional horror he took to flight and left the patient to a colleague.” Breuer fled from the unbearable scene which was created by his hysteric patient, but Freud stayed. He revisited this case in his mind and made further discoveries of psychoanalytic theories. 

3. HYSTERIA AND PSYCHOANALYTICAL THEORIES / TECHNIQUES

In the early period of his career, Freud learned much from his patients. His hysteric patients had been his instructors. In 1897, writing to Fliess, he called his analysand “Frau Cäcilie M.” his “instructor”. Freud’s treatment of his hysterics was primitive work from the perspective of fully developed psychoanalytic techniques and theories. The significance of these analysands for the history of psychoanalysis derives from their demonstration to Freud some of its most crucial rudiments.

In this section, I introduce some of the most important psychoanalytic concepts derived from Freud’s works on the treatment of hysteric patients. Those theories and techniques are more or less related to each other. It is hard to decide which one came first in Freud’s work, so I do not put them in any special order. It seems the theories gradually developed from his clinical experiences and self-analysis.

3.1  Free association

At the beginning of his work with hysterics, Freud made use of hypnotism in the treatment of his cases. He soon discovered that only a portion of his patients could be hypnotized. He got the insight that hypnosis is in fact” senseless and worthless”. In this decisive moment, he was impelled to create the more sensible psychoanalytic therapy. He decided to abandon the hypnosis and introduced a new device of treatment, to encourage the patients to talk freely about what comes to their minds. The technique of free association was in the making.

Freud believed that banished mental contents, which cause the symptoms, re-entered consciousness in disguise, and so it would be in the apparently trivial detail that forbidden ideas and emotions would more probably find expression. He explained the principles of free association in his later work,

“The treatment is begun by the patient being required to put himself in the position of an attentive and dispassionate self-observer… to make a duty of the most complete honesty while on the other not to hold back any idea from communication, even if (1) he feels that it is too disagreeable or if (2) he judges that it is nonsensical or (3) too unimportant or (4) irrelevant to what is being looked for.  It is uniformly found that precisely those ideas which provoke these last-mentioned reactions are of particular value in discovering the forgotten material.”
With this new technique, Freud found out the secrets buried in his patient’s mind. He went further than patients themselves, they cannot or do not want to know the suffering truths which hid beneath their symptoms. He gradually paved the way to the epoch-making discovery of mankind, the “unconscious”.

3.2  Unconscious

The basic presupposition for an intelligent penetration into the secrets of hysteria is the recognition of the nature and activity of unconscious mental life. With the introduction of the technique of free association, he came to discover that the memories which had been the root of hysterical phenomena had remained amazingly fresh and with their full affect for a long period of time without the patient’s recognition in their ordinary mental life. It soon appeared that the splitting of consciousness is so frequent that double consciousness may appear in every case of hysteria in the form of mental dissociation. This resulted in localizing somewhere else these ideas which were not present in consciousness in the customary language employed in the description of mental processes. Freud has, therefore, in accordance with Lipps, accepted the name “unconscious.”
The finding of the unconscious is one of the most important discoveries of Freud. This later becomes the foundation of the formation of the topographical model. In this model, he conceptualized the structure of mind was formed by the conscious, preconscious and unconscious. He also found the forces work dynamically between the unconscious and conscious mental process. The operation to repel or to confine the unbearable thoughts, ideas or memories to the unconscious is so-called “repression”.

3.3  Repression 

During his earliest treatment of hysterics, Freud found that his patients did not have certain memories at their disposition, although these were perfectly vivid once they had been recalled. He described,

“…the patients have not reacted to a psychical trauma because the nature of the trauma excluded a reaction…it was a question of things which the patient wished to forget, and therefore intentionally repressed from his conscious thought and inhibited and suppressed.”
The famous case of Freud, Elizabeth von R., was a good example to demonstrate how the symptoms formed from the repressed thought. This patient’s hysterical symptoms of debilitating pain of her legs is shown to have been caused by her inability to acknowledge the love she felt for her brother-in-law and the unconscious triumph at her sister’s deathbed: ’Now he is free again and I can be his wife.’
Repression becomes simply a comprehensive concept connoting all the defensive techniques used for dealing with psychical conflict. Freud explained it in his paper Repression(1915):

“…the essence of repression lies simply in turning something away, and keeping it at a distance, from the conscious”
In this sense, repression is sometimes looked upon as a particular ‘defense mechanism’. Freud’s studies on the mechanism of repression in different stages did constitute in his eyes a sort of prototype of other defensive operations.

Repression is particularly manifest in hysteria, but it also plays a major part in other mental illness as well as in normal psychology. It may be looked upon as a universal mental process, which pushes the unacceptable feelings and thoughts from consciousness to unconsciousness. It lies at the root of the constitution of the unconscious as a domain separate from the rest of the psyche.

3.4 Resistance

In the analysis, Freud encouraged his patient to associate freely, to “clear away the pathogenic psychological material”. He soon found sometimes he had difficulties to push his analysands to gain access to the unconscious. His hysteric patients were keeping silence, using different ways to break the fundamental rules of psychoanalysis. From his uncooperative patients, he learned about resistance. They demonstrated the various forms-some manifest, some concealed-to him.  In the Studies on Hysteria, he introduces the following hypothesis: memories may be considered as grouped. They are formed in concentric layers. In the center of concentric layers lies a central pathogenic nucleus. The nearer the nucleus, the more increasing the resistance. He seems to see the source of resistance derived from the repressed itself. The force stopped the repressed thoughts being conscious.

“Resistance during treatment arises from the same higher strata and systems of the mind which originally carried out repression.”
Freud found the importance of resistance. It was resistance that kept his hysteric patients from talking; it was their willful forgetting that had produced their symptoms in the first place. The way to get rid of their symptoms was to talk it away and work it through. He later introduced another important psychoanalytic technique, interpretation, to decrease the resistance and to make the analysis work. 

3.5  Interpretation

The procedure of interpretation is to bring out the latent meaning in what the patient says and does. Freud first introduced this technique in his approach to his own dreams in his memorable work The interpretation of Dreams (1900).

The goal of the interpretation is to reveal the unconscious wish and the modes of the defensive conflict. By interpretation of the hysterics’ dream and symptoms, their unconscious phantasies came to light. Freud consistently distinguished between the interpretation and the communication of the interpretation. He wrote:

“When you have found the right interpretation, another task lies ahead. You must wait for the right moment at which you can communicate your interpretation to the patient with some prospect of success…You will be making a bad mistake if … you throw your interpretations at the patient’s head as soon as you have found them.”

It becomes the analyst’s task to convey the interpretation appropriately to the patient. The ‘art of interpretation’ demanded of the analyst has come to mean the art of making a successful verbal intervention of a particular sort, rather than the art of understanding the unconscious meaning of the patient’s material.

3.6 Theory of Seduction and Infantile sexuality

During the first stage of the development of psychoanalysis, Freud was impressed by the large amounts of repeating material connected with sexuality in his hysterical patients. In the course of treatment, the patients would gradually recall the experiences of being seduced sexually by an adult, usually one of the members in the family. He therefore formulated the theory of seduction. These sexual scenes are acknowledged as the psychotrauma which is the etiology of the hysterical disorder. Based on this discovery, Freud also formed the basic assumption to explain the origins of the mechanism of repression.

In the pre-analytical view, the child is regarded as sexually innocent until perverted by adult sexuality. Seduction theory also held the same notion that the child inhabits a private, autonomous world until such time as a violation or perversion of adult seduction. Nevertheless, Freud was brought to question the sheer number and the veracity of those seduction scenes. He had discovered that the scenes of seduction are sometimes the product of phantastic reconstruction. A letter to Fleiss dated September 9, 1897, claimed his abandonment of seduction theory.

“I will confide in you at once the great secret that has been dawning on me in the last few months. I no longer believe in my neurotica”
It is traditionally believed that Freud’s abandonment of the seduction theory in 1897 is a decisive step in the foundation of psychoanalytic theory. It later brings such conceptions as unconscious phantasy, psychical reality, and spontaneous infantile sexuality to the fore. Freud explained the importance of this change to further theory of infantile sexuality, 

“If hysterical subjects trace back their symptoms to traumas that are fictitious, then the new fact which emerges is precisely that they create such scenes in phantasy, and this psychical reality requires to be taken into account along side practical reality…from behind the phantasies, the whole range of a child’s sexual life came to light.”
In his later case histories of hysterical patients, Freud kept searching for the evidence for his theories of infantile sexuality. Behind specific symptoms of hysterics, furthermore, it is often perverse sexual wishes that are to be found. In Dora’s case, Freud found Dora’s three symptoms-the disgust, the sensation of pressure on the upper part of the body, and the avoidance of men, derived from sexual excitement. He described in A Case of Hysteria(1901[1905]),

“The disgust is the symptoms of repression in the erotogenic oral zone, which…had been indulged in Dora’s infancy by the habit of sensual sucking. The pressure of the erect member probably led to an analogous change in the corresponding female organ, the clitoris; the excitation of this second erotogenic zone was referred by a process of displacement of the simultaneous pressure against the thorax and became fixed there. Her avoidance of men who might possibly be in a state of sexual excitement follows the mechanism of a phobia, its purpose being to safeguard her against any revival of the repressed perception.”
Psychoanalysis attributes a very great deal of importance to sexuality in the development and mental life of the human individual. Freud’s opponents criticized him as a “pansexualist”. It can not be denied that infantile sexuality is one of the most important findings in Freud’s theories. The claim cannot be understood if it is not realized to what extent it assumes a transformation of the concept of sexuality. Sexuality does not mean only the activities and pleasure which depend on the functioning of the genital apparatus. It also embraces a whole range of excitation and activities which may be observed from infancy onwards and which procure a pleasure that cannot be adequately explained in terms of the satisfaction of a basic physiological need. In psychoanalysis, all that can be affirmed is that there exists a sexual energy or libido. The clinical experience can show us its development and transformations.

3.7 Transference

From the beginning of work on hysterics, Freud noted the phenomenon of transference. From Anna O. to Dora, the hysteric patient did teach their doctors a lesson. Freud later in his summarizing part of Studies on Hysteria, made his first published comment on the phenomenon of “transference” when he saw what happened between his colleague and his case Anna O.:

“the patient is frightened at finding that she is transferreing on to the figure of the physician the distressing idea which arise from the content of the analysis”.
In his A Case of Hysteria, the case of Dora had already established for him that the emotional bond the patient tries to impose on the analyst. Freud defined transference in the following way: 

“They are new editions or facsimiles of the impulses and phantasies which are aroused and made conscious during the progress of the analysis; but they have this peculiarity, which is characteristic for their species, that they replace some earlier person by the person of the physician”4

In a critical account of the case of ‘Dora’ which was added to the résumé of his clinical notes, Freud blamed the premature termination of Dora’s treatment on a faulty interpretation of the transference. At first, transference had been seen as a clinical phenomenon which could act as an obstacle or ‘resistance’.  However, Freud remarked that transference was not always an obstacle to analysis but may also play ‘a decisive part in bringing conviction not only to the patient but also to the physician’. The increasing emphasis on the analysis of transference has led to an extension of the meaning of transference. From Freud to modern analysts, psychoanalytic writers attempted to refine and expand the concept in order to achieve a clearer understanding of clinical phenomena and to integrate the concept of transference with other developments in psychoanalytic theory. 

In analysis, Freud found how it is the subject’s relationship to parental figures that is once again lived in the transference. The patient unconsciously makes the doctor play the role of loved or feared parental figures. This finding gradually led to the discovery of the Oedipus complex, which also affected Freud’s later view of transference.

3.8 Oedipus complex

Freud made the discovery of the concept of Oedipus complex, which is based on his self-analysis and the clinical experiences of analysis of his patients. He recognized a sexual desire for the parent of the opposite sex and a jealous hatred for the parent of the same sex. He also found out this phenomenon is not his own personal experience, but universal and long-existed in the human history and culture. Freud made it clear that the Oedipus complex is the foundation stone on which the whole edifice of psychoanalysis is based. In a footnote which is added to the 1920 edition of Three Essays on Sexuality, he mentioned:
“It has justly been said that the Oedipus complex is the nuclear complex of the neuroses, and constitutes the essential part of their content…Every new arrival on this planet is faced with the task of mastering the Oedipus complex; anyone who fails to do so falls a victim to neurosis.  With the progress of psycho-analytic studies the importance of the Oedipus complex has become more and more clearly evident; its recognition has become the shibboleth that distinguishes the adherents of psychoanalysis from its opponents.”
For Freud the hysteric enacts frustrated wishes and instinctual drives that are driven into repression by superego conflicts. The roots of hysteria lie in the Oedipal conflict.
In the psychological development of a person, the child gradually learns to contain possessive and hostile feelings. The form of ‘superego’ comes out of the resolution the Oedipus complex.  People who do not successfully work through their Oedipus complex are immature, unable to get on and feel hung up about one or both parents. 

4. THE CONCEPT OF HYSTERIA IN CONTEMPORARY PSYCHOANALYSIS

Although hysteria is absent from psychiatric diagnostic manuals, the term continues to be broadly used in ordinary daily life. Moreover, hysteria still draws academic interest. What is the role of hysteria in modern psychoanalysis? I discuss this question with reference to Christopher Bollas’s work. 

Bollas is a contemporary psychoanalyst. In his brilliant book “hysteria”, he brought hysteria back to the stage based on his clinical work of analysis and supervision, which is convincing to me.
Christopher Bollas argued that the popular term ‘borderline’ has replaced ‘hysteria’ since the 1950s. Bollas found the roots of hysteria in the early mother-infant relationship and in sexuality in infancy.  He considered the mother as the “transformational object”. She is able to transform the baby’s inner states. The mother’s unconscious structures the infant’s unconscious through projection and identification. In his theory, the formation of hysteria starts from the repression of maternal excitation. The repression is transferred to the infant’s psyche and then converted into a bodily experience. By displacement and representation, the infant identifies with another who finds the sexual self unacceptable. Bollas described that the hysteric is the ‘child within’, who endeavours to be the ideal child forever.

He also distinguished hysteria, perversion, borderline, schizoid and narcissistic characters from one another with the concept of the ‘primal object’ and the psychoanalyst’s countertransference. 
At the end, Bollas stressed the importance and the unique character of hysteria in psychoanalysis. 

“As the reader will note, this dynamic—repression, perversion, indifference, transcendence, histrionics, transmission—is a complex that remembers the hysteric self's psychic history. No other character suffers this particular psychic history and no other character brings each of these constituents into this particular dynamic composition… it is far better that they be centres of attention than not, for their suffering is more complex than any other character who inhabits the world of the psychoanalytic imaginary…Next time we think hysterics have disappeared, let's ensure someone asks after us, and calls for help.” 

He concluded that hysteria doesn’t disappear, and will come back again to the stage.
5. CONCLUSION

Looking back on the history of the development of psychoanalysis, in the beginning, psychoanalysis was designed for the treatment of hysterics. Many psychoanalytic theories and techniques were derived from the clinical experiences of treatment of hysterics and neurotics by Freud and his followers. It has been over one hundred years since Freud and Breuer published Studies on Hysteria in 1895. Although some of his important concepts of psychoanalysis kept changing with time, the hysteric cases lived vividly forever in his mind and also in his readers’ minds. 

In this essay, I focus on discussion of the relationship between hysteria and some important psychoanalytic theories. In addition to the limitation announced in the introduction, I must indicate other restrictions. The explanation of the theories and techniques are not detailed and complete. My main purpose is to acknowledge the relationship between hysteria and the source of psychoanalytic theories. The discussion of the terminology has not been exhaustive. 

In spite of the above, this essay allows me to review some major concepts of psychoanalysis and the origins of thoughts. After exploring the relationship between hysteria and psychoanalysis, the link seems clear and deep.

We could conclude that without the interest in his hysteric patients, Freud would not have devoted so much to studies of the human mind. Without the clinical experience of the therapy of hysterics, there could not be such fruitful thinking on psychoanalytical theories and techniques. So finally, I can summarize that without hysteria, there could have been no psychoanalysis.
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附錄 （二）：第二學期論文

Freud' s paper "On Narcissism: An Introduction" constitutes a turning point in his thinking, presaging some of his later formulations such as the structural model of the mind and provides a basis for an object relations theory. Discuss.

Essay related to the Fundamental Freud Unit
I-Ning Yeh

INTRODUCTION

It has been well known that Freud’s extraordinary paper “On Narcissism: An introduction” (Freud, 1914) is an important work in the development of his thought. In this paper, Freud introduces some of his most fundamental and permanent ideas on narcissism in psychoanalytical theory. However, according to Ernest Jones, this paper also caused a “disagreeable jolt” and “some bewilderment” (Jones, 1958) due to the fact that there are many conceptual problems in the issues under discussion.

As suggested by the title, in the essay, I will first consider the suggestion that “On Narcissism” constitutes a turning point in Freud’s thinking. I would like to discuss the important theoretical concepts of libido theory, primary narcissism and the ego concept, which are introduced by “On Narcissism”. Although Freud also provides many brilliant insights into psychoanalytical psychopathology in this paper, here I focus on these concepts which contribute to the further development of his psychoanalytic theory.

Following the presentation, I will then stress the concepts of ego-ideal, self-observing agency and conscience which precede the structural model of the mind with the formulation of the superego. I will also address the necessity for Freud to develop the structural theory for theoretical and clinical reasons.

The discussion will then proceed to examine Freud’s “On Narcissism” paper as a basis for object relations theory. To investigate this issue fully and lend it clarification, the concepts of ego-ideal and the distinctions of two different types of love (narcissistic type and anaclitic/attachment type) are addressed. The implications of the existence of object relations in the narcissism paper will be illuminated. 

“ON NARCISSISM” AS A TURNING POINT IN FREUD’S THINKING

It is suggested by the question that Freud’s paper “On Narcissism: An introduction” constitutes a turning point in his thinking. Although this claim is made frequently in psychoanalytic literatures (Sandler; Person; Fonagy, 1991), a critical examination of its validity is necessary before this essay could progress further. The concept of “turning point” needs to be defined to provide the basis for discussion. Here, I do not want to spend too much time exploring different definitions of the term “turning point”, which might be deviating from our topic. Therefore I use the term according to the definition of the Cambridge Dictionary, which is acceptable in wider scientific circles. The meaning of “turning point” is the time at which a situation starts to change in an important way. Does Freud start to change his formulation of psychoanalytical theory in an important way in this “On Narcissism” paper? A comprehensive account of the ‘change’ could not be accessible if we do not examine these crucial concepts in this paper and compare them to his work before and after this paper was written. 

I would like to go through some important concepts mentioned in “On Narcissism”. Although Freud brings many brilliant insights of psychopathology in this paper, here I focus on the concepts which contribute the further development of his psychoanalytic theory. To avoid repetition, some of the crucial debates about structural theory and object relations theory will be addressed in later section in this essay.

1. Libido Theory

As a great thinker, Freud gradually developed the body of knowledge that is psychoanalysis from around the end of the nineteenth century. In studying the neuroses, he discovered the importance of unconscious and repressed affects or emotions that had been aroused by real traumatic experiences. However, the significance of the affect-trauma theory was diminished abruptly with Freud’s discovery of the Oedipal phenomenon and the importance of fantasy life in mental conflict. His attention shifted from conflict with an external reality to conflict with drive excitations. 

In his Three Essays on the Theory of Sexuality(1905), Freud emphasized on the innate sexual drives and the importance of infantile sexuality. Later, in The psychoanalytic View of psychogenic Disturbance of Vision (1910b), Freud for the first time clearly distinguishes two types of instincts, sexual and ego-instincts. The sexual instincts seek pleasure, while the ego-instincts have as their aim the self preservation of the individual, so that “all the organic instincts that operate in our mind may be classified as ‘hunger’ or ‘love’”(Freud, 1910b). 

Before writing “On Narcissism”, Freud already has the makings of a topographical model of the mind. He also has the concept of libido theory and has established the techniques of psychoanalysis. Keeping this in mind, we now could look at how libido theory is revised in “On Narcissism”.

In the beginning of Section I in the paper, Freud borrowed the term “narcissism” from Paul Näcke, who defines it as a situation in which a person treats his own body as a sexual object. According to Freud’s classification of the perversions in his Three Essays, we might say that Näcke’s narcissism is a perversion in regard to the sexual object. He then followed Rank’s conclusion in 1911 which extended the meaning of narcissism. Narcissism in this sense would not be a perversion, but “the libidinal complement to the egoism of the instinct of self-preservation.”(Freud, 1914) 

He goes on to make a comparison between hysteria/ obsessional neurosis and psychosis (schizophrenia / dementia praecox) under the hypothesis of the libido theory. Patients who are suffering from both mental ailments have given up their relation to reality. However, the former doesn’t break off his erotic relations to people and things, and he might substitute for real objects imaginary ones from his memory. It is otherwise with the schizophrenic who seems really to have withdrawn his libido from people and things in the external world. The libido that has been withdrawn from the external world has been directed to the ego and thus gives rise to an attitude which could be called narcissism. Freud then goes further to suggest the process in which object-libido is withdrawn from the external world as a secondary one, superimposed upon a primary narcissism, that results in the megalomanic characteristics of the schizophrenic patients. 

With these insights for the megalomania of schizophrenia, together with his observation of the magical thought and omnipotent phantasy which existed in the mental life of children, Freud then proposes his famous amoeba metaphor to explain the operation of the original libidinal cathexis between the ego and the object. He suggested that there must be an original libidinal cathexis of the ego of which some is later given off to objects, “much as the body of the amoeba is related to the pseudopodia which it puts out”(Freud, 1914). This amoeba metaphor is important because it provides the concept of primary narcissism in which the original libidinal cathexis primarily cathected the ego. I will come back to the concept of primary narcissism and its relationship with the ego concept later.

Freud then introduces the antithesis between ego-libido and object-libido. The libido can be distinguished by the object it takes. The object which libido takes is either the subject’s own self (ego-libido or narcissistic libido) or else an external object (object libido). Since libido is regarded as a fixed quantity, an increase in one types of libido causes a diminution of the other. Freud uses this to explain the conditions in romantic love, in which the object is highly cathected, ego-libido diminishes; while in schizophrenia, in which object cathexis almost disappears, the ego becomes more invested with libido. 

Here we could see Freud tries to explain the narcissistic phenomenon under his libidinal frame of reference. We could also find that Freud has difficulties to differentiate the psychical energies during the state of narcissism. A difficulty arises from Freud’s frequent use of formulations such as ‘the libido is sent out from the ego on to the objects’. This surely implies that the ego is not only the object but also the source of ego-libido, in other words, that the ego-libido and the ego-instincts are one and the same. Therefore the model of ego-libido and object-libido threatened the duality of sexual and ego instinct of Freud’s theory because the principal mental conflict is now between instinctual forces that have the same origin. 

We can find another example of this in the paper. In Section II of the narcissism paper, Freud discusses the narcissistic phenomenon in the study of organic disease, of hypochondria and of the erotic life of the sexes. A person who is suffering from organic pain gives up his interest in the external world. Translating the observation into terms of the libido theory, Freud suggests the sick man withdraws his libidinal cathexes back upon his own ego. The libido has flowed back to the ego, which is here in fact identified with the body. Ego-libido and the ego-instincts then share a common fate and again become indistinguishable: egoism covers both. Freud then goes further to suggest the condition of sleep also implies a narcissistic withdrawal of the position of libido on to the subject’s own self. The egoism of dreams fits very well into this context.

In introducing narcissism, Freud comes upon a theoretical difficulty because he assumed the existence of sexual instincts and ego-instincts which are the corner stone of his entire edifice and could not be relinquished. However, he also finds the existence of a narcissistic libido whose seat is the ego and proved hard to distinguish from the ego-instincts. Freud’s effort to preserve the familiar distinction between ego-instincts and sexual instincts is obviously noted in this section. He gives reasons for the necessities of maintaining the distinction between the ego-instincts and the sexual instincts. The first reason is the corresponding to the distinction between the fundamental instinctual categories of hunger and love. Secondly, it takes account of man’s twofold existence, both as an individual and as a carrier of germ-plasm. Segal and Bell have pointed out that Freud’s model entailed a necessary dualism. Without this, it is difficult to account for repression. They then suggested Freud solved the problem by introducing a new instinct theory which is formulated by the life and death instincts in his Beyond the Pleasure Principle (1920). In this paper, Freud put together the ego-instincts and libido as two alternative forms of Eros, two life instincts. He states,”We are venturing upon the further step of recognizing the sexual instinct as Eros, the preserver of all things, and of deriving the narcissistic libido of the ego from the stores of libido by means of which the cells of the soma are attached to one another.”(Freud, 1920) 

At the end of his argument, Freud found himself impelled to admit that libido theory, in upholding the instinctual duality, “rests scarcely at all upon a psychological basis, but derives its principal support from biology.”(Freud, 1914) This is a new direction in Freud’s thinking. By replacing the contrast between ego-instincts and sexual instincts with the contrast between ego-libido and object-libido, Freud’s theory develops from a more biological one to a more psychological one.

After going through Freud’s “On Narcissism” paper, I have no doubt that Freud’s libido theory is profoundly influenced by the concepts introduced in the “On Narcissism” paper.

2. Primary Narcissism and Auto-erotism

It has been suggested that the proposition of a primary narcissism as the starting point of psychic life is at the root of the fundamental controversies of psychoanalysis today (Etchegoyen, 1991). The relationship between primary narcissism and autoerotism is crucial in the development of psychoanalytical theories and still debated by different psychoanalytical schools. In “On Narcissism”, Freud again addresses this issue but makes it even more complicated. 

From historical point of view, Freud introduces the concept of autoerotism prior to primary narcissism. The former appears for the first time in a letter from Freud to Fliess dating from 1899 and at that time Freud suggested that the concepts of autoerotism and narcissism were originally undifferentiated. Later, in his study of Schreber’s case, he considers autoerotism as a phase of development, and narcissism is the stage between autoerotism and object-love. He mentioned “There comes a time in the development of the individual at which he unifies his sexual instincts (which have hitherto been engaged in auto-erotic activities) in order to obtain a love-object; and he begins by taking himself, his own body, as his love object, and only subsequently proceeds from this to the choice of some person other than himself as his object.” (Freud, 1911) Freud suggests that during the development of the individual, he starts from objectless phase (autoerotism) and then goes to the phase regarding himself as a love-object (narcissism). He then chooses an external object very similar to himself of the same sex (homosexual object choice) and finally can then move on to a heterosexual object choice. Here Freud clearly delineates a development that breaks down into four phases: autoerotism, narcissism, homosexual object choice, and heterosexual object choice. 

In “On Narcissism”, Freud touches on the question again. He asserts that “the ego cannot exist in the individual from the start; the ego has to be developed. The auto-erotic instincts are there from the very first; so there must be something added to auto-erotism-a new psychical action- in order to being about narcissism.”(Freud, 1914)

However, Baranger has argued that here Freud not only considers auto-erotism as a phase of development, but also regards it as a type of behavior characteristic of narcissism. In “On Narcissism” Freud mentions that at the very beginning of mental life, the ego is cathected with instincts and is to some extent capable of satisfying them by itself. He suggested the condition should be called “narcissism” and the way of obtaining satisfaction “auto-erotic”.

Primary narcissism precedes both the formation of the ego and ego-ideal. In the final part of “On Narcissism”, Freud states “the development of the ego consists in a departure from primary narcissism and gives rise to a vigorous attempt to recover that state. The departure is brought about by means of the displacement of libido on to an ego ideal imposed from without; and satisfaction is brought about from fulfilling this ideal.” He then continued, “At the same time the ego has sent out the libidinal object-cathexes. It becomes impoverished in favour of these cathexes, just as it does in favour of the ego ideal, and it enriches itself once more from its satisfactions in respect of the object, just as it does by fulfilling its ideal.”(Freud, 1914) Here Freud not only addresses the development of the ego from the vicissitudes of libido but also shows the ego-ideal as a source of narcissistic satisfactions. 
During the period 1910-1915, autoerotism and narcissism are considered as phases of development. However, with the elaboration of the second topographical model, Freud uses the term ‘primary narcissism’ to mean rather a first state of life, prior to the formation of an ego. Later on in the Introductory Lectures on Psycho-Analysis (1916-17), the distinction between auto-erotism and narcissism is diminished again. The term ‘primary narcissism’ is invariably taken to mean a strictly ‘objectless’-or at any rate ‘undifferentiated’-state and implying no split between subject and external world.

Laplanche and Pontalis have argued about this way of understanding narcissism. As regards terminology, the etymology of ‘narcissism’ implies that subject takes itself as a love-object. It is inappropriate to describe it as primary narcissism if we are talking about an objectless state. Empirically, the existence of such a state is highly problematic. Some authors reject the notion of a primary narcissism understood as the first, objectless state of extra-uterine existence because object-relationships are contracted from the very beginning. It is only legitimate to evoke narcissistic states characterized by a turning round of libido on to an internalized object. (Laplanche & Pontalis, 1973)

There is no doubt that the concept of primary narcissism and auto-erotism is put to such varied uses in psycho-analytic literature and even within Freud’s own work. Some of Freud’s arguments make the concepts even more ambiguous. However, they still occupy a crucial role in the development of the psychoanalytic theory.

3. The Concept of Ego 

In the first stage of establishing the theory of mind, the “ego” usually stands for the “self”. The ego was equated with consciousness, both as a center of experience and as an agency that could perform the function of defense against the quantities of affect generated by trauma. Whereas from 1923 onward it has a more definite meaning, referring to a mental agency with its own attributes and functions. According to Strachey’s observation, in the “On Narcissism” paper, the concept of ego “occupies a transitional point.”

By the introduction of narcissistic issues in “On Narcissism”, the ego has new definitions. Firstly, the ego presents itself to sexuality as a love-object. Second, from the economic point of view, “the ego is to be regarded as a great reservoir of libido, from which libido is sent out to objects and which is always ready to absorb libido flowing back from the objects”. Freud’s characterization of the ego is as a location where energy is stored, and even that the ego’s actual form is determined by this charge of energy, as ‘the body of an amoeba’. A final point, a ‘narcissistic object-choice’, in which the love-object is defined by its resemblance to the individual’s own ego, is described by Freud as typical. In the paper, Freud puts forward the object and narcissistic object choice as two equally valid alternatives open to each individual, but he immediately reaffirms his argument in favour of a primary narcissism. “We say that a human being has originally two sexual objects-himself and the woman who nurses him-and in doing so we are postulating a primary narcissism in everyone which may in some cases manifest itself in a dominating fashion in his object-choice.”(Freud, 1914)

The analysis of melancholia results in a profound transformation of the concept of the ego. In his Mourning and Melancholia (1915), Freud interpreted the identification with the lost object as a regression to a preliminary stage of object-choice in which”the ego wants to incorporate this object into itself”. The ego is conceived of as being constituted from the beginning by an identification having oral incorporation as its prototype. The ego is no longer treated as the only agency of the psychical apparatus. Certain portions can be separated off through splitting. One part of the ego stands face to face with another part, judges it critically and takes it as an object.

Later on in The Ego and the Id (1923), Freud formally introduces his structural model of mind. The ego is no longer a ‘love-object’ or a ‘narcissistic object-choice’. It functions like a psychic agency which could hold the balance among the conflicting demands of the instinctual drives, the superego and external reality. The ego appears as the product of the gradual differentiation of the id resulting from the influence of external reality. The ego endeavours to substitute the reality-principle for the pleasure-principle which reigns unrestrictedly in the id.

We could see the vicissitudes of the ego concept in Freud’s work. In “On Narcissism”, the concept of ego is transformed because Freud imposes multiple meanings on it.

“ON NARCISSISM” AND THE STRUCTUAL MODEL OF THE MIND

There is no doubt that although Freud doesn’t formally introduce the structural model of the mind until 1923, the basis of the concepts of these mental agencies still could be found in “On Narcissism”. I have mentioned the concept of ego and its vicissitudes. I will go on to examine the concept of “ego-ideal’ and its relationship to the superego in the paper.

In Section III of the paper, Freud introduced the term ‘ego-ideal’ which appears as a designation for a comparatively autonomous intrapsychic formation which serves as a reference-point for the ego’s evaluation of its real achievements (Laplanche & Pontalis, 1973). Freud starts from the observation of normal adults which shows that their former megalomania has been damped down and that the psychical characteristics from which he inferred their infantile narcissism have been effaced. Then he wonders what has become of their ego-libido? Has the whole amount of it passed to into object-cathexes? To answer these questions, he introduces the concept of the ego ideal.  “The ego ideal is the target of self-love which was enjoyed in childhood by the actual ego. The subject’s narcissism makes its appearance displaced on to this new ideal ego, which, like the infantile ego, finds itself possessed of every perfection he had once enjoyed.”(Freud, 1914)

Freud goes further to say that the subject is not willing to forgo the narcissistic perfection of his childhood; he seeks to recover it in the new form of an ego ideal. What he projects before him as his ideal is the substitute for the lost narcissism of his childhood in which he was his own ideal.

Freud also introduces the idea of a special psychic agency which performs the task of guaranteeing that narcissistic satisfaction from the ego ideal is ensured. It also constantly watches the actual ego and measures it by that ideal. He equates this agency with what we reflect as our”conscience”. He goes on to explain the delusion of being watched, discovered and criticized. “For what prompted the subject to form an ego ideal, on whose behalf his conscience acts as watchman, arose from the critical influence of his parents,…, those who trained and taught him…and public opinion.”(Freud, 1914)

At this point, by introducing the ideas of ‘ego-ideal’ and ‘conscience’, Freud foreshadows the concept of superego in his structural theory. Later on, in Freud’s work The Ego and the Id (1923), the idea of super-ego is considered to be indistinguishable from the ego-ideal. Super-ego is considered as a single agency, formed through identification with the parents as a corollary of the decline of the Oedipus complex, which combines the functions of prohibition and ideal. In the New Introductory Lectures on Psycho-Analysis (1932) a distinction between the two terms appears once more; the super-ego is now described as a comprehensive structure embodying the three functions “of self observation, of conscience and of the ideal.” (Freud, 1933a)

The evolution of the structural model is inevitable both theoretically and clinically in Freud’s development of psychoanalytical theories. Yorke has argued that the older topographical model had placed the repressing agencies of the mind within the preconscious system which means the defenses should operate in the unconscious system. If a defense were accessible to consciousness, we should also know what it was defending against. This hypothesis makes the defense system inapplicable to the unconscious system. Yorke then addresses Freud’s findings on “negative therapeutic reaction.” The phenomenon happened repeatedly in the patients who had worked diligently with the analyst in the treatment. Freud is surprised by these patients who got even worse rather than better after gaining important insights. Freud explains it with unconscious guilt which led him to extend his earlier discussions of conscious and the ego ideal to the concept of a superego which itself had important unconscious roots. It could be said that the necessity for formulating a structural model of the mind came about for both these theoretical and clinical reasons.

“ON NARCISSISM” AS THE BASIS FOR OBJECT RELATIONS THEORY

The concept of the ego ideal enables Freud to foreshadow not only the structural theory but also object relations theory. We are concerned with the relations of these agencies both to each other and to the outside world.

Segal and Bell have suggested that when Freud describes the ego-ideal, he talks more explicitly about an internal world where identifications and projections take place. The ego-ideal is what “he projects before him as his ideal.” Freud makes it clear that the external object obtains its character from what has been projected onto it. He here differentiates an internal object that is not in the ego; in effect, he distinguishes self and ego. So Freud shows an internal scenario in which ideal aspects of the self can be projected. It also indicates the capacity for forming an ego-ideal and for projecting it onto other objects, which clearly has important implications for object choice. (Segal and Bell, 1991)

In section II of “On Narcissism”, Freud distinguishes two types of object choice, anaclitic (attachment) type and narcissistic type. Freud proposed that a person may love according to the narcissistic type, that is, what he himself is , was or would like to be, or someone who was once part of himself. Or he may love according to the anaclitic/attachment type: the woman who feeds him, or the man who protects him, and the succession of substitutes who take their place. By introducing the two types of object choice in the very beginning of life, Freud conveys an awareness of an internal world which might be the basis for development of object relations theory. However, we should keep in mind Freud uses the term “object” in the sense of external objects. It’s easy to be confused when we read Freud’s work and the contemporary literature.

Freud then readdresses the condition of ‘narcissism’ later in his Instincts and Their Vicissitudes (1915). In the very beginning of mental life, the ego is cathected with instincts and is to some extent capable of satisfying them by itself, obtaining satisfaction in a way that is ‘auto-erotic’. Freud then suggests in consequence of experiences undergone by the instincts of self-preservation, the ego acquires objects from the external world. The ego then takes the objects which are presented to it as sources of pleasure into itself. Freud uses Ferenczi’s (1909) term ‘introjects’ to introduce the process of taking in. He then goes on to introduce the mechanism of projection, by which the ego expels whatever becomes a cause of unpleasure within itself. The sexual instincts from the outset require an object, so that they need an external object, for instance maternal care in the state of helplessness of early infancy.
In “On Narcissism”, he has tackled the concept of object choice and is aware of the existence of an internal world. However, there is no way of conceptualizing it until the theory of identification is established. In his Mourning and Melancholia (1915), Freud introduces the theory of an internal world based on projection and identification. Freud points out that in melancholia, the person returns to a narcissistic identification with the object. The melancholic firstly introjects the object and identifies with it. He then blames the object with who the ego is identified. At the end, it looks as if he is blaming himself.

Although much of Freud’s theoretical work is described in instinctual terms, his writing conveys an awareness of an internal world. However, there is the divergence in psychoanalytic theory between those who believe that narcissism is primary, object relations coming only later, and those who maintain that mental life begins with the relation to the object,  narcissism being only a turning back and therefore always secondary (Etchegoyen, 1991).

SUMMARIES AND CONCLUSIONS

Freud’s “On Narcissism” paper has introduced ideas which are still debated today. In the correspondence with Abraham, Freud admitted, “The narcissism paper was a difficult labour and bears all the marks of a corresponding deformation” (Jones, 1955). He found it deformed because of the lack of an adequate conceptual apparatus to contain the important observations he wished to consider. However, in the narcissism paper, the theory is stretched to breaking point. Some of his later works solve the problems which are proposed by this paper.

When reading “On Narcissism”, I find some ambiguity and vague ideas developing with time. The development of his clinical understanding, and of the theoretical postulates by means of which he sought to explain normal and pathological processes in mental life, are determined by the clinical material available to him at any given time. Change and the modification of theories are inevitable which makes for the difficulties in reading his papers. It’s a frequent occurrence in the evolution of Freud’s thought that the new concepts coexisted with formulation that they should logically have modified or replaced. However, in developing his theories of mind, Freud usually adds some new findings based on his existing theory or redefined the concepts which he proposed before. 
After going through the paper, I find Freud does propose many vital ideas which make his theories change in an important way. I summarize the “turning points” in “On Narcissism” as follows.

1. By introducing the concept of “ego-libido” and “object –libido”, Freud revises his version of instinct theory. The contrast between ego-instincts and sexual instincts is replaced with the contrast between ego-libido and object-libido. Freud’s theory develops from a more biological one to a more psychological one. 

2. Freud regards primary narcissism as a phase of development. Primary narcissism precedes both the formation of the ego and ego-ideal. It is still controversial that primary narcissism is invariably taken to mean a strictly ‘objectless’ state later in Freud’s work.

3. The concept of ego is at a transitional point in “On Narcissism”. The Ego is no longer seen as an agency that could perform the function of defense and broadly identified with ‘consciousness’. The ego presents itself to sexuality as a love-object, a location to store libido and a ‘narcissistic object-choice’.

4. By introducing the ideas of ‘ego-ideal’ and ‘conscience’, Freud foreshadows the concept of superego in the structural theory of mind.

5. By introducing the two types of object choice- the ‘anaclitic (attachment) type’ and ‘narcissistic type’-in the very beginning of life, Freud conveys an awareness of an internal world which might be the basis for the development of object relations theory.

Finally, I can conclude that Freud’s “On Narcissism” paper really constitutes a turning point in his thinking. Some ideas which are proposed in the paper also precede important formulations for the development of the structural model of the mind and provide a basis for the development of object relations theory.
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附錄 （三）：期末論文

A Psychoanalytic Exploration of Ageing, Death and Work with the Elderly

I-Ning Yeh

Introduction

As a geriatric psychiatrist, my interest in ageing and death stems mainly from my clinical work with old people, their caregivers and staff who care for the elderly. My experiences have greatly bewildered and intrigued me, and stimulated me to search for an explanation for them. In this thesis, I want to explore the problems of anxiety related to ageing, death and work with the elderly from psychoanalytical points of view. 

In the first part of my paper, I discuss anxiety related to ageing and death. The overwhelming feeling of hopelessness and helplessness in the face of death is a consequence of death’s unknown nature. I describe the stresses arising from the ageing process and the anxiety of adapting to the later stage of life. I also look at Freud’s and Klein’s views on death and anxiety. 

Following this, I will discuss the anxieties and difficulties connected with working with aging people. Work with elderly people is usually anxiety-provoking especially in younger workers. In this part of my thesis, I discuss some defenses which are used in health care organizations against anxieties when taking care of elderly patients. I also illustrate this with my own observational experience which took place in a geriatric acute ward in a mental hospital. My intention is to understand the dynamics of health care institutions through the eyes and mind of an observer.

Finally, when facing unavoidable ageing and death, some elderly people can cope in an appropriate and creative way, while others become depressed and lost. I focus my discussion on some important themes which need be resolved to guarantee successfully facing personal ageing and death in later life. I also discuss the problem of the analyzability of elderly people. Both the benefits and limitations of applying psychoanalysis to middle-aged and elderly people are discussed. I also address transference and countertransference issues in a psychotherapeutic approach to old people.
Part I – Anxiety Related to Ageing and Death

1. Anxiety Related to Ageing

Ageing involves a number of physical and psychological phenomena. The meaning of getting old includes stopping growth, the decline of both psychological and physical capacities, the loss of loved objects and the necessity of facing death as a reality. Although Freud didn’t talk about the theoretical position of ageing explicitly, he set down his pessimistic sentence about the analysability of older patients. The negative comment is not only because he felt the elderly mind was too rigid and therefore no longer educable, but also because of the accumulation of materials from a long life.

 Actual changes in the lives of ageing people always provoke anxiety. King (1980) has pointed out the pressures arising from the impact of social and psychological life events on her middle-aged and elderly patients. Ageing people have to adapt themselves to the altered dynamics of family life when children leave home and become independent. Marital problems and problems with intimate relationships can no longer be masked by children’s issues. The diminution or loss of sexual potency or reproductive capacity may give rise to anxieties. Moreover, retirement with loss of work identity precedes lower income, so that ageing people may not only lose their professional self-image but also their former economic worth. Physical deterioration can also generate fear and anxiety about becoming ill and dependent. In addition, there is the inevitability of death and the realization that they may not now be able to achieve the goals they set for themselves, and that what they can enjoy in life may be limited. Sandler(1984) also suggested that increasing loneliness as close friends and relatives die may cause severe disruption in the equilibrium of some ageing individuals. 

2. Psychoanalytical Views on Death

What do we see in ageing? We see our inevitable future- one’s own eventual personal death. “All who live must die. Passing through nature to eternity.” In thinking about death, few phrases are as evocative as that put by Shakespeare into the mouth of Hamlet. Our bodies are not made to last forever. Death is our inevitable fate.

In psychoanalytical literature, although a great amount of material is related to the concept of the ‘death instinct’, relatively little attention has been paid to one’s own mortality. Those psychoanalytically oriented authors who have been studying the psychology of death and dying, or “thanatology”, generally agree that psychoanalysis has not accumulated a body of clinical observations in this area and has given the subject relatively little emphasis theoretically (Hoffman, 1979). It is striking to find the failure of psychoanalysis to build upon Freud's original formulations.  Eissler (1955) points out that although Freud has made death a central concept of his psychological system, the psychoanalytical study of death itself is relative rare. He writes,“In general, death is still viewed as a purely biological phenomenon unless it is consciously or unconsciously induced by man himself .”

It is always easy to confuse the notion of ‘death’and the‘death instinct’in psychoanalytical literature. However, what I am trying to discuss in this thesis is the actual physical mortality rather than the concept of the ‘death instinct’.

· Freud’s awareness of death and anxiety related to death

It has been suggested that the discovery of Freud’s secondary theory of the instinctual drives in Beyond the Pleasure Principle, which was presented to the Vienna Society on 16 June 1920, expressed Freud’s own anxiety as regards death. It was in the background of his writing at this time in the form of memories of the First World War. In 1919 Freud had had to deal with, on the one hand, the suicide of his colleague, the psychoanalyst Victor , and on the other, Freud was deeply affected when his sponsor, Anton von Freund, fell ill with cancer. In 1920, Freud’s beloved daughter Sophie, who was pregnant with what would have been her third child at that time, died from Spanish influenza. The shadow of death hangs over Freud during that period because he had also long been convinced that he would die when he reached the age of 62. However, Freud was attentive to assure people of the universal validity of his new hypotheses of the life and death drive and not to allow personal experience, such as loss of his daughter Sophie, to become for others an explanation for the change in his theory (Gay, 1998).

Although Freud did not explore the issue of adaptation to death theoretically, he made various statements about mortality. Here I do not intend to be comprehensive, or to cover all of Freud’s statements about the issue. I will focus on the main points which he made about death and anxiety related to death.

In his “On Narcissism” paper (Freud, 1914), Freud notices an inevitable tendency to avoid facing death because of the narcissistic injury. He says “at the most touchy point in the narcissistic system, the immortality of the ego, which is so hard pressed by reality, security is achieved by taking refuge in the child.”
Freud also points out that the difficulty in conceiving of death derives from a fundamental cognitive limitation. In his “Thoughts for the Times on War and Death” (Freud, 1915), he finds “It is indeed impossible to imagine our own death; and whenever we attempt to do so we can perceive that we are in fact still present as spectators.… no one believes in his own death,… in the unconscious every one of us is convinced of his own immortality.” He goes on to describe the ambivalent attitude towards death in primeval man. On the one hand, primeval people took death seriously, recognized it as the termination of life and made use of it; on the other hand, they also denied death and reduced it to nothing. The contradiction arose from the fact that man had radically different attitudes towards the death of other people and his own.  Freud postulates that man could no longer keep death at a distance, because he had tasted it in his pain about the dead. However he was unwilling to acknowledge it, for he could not conceive of himself as dead. Freud convinces that man made a compromise: he conceded the fact of his own death as well, but denied it the significance of annihilation—a significance which he had no motive for denying where the death of his enemy was concerned.

At this point, Freud makes the link between the murdering impulse, the original sin and the generation of religion. “It was beside the dead body of someone he loved that he invented spirits, and his sense of guilt at the satisfaction mingled with his sorrow turned these new-born spirits into evil demons that had to be dreaded…His persisting memory of the dead became the basis for assuming other forms of existence and gave him the conception of a life continuing after apparent death.” Freud’s ideas about death and death anxiety explain not only the universal phenomena of ghost stories, but also the taboo on death in many different cultures. 

In this statement, Freud points out the attitudes and defences which are used by primeval man and also modern people to defend against the painful knowledge of their mortality. Hoffman(1979) indicates that in this defensive formulation, the relation between what is conscious and what is unconscious is the reverse of what Freud claimed. Instead of an unconscious belief in immortality, his formulation suggests an idea of mortality which is fended off in favor of a conscious belief in immortality, which is more compatible with the “narcissistic system.” Hoffman argues that obliviousness to time would seem to preclude belief in either mortality or immortality in the unconscious. Both concepts, of mortality and immortality, require a notion of time extending endlessly, to infinity. A person can no more imagine time extended forever in his presence than he can imagine time extended forever in his absence. (Hoffman, 1979) 

· Klein’s concept of infantile anxieties related to death

The existence of actual loss and mortality in elderly life provokes deeper anxieties. I will illustrate the infantile source of anxiety from Klein’s point of view. 

Based on infant observation, Melanie Klein gradually built up and outlined what she described as two different ‘positions’: the paranoid-schizoid position and the depressive position. Klein’s theory is a theory of instinctual dualism. She maintained that from birth the infant is endowed with life instincts and death instincts. The infant from the beginning needs to deal with the powerful internal conflicts between life and death instincts and the frustrations and demands of external reality. In the paranoid-schizoid position, under conditions of prevailing persecution, the inner world is unconsciously felt to contain the persecuting and annihilating devoured and destroyed bad breast. The good and bad objects cannot be synthesized, and the ego feels itself in bits. The chaotic internal situation thus experienced is the infantile equivalent of the notion of death.

However, Klein suggests in the depressive position in infancy, under conditions of prevailing love, the good and bad objects can in some measure be synthesized, the ego becomes more integrated, and hope for the reestablishment of the good object is experienced. This overcoming of grief and regaining of security is the infantile equivalent of the notion of life.

By contrast to Freud, who assumes that the unconscious rejects the awareness of death, Klein assumes an unconscious awareness of death. Following Klein, Jaques (1965) suggests that how each one reacts to the encounter with the reality of his own eventual death-whether he can accept or deny the reality- will be markedly influenced by his infantile unconscious relation to death- a relationship which depends upon the stage and nature of the working through of the infantile depressive position. He also suggests that ideas of immortality arise as a response to these anxieties related to the internal situation which contains persecuting and annihilating bad object. The infantile fantasies of the indestructible and the immortal aspect of the idealized primal object are represented in unconscious fantasies of immortality. The unconscious fantasies contain omnipotent triumph, and increase guilt and persecution as a result. They also lead to feelings of intolerable helplessness through dependence upon the perfect object which becomes demanding of an equal perfection in behaviors ( Jaques, 1965).

Part II  Defences and Unconscious in the Care of Elderly Patients

One of the contributions of psychoanalysis is to provide a way to think about what is going on when we work with patients. Freud’s greatest discovery of the unconscious helps us to understand the hidden aspects of human mental life which nevertheless influence conscious processes. In the ordinary work situation with elderly people, workers are confronted with suffering (pain), confusion, and death everyday. The work situation arouses very strong and ambivalent feelings: love and hate; pity and resentment, guilt and envy because the situation bears a striking resemblance to the phantasy situations that exist in every individual in the deepest and most primitive levels of the mind (Menzies, 1970). 

It is always a challenge to work intimately with ageing or dying patients. This condition usually puts the professional in touch with personal loss and unresolved feelings which evokes anxiety in an institutional setting. The institutional defences are developed for reducing anxiety. However, most of the defences are aimed at defending staff from anxiety, rather than solving the problems. Some defences which are used to deny or suppress the impact of working with the elderly may lead to chronic fatigue, loss of effectiveness at work, sickness, hopelessness and helplessness. Over time the stressful situation can lead to so-called ‘burn-out syndrome’. 

The unconsciousness aggression which develops during work with the elderly may lead to ignorance or abuse of elderly clients. My attempt is to emphasize that unconscious attitudes and anxieties towards ageing and death may influence our work. In this part of my thesis, I discuss the notions of defence used to manage and mitigate the anxiety which arises from facing ageing and death in the work with old people. I will also illustrate the undesirable consequences caused by the maladaptation to anxiety in organizations using examples from my own observation. 

1. Defences in Health Care Institutions

Defences are psychological configurations operating to minimize conflict, reduce anxiety and maintain intrapsychic equilibrium. They may be normal and adaptive as well as pathological and usually unconscious. 
For individuals in the last stage of life, the crucial task is to deal with a series of losses and the eventual end- personal death. Both loss and death are anxiety-provoking. For people who work with elderly patients, the anxiety may come from the frustration of communicating with elderly people or uncontained working environments. The witnessing of disability, loss and mortality of elderly people may result in unconscious castration anxiety and particular psychological defences in young workers. Unconscious fantasies of death would also influence people’s attitudes when they take care of ageing and dying patients.

· Primitive defences in elderly patients

From a developmental point of view, early experiences contribute to psychopathology in later life. The psychoanalytic and observational literature discusses the primitive defences- splitting, projective identification and denial- in both infancy and extreme later life (Waddell, 2000; Davenhill, 2003). Early unsolved problems replay as physical and mental conditions deteriorate. If underlying anxieties remain unmodified, infantile defences re-emerge especially when coping abilities fall away in later life.

Waddell (2000) in her ‘Developmental Issues from Early to Late Life’, explored the ways in which psychoanalytic knowledge of early ‘childishness’ may contribute to an understanding of ‘second childishness’ in later life. In extreme youth or extreme age, a person loses the ability to communicate with verbal language. She highlights the crucial psychoanalytic concepts of ‘projective identification’ in understanding this area in elderly care. She writes “by the mechanism of projective identification the baby/child/elderly person who cannot understand, think or talk about his or her fragmentary or fragmenting experience may none the less be able to engender in the care-giver some version of the basic experience.” When a person has the impulse, he/she can only project feelings from the self into the other in order to communicate those emotions, or to get rid of them. Waddell (2002) also emphasized the care-givers’ function as, using Bion’s term, a ‘container’ who can offer a “mentally receptive state of mind, conscious or unconscious, the communication can be received, modified if it is one of pain and rage, appreciated if one of love and pleasure in a more manageable and reciprocal mode. The caregivers mind functions as a container for…the projected emotional fragments which, as a consequence, become ‘the contained’”. It is crucial to notice the reversal of the original pattern of container-contained in care of the very elderly, who lacks the capacity to speak. The young caregivers now offer states of reverie to the old people (Waddell, 2002).

· Nature of elderly patients

To understand what might evoke anxieties in the staff working with old people, we need to understand the nature of elderly patients. Some elderly patients are brought to the hospital or institution because of incurable, deteriorating, physically disabling diseases. The medical care for this kind of patients is to provide ‘care’ rather than ‘cure’. For the patients who enter the institution for a long time, they have a sense of being rejected by their families and society. The great losses also involve the loss of their general roles in society and all opportunities to continue making decisions for themselves. It is what Roberts (1994) describes in ‘Caring and Uncaring in Work with the Elderly’, “ it is as if they are already socially dead, although they may be years away form physical death.” The strong feelings of hopelessness and having been abandoned may be projected into the staff who care for the patients. They may respond to the unbearable anxiety by, according to Klein’s term, projective identification. After receiving the powerful projections from the patients, staff who work with elderly people may in turn project their feeling into patient’s relatives and their own colleagues. Such projective processes can contribute, for example, to over-protectiveness of the patients and staff anger at patients’ relatives and their own colleagues (Roberts, 1994).

· Social defence system

What are the dynamics operating in a social system? In his Group Psychology and the Analysis of the Ego(1921), Freud describes the relationship between the group and its leader. Two main processes operate in the formation of a group. One is identification by introjection, and the other is replacement of the ego-ideal by an external object.

Like Freud, Melanie Klein sees introjection as one of the primary processes whereby the infant makes emotional relationships with its objects. However, she also considers that introjection interacts with the process of projection in the making of these relationships (Klein, 1946). Although Freud doesn't mention projective identification explicitly, replacement of the ego ideal by an external object seems implicitly to contain the conception of identification by projection. Paula Heimann (1952) puts forward the notion that introjection and projection may be at the bottom of even the complex social processes. 

Taking these conceptions of Freud and Klein, Jaques (1953) proposes that a social system can be used unconsciously by the individuals to help defend themselves against paranoid and depressive anxiety. He suggests individuals may put their internal conflicts into persons in the external world, unconsciously follow the course of the conflict by means of projective identification, and re-internalize the course and outcome of the externally perceived conflict by means of introjective identification.

Through studying the nursing the nursing service of health care organizations, Menzies (1988) takes a specific view of the anxiety that drives the defensive system. As a whole, the system then operates in a way that allows the individuals to avoid certain anxieties and conflicts, in particular those which the institution’s primary task provokes. There are deeply unconscious phantasies concerned with human aggression, and the damage done, in phantasy, by that aggression (Menzies, 1988). If the phantasies of aggression are unconscious, it is very difficult for the person to test in reality. In the unconscious, to think is to have already done the deed. The person is then driven to repair the phantastical damage and to restore the damaged person to full health (Hinshelwood & Skogstad, 2000).

· Medical/ humanitarian defence vs.  Anti-medical/ liberal defence

Miller and Gwynne (1972) made a study of institutions caring for ageing people with incurable, physically disabling illness. They identified two models of care institutions for incurables, each involving a different central defence.

In medical or humanitarian defence, the basic aim of caring is to prolong the life as long as possible. To achieve the aim, patient’s feelings of frustration and unhappiness are denied. This defence encourages dependency in the elderly clients who passively accept being looked after. Further more, it also related to the depersonalizing relations with patients by treating them as objects. The staff may follow rigid routines to avoid the awareness of the emotional needs of the patients and even exhaust themselves to avoid the guilty feeling.

The anti-medical or liberal defense was based on the view that the patients are as normal as everyone else. The real limitation and disabilities are ignored and denied. The aim of the institution is to provide opportunities for the development of abilities. The defence tends to promote excessive admiration for minor achievements, while denying the failure to achieve social status.

These two types of defences lead to different kinds of cares and different attitudes in their carers. The rigid application of one of the defences to satisfy the defensive needs of staff gives rise to frustration and helpless feelings in the patients. It is important to recognize the needs of a given individual at a particular time and apply the caring appropriately rather than apply it indiscriminately to all of the patients.

· Depersonalization and denial of feeling

My personal experience of training in a general hospital as a resident impressed upon me how much the medical systems are used by the individual staff to defend against anxiety. Depersonalisation and detachment was accompanied by a denial of feeling both in staff and patients. The development of a full person-to person relationship is inhibited by the protection afforded by a number of devices in the medical system. After the patients are admitted to the ward, they are usually called by their bed numbers or diseases, rather than their names. High patient-staff ratios and high- turnover rates in the ward also reinforce this defence of depersonalization. It must not matter to the staff which patient they care for nor to the patients which staff care for them. It is common to notice the lack of human contact and emphasizing on a daily routine in an institution. Many features of the health systems seem to be aimed at helping the individual to avoid the conscious experience of anxiety, guilt and uncertainty and to decrease anxieties connected with the burden of responsibility for illness, suffering and death.

2. Psychodynamic Observation in Elderly Health Care Institutions

· Introduction

Psychodynamic observation of children has been used successfully as a crucial part of training for child and adult psychotherapists in United Kingdom since the 1940s. Recently it has been extended to old age settings (Davenhill et al, 2003). It helps the observers to come closer to the older people’s experience and develop an attuned capacity to see and retain detail. It also provides the observers the awareness of the underlying psychodynamics in the health care institution. In this part of the paper, I want to use my own observation experience as an illustration of the anxiety provoked by caring for elderly patients in institutions.

I undertook an observation in a geriatric acute ward of a mental hospital in London. The observation took place for an hour at the same time once a week for a period of 20 weeks. During the observation, I needed to remain neutral and do nothing but observe what might be going on consciously as well as unconsciously. Detailed notes of the observation were written from memory, as soon as possible after the observations had taken place. The observation notes were presented on a rotational basis in a weekly supervision group run by a senior psychotherapist. The group process allows a multi-faceted perspective to emerge so by the end of the discussion, the observers had a more completely rounded picture of the experience from the observation. 

· Observation

The observation was set in a lounge area of an acute geriatric ward. Along each wall of the lounge was a row of armchairs. Some small coffee tables were placed in front of the seats. A nurses’ station was in the corner of the room and often filled with 2-3 staff. The smell of the area was a mixture of urine and disinfectant. The ward had been run without a ward manager for a couple weeks after the previous one had left. The head nurse was also new to the ward.

When I arrived on the ward, there were about 10 patients sitting in the lounge. The tea trolley had arrived and every patient was offered a cup of tea or coffee.  The atmosphere was still. Some patients were reading the newspaper, others were falling asleep. I noticed that near the station there were two new female patients, both sitting motionless, looking straight ahead, completely still. The large screen television was on in the corner, but no one was watching it.

Mrs. A, a thin woman with thick grey hair in her 60s, attempted to get up from her seat. Mrs. A was a new patient whom I had never seen before. Nurse B who was young and always moving quickly which gave an impression of being strong and powerful in her body. She came to Mrs. A telling her that she should stay in her seat. She pushed her on her shoulder and Mrs. A rocked back and forth and then slid back into her armchair. She struggled to stand up again and tried to wander around the room. She was then gently pushed back into her chair. This happened a couple times until nurse B was called by her colleague and left the room. Mrs. A then stood up again, moved slowly along the row of chairs. She touched every chair as if she was looking for something. I noticed that the other patients who sat on their seats were all watching Mrs. A‘s movement, looking worried.

Mrs. A kept wandering around the room restlessly. She squatted down by the chair, saying “Hello” and stroked the leg of the chair. She soon stood up and mumbled that she should go out. When she passed by, she turned to me and asked me to take her out. I did not respond but started feeling anxious when I saw her trying to sit herself between two chairs. I imaged how much she would hurt herself if she fell. No staff seemed to notice Mrs. A’s condition. Nurse B and a care assistant were talking in the station.

Mr. C, a large man with thin white hair, was reading a newspaper. He seldom talked and looked a little bit strict. Mrs. A approached him and suddenly tried to grasp Mr. C’s glasses case which was put on the tea table. Mr. C was vigilant. He took the box immediately, staring at Mrs. A “It’s mine.” Mrs. A looked confused. She stood in front of Mr. C like a little child being caught after doing something wrong. She then started pulling her sweater and said, “It’s hot.” Nurse B saw her and took her back to her seat. “You shouldn’t take off your sweater.” Mrs. A said something, but nurse B shook her head replying, “No, No, No…” 

After Nurse B left, Mrs. A walked to the corridor and took off her sweater. Nurse B was talking to the head nurse. They both saw her and went across to help her put on her clothes. After finishing that, nurse B led Mrs. A back towards her chair. She said to Mrs. A impatiently, “Sit down, drink your tea.” Nurse B picked up Mrs. A’s mug of tea and put it to her mouth, but the latter refused to drink. Mrs. A stood up again, and suddenly burst out crying like a child. Nurse D, a senior staff, went over and put her arms around Mrs. A’s shoulder and tried to soothe her. They hugged each other for a while. Mrs. A stopped crying. She turned to approach Mrs. E., by pulling her hand. Mrs. E was in her 50s with vivid psychotic symptoms of talking to herself all the time. I started to worry that Mrs. E would refuse or attack Mrs. A. But Mrs. E stopped talking to herself and followed Mrs. A who was walking out of the room. She also tried to take care of Mrs. A by putting her arm around her shoulder to protect her from falling down. They walked slowly along the corridor several times. When they passed by, I heard Mrs. A mumbling, “You are so nice, you are my sister.” 

· Discussion

Mrs. A’s disturbing behaviour aroused anxieties in staff, other patients, and the observer. In contrast to the stillness of the other patients, her painful struggle to move around aroused anxieties for staff who take care of her. It seemed to be too great to bear for the younger staff who care for patients so much older than themselves. After the failure of the attempt to physically restrict Mrs. A to her seat, Nurse B dealt with her anxiety by ignoring the dangerous situation of the patient. 

The disturbing behaviour of grasping another patient’s glasses case and taking off her clothes in public made Mrs. A a persecutor in the ward. As Jaques(1953) describes, one of the social mechanism against paranoid anxieties is that of putting bad internal objects and impulses into particular members of an institution. Mrs. A seemed to be unconsciously selected to introject these projected bad objects and impulses. The staff’s fear of being taken over by madness and violence can be kept safely under control by projection into others. In a social defense system, madness is kept in patients and sanity in staff and rigid barriers are created to prevent contamination (Bott-Spillius, 1990).

What was Mrs. A looking for? In Mrs. A ‘s state of confusion, maybe she was looking for her lost personal identity. She behaved as if she was a lost child, searching for her parents. Her painful searching also corresponded to the painful loss of the ward manager. As an observer, I felt very anxious whenever I entered the ward. I was afraid that I would not be recognized by the staff on duty and would be rejected by them. I also wondered whether a patient I had seen the previous week was still there. If not, I felt a sense of disappointment and loss but also wondered whether they had deteriorated or recovered. What I experienced in myself -the longing for contact and recognition, the sense of loss and abandonment, may have reflected feelings of the loss in patients and staff. They might share the experience but often dare not think or talk about it to one another.

Mrs. A cried like a baby. It seemed that she tried to convey her unbearable feeling to others. Who can take away the sorrow and painful feeling from a crying baby? As suggested by Klein, the function of the breast, by which she meant the mother or primary caretaker, is not only as a source of nourishment, but also to take away difficulties and bad feeling. Bion also suggests that the baby has sensations which the baby cannot cope with. Since the baby cannot tolerate them or comprehend them, it can only get rid of them. Where do these projected bits of experience go? They go into the mother/ caretaker. In other words the mother becomes a ‘container’ for the baby’s experience. Bion goes on to postulate the concept of ‘reverie’. Reverie is an unconscious emotional experience in which the mother does something for her baby akin to mental digestion. The mother transforms the baby’s raw sensations into something, which are felt to have been modified in such a way that the object that is re-introjected has become tolerable to the infant’s psyche. It also happens at the other end of the life span, when elderly patients cannot convey their desperate feelings verbally, they can only project them into their caregivers. Mrs. A’s fierce crying expressed her frustration and suffering. Nurse D and Mrs. E, who accompanied Mrs. A, were able to enter the distressing situation and to continue trying to help Mrs. A. Mrs. A seemed to become calmer when Mrs. E walked her along the corridor. The allowance of human contact showed that they can stand Mrs. A’s distress. They functioned like a ‘container’, which contained Mrs. A’s awful distress. 

Psychodynamic observation provides a powerful learning tool for understanding the unconscious as well as the conscious atmosphere taking place in both the older people and staff. The experience of undertaking an observation helped me to fully understand how powerful the unconscious is for staff working with old people in the institution, and how important understanding is for containing the situation. 
Part III  The Analysability of the Elderly: A Mission Impossible?

As far as the analysability of old people is concerned, Freud’s most famous comment must be mentioned. He is convinced that elderly people would hardly be able to benefit from psychoanalysis, because he believes when near or above the age of fifty, “the elasticity of mental processes on which treatment depends is lacking…old people are no longer educable.”(Freud, 1905)

However, after Freud, many analysts have reported positive results from their psychoanalytical work with middle age and old patients (Abraham, 1919; Sandler, 1984; Segal, 1958). It is no longer a contraindication to treat an elderly person psychoanalytically. Nevertheless, the theoretical and practical problems concerned with the psychoanalysis of elderly patients need to be discussed. Some analysts suggest that a modification of standard technique is necessary for older patients (Loch, 1982), while others stress the importance of reconstruction in later mental life(Coltart, 1991).

In this part of my thesis, I would like to discuss the problem of the analysability of elderly people. Both the benefits and limitations of applying a psychoanalytic approach to middle-age and elderly people are reviewed.

1. The Background for Applying Psychoanalysis to Elderly Patients

Medical science has developed quickly in the last hundred years, as life span has expanded as a result of the improvements in medication and care techniques. In Freud’s day, patients aged 45-55 were considered “elderly”. Nowadays, a person who reaches his retirement age can still be active and expect 20-30 years or more of life. The majority of people living today will have a longer old age than ever before. It is relevant to consider the question of special indications for psychoanalytical treatment of the elderly.

Throughout the development of psychoanalysis and its technique, the treatment of a certain group of patients was initially regarded as difficult or impossible but then after further development of theory and technique this view was revoked. This is also the case with the treatment of elderly patients psychoanalytically. However, owing to the specific techniques used in psychoanalysis, there are still limitations in psychoanalysis with the elderly.

2. Psychoanalytic Work with Old People

People are confronted with different problems as different developmental stages of life. There are some special issues needing to be focused on in elderly patients. In this session of my thesis, I would like to discuss some main themes in later life.

· Awareness of death v.s. Denial of death 

As Grotjahn(1955) mentioned in his ‘Analytic psychotherapy with the elderly’, “the task of integrating one's life as it has been lived and the final acceptance of one's own death are problems of existence. To deal with them is the great task of old age… The difference between the naïve, narcissistic megalomania of the healthy infant and the mature, consciously achieved self-acceptance of old age can be studied best in relation to the existential problem specific to the elderly; and that is the final mastery of problems concerning one's own end of life.” Although the problems of existence and awareness of death are not specific to the elderly, there might be a tendency for them to achieve a significant level of prominence in later life.

Human beings acknowledge their own mortality from childhood. Nagy's classic study (1959) identified three stages in the development of the concept of death: in the first stage (before 5 years old), death is understood as a reversible separation; in the second stage (5-9), it is viewed as a final but not universal fate which is inflicted by a personified force; in the third stage (after 9 and 10), it is conceived of as final, inevitable, and universal. However, it is likely that the earlier discovered meaning of death is pushed aside because it is painful psychologically. It is too much to live constantly with the feelings stirred up by early realizations of death. Kastenbaum (1977) points out that most children are likely to find the impact of death realizations too powerful to sustain in conscious thought on an ongoing basis. This suggests that a child can show a keen grasp of death's essence from time to time—yet behave more typically as though death were reversible, a form of sleep, something that happens only to the aged, the wicked, or the unlucky. 

Denial of death is a common defence to the anxiety related to awareness of death. It is not surprising to find out that a person can easily use psychological denial to defend against the anxiety related to ageing and death. In her brilliant contribution “Fear of Death”, Segal (1957) presents a case of a patient who came to her for psychoanalysis at the age of seventy-three and a half years-old. He could not face the death of his family and his own inevitable death. He developed a state of psychotic breakdown after change occurred in his life. All situations of deprivation or loss were perceived by the patient as persecution and punishment. In the first phase of treatment, he completely denied ageing and fear of death by describing himself as having been very young for his age. This denial was also made possible by his idealization of his son and his devaluation of his son-in-law as a persecutor. He unconsciously expected that analysis would give him back youth and therefore save him from the threat of dying. When persecution finally stepped into the foreground of transference, it led to more toleration of the thought of death. Gradually, he grew more able to bring together ideal as well as persecutory qualities of the object. After the successful analysis of those anxieties and defence mechanisms in the transference, the patient is able to mourn the life that he had had and mobilize the infantile depressive position and work it through to rebuild good internal objects and to face old age and death in a more mature way. Segal’s report emphasizes the importance of working through in the transference and countertransference which is described as essential in the relation to the ageing patient.

· Losses and mourning processes

The major task in the last stage of life is to face a series of loss experiences. A person may have many external losses as they grow older, such as the losses of their health and job, the death of a partner/family/friends and perhaps loss of their independence in caring for themselves. It is important to think about adaptation following object loss, adaptation in anticipation of object loss, and adaptation in anticipation of the loss of the self in old age, for example, in demented patients. Losses in later life may well stimulate memory and emotion associated with earlier losses, which need attending to (Murray-Parkes, 1972) In this part of my thesis, I would like to discuss the link between losses, mourning processes and elderly depression. I suggest that vulnerability to abnormal mourning processes in earlier life leads to later pathology. 

In Mourning and Melancholia (1915), Freud describes the dark shadow of the object’s loss which falls upon the ego. The loss of the object is linked to the process of mourning, which is a healthy and necessary response to serious loss. In the normal mourning process, the ego slowly and painfully detaches itself from the object and finally accepts that the object has ceased to exist, ending up by retuning love to other objects in external reality. However, in melancholia, the free libido is not displaced onto another object; it is withdrawn into the ego. By the process of incorporation-which is involved either as an active devouring of the object, or as a more passive being taken over by its shadow-and then identification, part of the ego could be ”judged by a special agency, as through it were an object, the forsaken object. In this way an object loss was transformed into an ego loss.”(Freud, 1915) Freud’s assumption is that in the melancholic, the relationship with the object is based on a narcissistic object choice, leaving the path open to a regression to narcissistic withdrawal. The link with the external object is easily lost, but the withdrawal into an apparently objectless state implies in fact an internal, powerfully possessive relationship with the object which now resides only in the inner world.

Freud’s clever description of melancholia paves the way to understand depression in the elderly. It is not surprising to know that the prevalence of major or minor depression is higher in older people than other groups (Beekman, 1999). The elderly population has the highest suicide rates in almost all countries in the world where data is available (Szanto, 2003).Clinically, we can see how external object loss or the anticipation of object loss, leads to the onset of depression in elderly patients. It is an inevitable condition that the external object keeps diminishing in elderly life. The development of self-centered and narcissistic withdrawal in later life might be regarded as a result of object loss in reality. It seems relevant to link old age and depression. Depression in elderly people is regarded as an ordinary phenomenon which is often underestimated and sometimes ignored by medical professionals.

However, getting old is not necessarily equal to getting depression. Some elderly people can cope successfully and live a fruitful later life, while others become depressed and anxious. What makes the difference between them?  Pollock in his “On Ageing and Psychopathology” (1981) emphasizes the mourning-liberation process as a component of normal ageing. Jaques(1965) also suggests that working through again the infantile experience of loss and of grief, gives an increase in confidence in one’s capacity to love and mourn what has been lost and what is past, rather than to hate and feel persecuted by it. Given such an internal situation, the last part of life can be lived with conscious knowledge of eventual death, and acceptance of this knowledge, as an integral part of living. Mourning for the dead self can begin, alongside the mourning and re-establishment of the lost objects and the lost childhood and youth.

Finally, I can conclude the successful mourning process of ageing plays a crucial role in the overcoming of loss experiences. 

· On Loneliness and narcissistic defence

In this session, I want to discuss the treatment of narcissistic patients whose envy and destructiveness are reinforced by the ageing process with its associated experience of loss. I also look at some elderly patients who develop narcissistic defences as part of the ageing process. The vicious circle of narcissism, which is stimulated by feelings of dependency and vulnerability, gives rise to increasing loneliness and inability to be reached.
By the sense of loneliness, as Klein mentioned in her ‘On the Sense of Loneliness’(1963), I am not referring to the objective condition of being deprived of external companionship. I am referring to the inner sense of loneliness even when among families or receiving love. It is important to distinguish aloneness from loneliness. Such loneliness is a result of the failure in the development of a person’s capacity to be alone. Winnicott (1958) points out that the capacity to be alone is a highly sophisticated phenomenon. It is closely related to emotional maturity and depends on the existence of a good object in the psychic reality of individual.

In his famous paper “On loneliness and the ageing process” (1982), Cohen described narcissistic patients whose defensive organizations is a means of dealing with mental pain. Cohen suggested that the intrapsychic conflict is linked to a failure in working through very early infantile anxieties surrounding dependency on and separation from the mother, which then interferes with the ability to mourn. He emphasized that the ability to tolerate envy and rivalry as well as the ability to be alone are important preconditions for successful ageing. To sum up, he suggested that psychoanalysis cannot replace experience that patients have never had, but it can help to mitigate excessive envy and rivalry by reaching a deeper understanding of the transference relationships. It to some extent can diminish the painful sense of loneliness that may accompany the ageing process.

The experience of growing old is often regarded as one of shame, humiliation and narcissistic injury (King, 1980). Grotjahn (1955) claims that growing old is often felt as a narcissistic trauma, for it represents and repeats a castration threat. The neuroses of old age are defenses against castration anxiety. Some elderly patients develop narcissistic defences in the ageing process as Hess discusses in his “King Lear and some anxieties of old age” (1987). He describes his patients who developed narcissistic defences when they faced their ageing and mortality after suffering from physical or neurological illnesses. He highlighted a fundamental anxiety of old age: the dread of being abandoned to a state of utter helplessness. The fears are not only loss of a spouse or loved object, but also loss of an organizing and containing part of self. This state is felt to be caused by the catastrophes of old age, such as stroke, injury, illness and dementia. The defence against this anxiety is often a narcissistic tyranny. Ageing is experienced as a narcissistic injury which contains the threat of helplessness, dependency and loneliness. The elderly person develops an extremely autocratic and tyrannical control of people around him in order to defend against the anxiety related to his real or anticipated loss.

It is not rare to find anxiety about ‘being alone’ in demented patients. Evans (2004) described a series of patients who appeared to have lost “the capacity to be alone”. In the dementia process, this kind of relative early anxiety relating to the loss of an internal object, or to an impaired ability to retain previously introjected good objects, is a result of a more haphazard destruction of neurons as occurs in vascular dementia, especially that of the sub-cortical area. She considered there might be a connection with this kind of dementia and the role of the orbito-prefrontal cortex which is implicated in the development of attachment behaviours (Fonagy and Target, 2005).

3. The Limitation of Psychoanalysis with Elderly Patients

· Limited time

It is common for an analyst to be aware of the time limits within which he and his elderly patient have to work. This may impose both a stress on work as well as an incentive. The continuance of psychoanalytic work may be influenced by the changes of later life, such as deteriorated physical condition or retirement, even death. Some elderly patients may behave as if they had the same span of time before them, leaving their analyst to carry the urgency of their situation, and denying their actual position in their life cycle.

However, the limitation of time is not specific to elderly patients. Life events happen and change our plans all the time. Children, adolescents, and young adults may need to terminate their psychotherapy due to change of life tasks which concern studies, jobs or marriage. The number of relevant publications (King, 1980; Coltart, 1991) which report long-term (more than five years) psychotherapy with elderly patients supports the view that long-term psychotherapeutic work is possible with old people.

· Physical deterioration

In her paper ‘Working Psychotherapeutically With Older people’(1989), Davenhill points out that the absence of old people referred for psychotherapy highlights the fact that people older than 65 are no longer counted as “adult”, and are consistently not referred for what might be termed a “talking through” approach for whatever emotional difficulties they face. The psychological tasks faced by people in later life and difficulties arising with such tasks often involve a change of discourse “from the language of human experience to the language of biological deterioration”(Salmon, 1989). When an elderly person has been referred to the medical system, his/her physical and environmental problems and deteriorative organic progress consume all the attention of staff who take care of them to the degree that the psychic distress is often barely touched or recognized. There is a tendency to deal with problems in older people by manipulating their external world at the cost of ignoring the psychodynamics of the conflict which usually occur simultaneously in the person (Crusey, 1986).

Does physical deterioration really stop people from thinking? Freud is himself an example that this is not the case. Despite suffering from the painful oral cancer in February 1923 (he was 67 years of age) and receiving numbers of operation after that, Freud kept working until he died in 1938. Actually, the physical pain and suffering did not stop his mind from working, they broadened his theory of mind. We should not underestimate the importance or influence of an elderly patients’ physical condition, but physical deterioration doesn’t necessarily mean mental restriction. The psychoanalytic approach can be helpful in understanding the deepest human emotions.

· Practical Situation

Try to imagine a ninety-year-old male patient coming into the consulting room in a wheel chair and having a collar on his neck for support. When he stands up slowly and tries to move himself to the couch, his body shakes severely and he can hardly hold the Zimmer frame because of his tremor. The analyst starts to worry that the patient will fall and needs to suppress the impulse to help the patient physically. It must be a nightmare to work with a very old patient in poor physical condition. The influence of real limitation in very old patients should be evaluated. We need to assess the patient’s motivation, the availability of transport, the main caregiver’s attitude, the patient’s mental status and physical condition. The high frequency of sessions, the use of couch and other aspects of the setting of psychoanalysis are not suitable for every elderly patient. Actually, we could or should not be intervening with a depth psychological approach to every elderly person, but it can be helpful to be able to understand and make some sense of what is going on in the person’s internal world. However, the patient’s condition permitting, there is no age-limitation in using the traditional psychoanalytic setting.

4. Transference and Countertransference in Psychotherapy with Old People

· Transference issue in psychotherapy with elderly patients

The concept of transference is, to my understanding, the process by which a patient relives unconscious conflicts, traumas, phantasies, and past relationship in the present psychoanalytic relationship. Under the powerful influence of the repetition compulsion, the patient re-experiences past situations and relationships with strong emotions in relation to his analyst, who is then felt to be the person responsible for whatever distress the patient is re-experiencing. Transference is regarded as a useful tool to understand the patient’s unconscious. The symptoms of the patient’s illness are given a new transference meaning and his neurosis is replaced by a “transference-neurosis” of which he can be cured by the therapeutic work. The transference thus creates an “intermediate region between illness and real life through which the transition from the one to the other is made”(Freud, 1914).

King (1979) suggests that elderly patients may experience themselves, in terms of a psychological time-scale, as quite small and the analyst as older than they are. She concludes that we have to take into account the functioning with different time scales. These may include a chronological time-scale, a psychological one, and a biological one, alongside the time-scale of unconscious processes, which are paradoxically, timeless. Since the unconscious is timeless, the analyst can be experienced in the transference as any significant figure from the elderly patient’s life.

· Countertransference issues in psychotherapy with elderly patients

Wylie and Wylie (1985) suggest that unacknowledged countertransference issues on the part of the therapist may affect the consideration of the possibility of analytic treatment for older patients, and lead to the conclusion that it is unfeasible. Negative attitudes towards the psychoanalytic treatment of elderly patients may be a result of the analyst’s self-deceptive assumption that older patients would be unwilling to trust a therapist who is much younger than themselves (King, 1980).

In the countertransference situation, younger analysts are unconsciously confronted with parental figures when they work with older analysands. Abraham identified the countertransference distortion, stating:”[It] places the therapist in the position of the child with respect to a weakened parent in need of help” (Abraham, Kocher, & Goda, 1980). It is also important to acknowledge a kind of negative therapeutic reaction which might develop in order to avoid therapeutic improvement (King, 1980). King linked to the elderly patients’ fantasy that by avoiding change, they will be out of time and therefore avoid ageing and death. They may unconsciously believe that if they can manage not to be part of life, they will not die. This reaction from elderly patients can be difficult for the analyst to manage emotionally, because these patients also subtly convey the impression that the analysis is keeping them alive. This can also result in difficulty in terminating analyses with elderly patients. King (1980) also suggests it is possible to work through this phase, if it can be understood that the analyst is being made to carry his patient’s guilt for having (as he felt) left his own parents to die.

Conclusion

In this thesis I have attempted to explore ageing, death and clinical work with elderly patients from psychoanalytic points of view. I start by discussing anxiety related to ageing and death. Freud’s and Klein’s concepts of death and anxiety related to death are addressed. Freud acknowledges the impact of Man’s awareness of his own mortality and suggests that  Man unconsciously denies his own mortality. However, by contrast, Klein assumes an unconscious awareness of death. My attempt here is to emphasize that people’s attitudes towards death are markedly influenced by their unconscious knowledge of, or relationship to, death.

Following this, I have attempted to throw light on defences which are used to defend against anxieties of caring for old people in institutions. Many authors point out that defence mechanisms are used in organizations because of the painful feelings arising from the work of caring for old patients. The frustrations come from the internal world as well as the external world. In working with elderly patients, staff are confronted by their own castration anxiety and guilty feelings when the wishes to repair fail, as inevitably they must in working with frail elderly people. My own observational experience also showed me  how powerful the unconscious is and brought home to me the importance  of containing both staff and patient’s distress in the institutional setting.

In final part of my paper, I discuss the problems of applying psychotherapy to elderly patients. Although the number of relevant publications has increased, compared with other fields of application of psychoanalysis, the treatment of old people remains a relatively neglected area. The reasons for this are in fact to be sought in deeply rooted prejudices about ageing, and in countertransference problems. Considering the elongation of the life span in modern society, it is important to apply psychoanalysis to the care of middle aged or elderly patients. I also discuss the main themes in working psychotherapeutically with people in later life. The limitation of an elderly patient’s time, physical condition and practical situation are also addressed. 

“It is never too late to become the person you might have been.” Eliot’s wise remark provides an optimistic basis for a psychodynamic understanding of ageing and psychoanalytic work with old people. After reviewing the literature, I find that psychoanalytic points of view provide a useful approach to the issues of ageing and death. I also try to convey the opportunity to make sense of the difficult work of caring for elderly patients that a psychoanalytic understanding can provide. As for the analysability of elderly patients, I believe that it is never too late to explore a person’s internal world which lies within the person’s core.
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附錄（四）：老人動力取向治療理論課程時程表與閱讀材料

	Autumn Term       Core Psychoanalytic Concepts

	Week 1
	Historical and Cultural Overview: past developments, current concerns

	Abraham, K 
	The applicability of psychoanalytic treatment to patients at an advanced age. (1919)  In‘selected Paper on Psychoanalysis’ by Karl Abraham, Maresfield Reprints,1979.

	Freud, S
	On Psychotherapy. S.E.7,London, Hogarth Press.(1905)

	Speaker:
	Rachael Davenhill

	Week 2-3
	Early development and psychic reality in old age

	Waddell, M
	Inside Lives:　Psychoanalysis and the development of the personality.  　　　London,　Karnac(2002)

	Speaker:
	Dr Margot Waddell

	Week 4
	The Unconscious

	Freud, S.
	The Unconscious(1915) 

In: Standard Edition. Vol 14. London, Hogarth Press

	Speaker:
	Rachael Davenhill

	Week 5
	Anxiety and Defence Mechanisms

	Freud, S
	The Concept of Repression
S.E.12. London, Hogarth Press.(1915)

	Speaker:
	Rachael Davenhill

	Week 6
	Transference

	Freud, S
	Remembering, repeating and working through.
S.E.12. London, Hogarth Press.(1914)

	Freud, S.
	Fragment of an analysis of a case of Hysteria.
S.E.12. London. Hogarth Press.(1905)

	Speaker:
	Rachael Davenhill

	Week 7
	Countertransference

	Heimann, P.
	On Countertransference
International Journal of Psychoanalysis. 37:360-6(1950)

	Winnicott.D.W.
	Hate in the Countertransference
International Journal of Psychoanalysis. 30:69-74(1949)

	Speaker:
	Rachael Davenhill

	Week 8
	Projection, Introjection and Projective Identification

	Hinshelwood, R
	Introjection and Projection.
Chapter 2 in:｀Clinical Klein’.

	Speaker:
	Rachael Davenhill

	Week 9
	Containment and Old Age

	Davenhill, R
	No truce with the Furies:the importance of containment in the provision of nursing and residential care for people with Dementia.Journal of Social Work Practice.1998.12.2.149-157

	Van Dongen,E.
	It isn’t something to Yodel about,but it Exists!Faeces,nurses,social relations and status within a mental hospital(2001).Aging and Mental Health.5.3. 205-215

	Background reading

	Bion, W. R.
	A Theory of thinking(1962)
International Journal of Psychoanalysis. 43, pp306-310

	Speaker:
	Rachael Davenhill

	Week 10
	Visit to Freud Museum

	Overview


	Spring Term   Depression, Trauma and suicide in old age

	Week 1
	Loss and Mourning

	Wittenberg,G
	Psycho-Analytic Insight and Relationships:A Kleinian Approach.Chapter 3-Anxieties relatedto loss and mourning.  1970

	Speaker:
	Mrs Isca Wittenberg

	Week 2
	Mourning and Melancholia

	Freud, S.
	Mourning and Melancholia.(1917)
Standard Edition. Vol. XIV

	Klein, M
	Mourning and its Relation to Manic DepressiveStates,Love,
Guilt and Reparation. pp 78-106
London Hogarth Press(1940).

	Speaker:
	Rachael Davenhill

	Week 3
	The Psychodynamics of Depression

	Rey, H
	The Psychodynamics of Depression.
In’Universals of Psychoanalysis in the Treatment of Psychotic and Borderline States.’1994.Chapter 11. Edited by Jean Magagna. Free Association Books.

	Speaker:
	Mr Cyril Couve

	Week 4
	The Treatment of Depression in Old Age Service-Quality containment for patients and staff

	Ardern, M.
	Psychodynamic Aspects of Old Age Psychiatry.  Chapter 18 in｀Everything you Need to know About Old Age Psychiatry…’Edited by Robert Howard. 1999. Wrightson Biomedical Publishing Ltd.

	Speaker:
	Dr Mark Ardern

	Week 5
	Integration & Disintegration in the Workplace

	Zagier Roberts, V.
	Till Death Do Us Part: Caring and Uncaring in Work with the Elderly. Chap 8.

	Dartington, A.
	Where Angels Fear to Tread:Idealism , Despondency and the Inhibtion of Thought In Hospital Nursing. Chap 11. In ‘The Unconscious at Work: Individual and Organizational Stress in the Human ServIces.Editors Obholzer, A & Zagier Roberts, V.

	Speaker:
	Cheryl Holman & Charlotte Ashburner

	Week 6
	Suicide and Old Age

	David Bell
	Who is Killing What or Whom? Some notes On the Internal Phenomenology of Suicide. Psychoanalytic Psychotherapy 2001 .15 (1) 21-37

	Speaker:
	Dr David Bell

	Week 7
	Trauma

	Garland, C.
	Understanding Trauma: A Psychoanalytic Approach.Tavistock Clinic Series. Duckworth. (1998)

	Speaker from Unit for The Study of Trauma

	Week 8
	Narcissism

	Hess, N.
	King Lear and some Anxieties of Old Age. BritishJournal of Medical Psychology. 1987.60.209-215

	Speaker:
	Mr Noel Hess

	Week 9
	Loneliness

	Klein, M.
	On the Sense of Loneliness. In: The writings of Melanie Klein. Volume 3 ‘Envy, Gratitude and Other Works’. 1975. London, Hogarth

	Speaker:
	Mr Noel Hess

	Week 10
	Overview


	Summer Term  

Psychotherapeutic Interventions in Depression and Dementia

	Week 1
	A Psychodynamic Approach to Assessment in Old Age

	Hinshelwood,B.
	Psychodynamic Formulation in Assessment for Psychotherapy.

British Journal of Psychotherapy. 1991.8.2.166-174

	Speaker:
	Rachael Davenhill

	Week 2
	Individual Psychodynamic Psychotherapy

	Davenhill,R.
	Working psychotherapeutically with older people.Clinical Psychology Forum. 1989.23.27-31

	Martindale,B.
	Becoming Dependent Again: the fears of some elderly people and their younger therapists. Psychoanalytic psychotherapy. 1989.4.1.67-75.

	Speaker:
	Rachael Davenhill

	Week 3
	Group Psychotherapy with Older People-Part 1

	Speaker:
	Francesca Hume

	Week 4
	Group Psychotherapy-Part 2

	Speaker:
	Francesca Hume

	Week 5
	Couples, Psychotherapy & Later Life

	Speaker:
	Andrew Balfour&Ann Amos

	Week 6
	The Containment of Staff and Patients in an Old Age Service- Part 2

	Garner J.
	Dementia: An Intimate death. British Journal of Medical Psychology, 1997, 70(2),177-184.

	Speaker:
	Dr Jane Garner

	Week 7
	Institutional Abuse of Older Adults

	
	Institutional Abuse of Older Adults. Council Report CR84.Royal College of psychiatrists 2001

	Speaker:
	Dr. Jane Garner

	Week 8
	National Service Framework for Older People-Falls

	Speaker:
	Rachael Davenhill

	Week 9
	Race and Culture

	
	Dementia matters-Ethnic Concerns
Film and Discussion

	Week 10
	Overview
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