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“We Never Talked About Sad Things”: 

 A Case Study of a Patient with Severe Separation Anxiety, OCD and Personality 

Disorder where Self Boundary Development has been Impaired 

By Sharni Brodesky 

SUMMARY 

An essential and integral aspect of a healthy and maturely developed self is a sense of 

boundedness, or self- boundary; without clear boundaries, the sense of self remains under-

developed, fragile and more vulnerable to fragmentation or personal breakdown.  

An effective personal boundary can be thought of in a functional sense as the ability to 

maintain a sense of cohesion in the face of the experience of separation and loss in relation to 

significant others. It can also be understood in a conceptual sense, for example, that a person 

conceives a boundary between an inner world of self and outer world of non-self and realizes 

the clear distinction between them. The extent to which a person conceives themselves as 

separate and bounded will directly impact an individual’s capacity for interpersonal 

relatedness, and how an individual navigates and manages interpersonal boundaries and 

interactions.  

An individual with a well-defined sense of self with clear boundaries will have greater capacity 

to establish a relationship in which both people can be uniquely themselves and be intimately 

related. Since such an individual can sense their separateness when together, this creates 

opportunity and space for the emergence of connection, intimacy and recognition of other. A 

well defined sense of self can also lead to a sense of aliveness and personal cohesion when 

alone.  

On the other hand, a poorly developed boundary can interfere with the ability to relate to 

others and function optimally.  

Specifically a self system without a clear boundary can be characterized by severe anxiety, 

separation fears, features of Obsessive Compulsive Disorder (OCD), magical thinking, 

ruminations, doubt, privacy concerns, derealisation, general anxiety and may involve a 

personality disorder with dependent or avoidant features (Meares, 2010, personal 

correspondence). A common theme amongst those diagnosed with such disorders is the 

marked impairment in the capacity to function particularly around interpersonal boundaries. 
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The following paper focuses on the treatment of a female patient in her early 50’s, Annie, who 

presented with a seemingly irresolvable predicament reflecting a poorly functional self-

boundary; on the one hand, she experienced a painful, almost paralyzing dysphoria arising in 

response to being alone, or even the thought of being alone, whilst on the other hand, prone to 

personal breakdown particularly in the presence of others. This was triggered by the 

devastating impact of her mother’s death 15 years prior to the start of therapy. She was 

struggling to manage this dilemma, which compounded over time in to severe anxiety 

accompanied by depression.  

She also presented with features reflecting a self system without a clear boundary including 

OCD, separation anxiety, avoidant and dependent personality disorders, etc., previously 

described. Annie’s symptoms are considered through an explanatory framework which sees 

impairment in self boundary formation as a possible underlying mechanism or source of 

disturbance, as proposed by Meares (1988, 2001).  

This paper traces Annie’s presentation at the start of therapy to earlier developmental 

traumata, stemming from her care environment that may have impeded the development of a 

robust and bounded sense of self. A pervading pattern in her upbringing was marked 

overprotection involving a continual avoidance of processing grief and loss, as well as a lack of 

empathic attunement, particularly around her states of pain and distress. Meares (2001) has 

proposed that such features of the caregiver environment will disturb boundary formation. 

This concept has largely been ignored in the current theoretical climate surrounding treatment 

of the above mentioned disorders (e.g. OCD, Cluster C personality disorders, separation anxiety, 

etc). For example, whilst the current recommended form of treatment for OCD is 

pharmacological combined with behavioural therapies, specifically CBT (Benns-Coppin, 2008; 

Bristol, 2001, McGehee, 2005), approximately 40% patients remain resistant to these 

treatments (Benns-Coppin, 2008). Alternative additional approaches are deemed necessary. 

There are powerful implications for treatment of such disorders when the therapeutic focus is 

on strengthening self-boundary, or personal boundedness, rather than a focus on the 

pathological symptoms (Meares, 1994).  

The Conversational Model was used to provide this style of approach. Treatment focused on 

intervention techniques vital for the development of a mature self-boundary, namely 

enhancing the sense of inner life; fostering a distinction in the conception between ‘inner’ and 

‘outer’ in order for realization to occur; and third, fostering the use of transitional phenomena. 

Transcripts are provided from sessions to demonstrate improvements in the self system, and a 

decrease in symptoms.  



3 

 

 

INTRODUCTION 

To reach a definition of self-boundary is not simple, “since self is not a thing, neither is its 

boundary” (Meares, 1986, p. 87). According to Russell Meares (personal correspondence, 

2010), a mature conception of self boundary is the idea that an individual conceives of their 

own inner world as somehow separate and distinguishable from external or objective reality. 

With the child’s attainment of the milestone of privacy or secrecy, around age 3.5-5.5 years 

(Meares, 2005), there emerges a number of important dualisms, indicative of a more mature 

self boundary: “First, there is a distinction between subject and object in the social world; 

others are not merely parts of a personal universe. Second, there is a distinction between 

thoughts of things and those things themselves. Third, there is an awareness of a dualism in the 

inner world in which also subject and object are sensed” (Meares, 2005, p. 13). These advances 

have been referred to elsewhere as “the evolution of intrapsychic autonomy” (Mahler, 1971, p. 

406), as well as “differentiation, distancing, boundary-structuring, and disengagement from 

mother” (Mahler, 1971, p. 406). 

On the other hand, where there is a deficit in self boundary formation, the child or patient has 

an idea that the world is not quite different from them. Mahler’s (1958) words clearly resonate: 

“Inner and outer reality are fused because of the incohesive boundary formation of the self” (p. 

78). In normal development, a child prior to the milestone of ‘secrecy’ (see Meares & Orlay, 

1988) possesses only a ‘self in potential’ which is unable to clearly distinguish between 

psychological and physical events; between itself, the world and the people in it. This leads to 

magical thinking where the child, for example, believes that he can move the pendulum by 

moving his body back and forth (Meares, 1980). The idea that self boundary is incomplete 

during this developmental period is widely supported in earlier psychoanalytic literature 

concerned with the emergence of self (Bick, 1968; Kohut & Wolfe, 1978; Mahler, 1967; Piaget, 

1973; Spitz, 1950; Stern, 1985; Winnicott, 1971). Mahler (1967), for example, used the term 

‘symbiosis’ to describe “that state of undifferentiation, of fusion with mother, in which the "I" is 

not yet differentiated from the "not-I," and in which inside and outside are only gradually 

coming to be sensed as different” (p. 741).  

This ‘self in potential’, which is primarily externally oriented or ‘stimulus bound’ (Meares, 2005, 

p. 17) is extremely vulnerable. It is physiologically and sociobiologically dependent (Mahler, 

1967) upon others for survival, growth and psychological integration (Bick, 1968).  Appropriate 

engagement by the mother and other caretakers, in response to the infants’ bodily sensations, 

its rudimentary attempts to engage, and during the infant’s exploration of the object world, 
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forms the basis of what will later be ‘self’ (Meares, 2005). Failures in these areas will inhibit the 

progression of self and self-boundary development. Mahler (1958) describes such a failure in 

the following way: “The separation-individuation phase is vulnerable in any child's life. If the 

struggle is lost, as in symbiotic psychosis, fragmentation of his ego has as its consequence a 

complete breakdown of integrative functions on all levels” (p. 79). The failure to appropriately 

engage during this early phase in self boundary development, and the resulting impact on the 

self-system in adulthood, are the central themes explored in this paper.  

Russell Meares has made a monumental contribution in his refreshing revival of this compelling 

approach in his works on boundary formation (1988), the origins of separation anxiety (1986) 

and Obsessive Compulsive Disorder (1994; 2001). He links disturbances in the early 

developmental processes of self boundary formation with various disorders of self where 

archaic vestiges of childhood or pre-operational thinking are found to continue in to adulthood. 

He attempts to shed light on how these vestiges of childhood thinking might contribute to the 

experiences of adult separation anxiety, magical thinking, features of OCD, etc, through a 

cognitive developmental approach, and how the developmental context specifically contributed 

to these particular disturbances. This simple idea has wide ranging implications for 

understanding and treating disorders such as OCD that have become surrounded by an attitude 

of despair in the psychotherapeutic arena (Meares, 2001; Brandchaft, 2010). Meares ideas form 

the central basis of this paper. 

The question of how a disturbance in self boundary development might contribute to certain 

pathological features can be demonstrated. For example, as mentioned, if an individual 

suffering from a deficit in self boundary senses no clear “distinction between thoughts of things 

and those things themselves”, then magical thinking will occur. Freud (1913) termed this 

feature “omnipotence of thoughts” (p. 84), where thoughts themselves seem to have physical 

or magical powers. In the case of an OCD sufferer, for example, the individual, sensing 

overwhelming threat from the power of his/her own thoughts, as well as being at risk to 

malignant universal forces, “constructs a magical counterworld” (Meares, 2001, p. 295), built 

with rigid rituals and controls, in order “to protect himself from the dangers that seem to 

besiege him” (Meares, 2001, p. 295).  

The failure to adequately conceive a personal and interior zone that is distinct from the outer 

world may also be reflected in the individual’s chronic concerns with privacy and feeling 

exposed; another manifestation may be the experience that thoughts are substantial or 

material. An example of the latter feature may be that the loss of a loved one is felt as concrete 
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and threatening. As one patient desperately described, “When someone close dies, it is as 

though a piece of me dies too”, fearing for her own survival. 1 

Separation anxiety in adults can also be understood partly as stemming from incomplete or 

immature self-boundary development. A close examination of the cognitive developmental 

processes around 7 months of age, when separation anxiety first emerges, brings this idea to 

light. Separation anxiety may be understood as the first demonstration of an awareness of self-

existence, that is, the very beginnings of an emergent sense of self as a separate entity, distinct 

from objects or any other part of the infants’ universe (Meares, 1980; 1986). However, the 

most significant object, the mother, is still felt as an integral part of the self system (Spitz, 1950, 

Freud, 1914)2. When mother leaves the room, it is as though a vital part of the infants self is 

taken away, or ‘annihilated’, to use Mahler’s words (Meares, 1986).  

Piaget’s (1973, cited in Meares, 1986) studies around the development of the distinction 

between external and internal, reviewed by Meares (1986), contribute to this idea. Objects play 

a crucial role in the fledgling sense of self. For the infant, objects and thoughts are merged from 

the beginning of life; thoughts seem to be made of material substance that composes them. As 

the child’s awareness begins to develop, a distinction between self and object develops; the 

child’s sense of self is not the things anymore, rather, he is aware of his thoughts being 

separate from the things. The objects in the child’s world, however, still have a highly subjective 

value because he invests them with aspects of his own mental life. Meares (1986) connects this 

latter stage to the production of anxiety: if the object disappears, specifically, the mother 

figure, so might the thought, leaving emptiness or loss of matter which “may be experienced as 

a threat to the integrity of an emergent core of self” (p. 83).  

Mahler’s (1952) observations of separation anxiety in older child patients diagnosed with 

‘symbiotic psychosis’ further demonstrates the significant role of incomplete boundary 

formation. Her formulation is as follows: “The mental representation of the mother remains, or 

is regressively fused with—that is to say, is not separated from the self. It participates in the 

delusion of omnipotence of the child patient” (p. 287). A compelling feature of symbiotic 

                                                             
1 This phenomenon echoes Kohut’s idea of disintegration anxiety, or the fear of psychological annihilation, where 

an unhealthy self is depending on the self object to do what those undeveloped intra-psychic structures cannot do 

(Baker & Baker, 1987, p. 5). 

 

2
 Freud (1914) called this aspect of development ‘narcissistic identification’, describing the initial relating to an 

object outside of oneself that treats the object as an extension of oneself. 
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psychosis, described by Mahler, is the demonstration of panic reaction when mother leaves the 

room, accompanied by loss of personal identity, alienation and withdrawal from reality.    

This certainly resembles the experience of severe separation anxiety demonstrated by adult 

patients with disturbances of the self, such as certain personality disorders, attachment 

disorder, and severe anxiety disorders. For example, patients with separation anxiety tend to 

become increasingly fragmented around breaks in therapy, session endings, etc. There is a 

sense that the therapist, like the primary object for the infant, is becoming an integral part of a 

self system that senses the threat of annihilation around separations and reunions, as though 

an early unresolved trauma is repeating itself.  

In keeping with this perspective, one could review Freud’s concepts of narcissism and 

melancholia in the light of incomplete boundary formation. Freud describes these disturbances 

as stemming from the inability to experience a love object as separate from oneself (1914, 

1917). In a review of Freud’s ‘Mourning and Melancholia’, Ogden (2002) suggests melancholia, 

or pathological mourning, arises as a result of a disruption occurring along the developmental 

continuum from primary narcissism to an increase in the recognition of the otherness of the 

object (Ogden, 2002)3. By placing pathological mourning in the framework of an impaired self 

boundary, it may shed light on understanding why some patients have difficulties with grieving 

as a process or seem unable to move on and instead, perpetually hold on to the love object and 

continue to re-experience the raw emotions around their losses. An individual lacking an 

adequate sense of self due to deficiency in self-boundedness may be too fragile or vulnerable 

to integrate new and difficult information, particularly involving separation or loss. As a result, 

avoidant mechanisms (e.g. denial, etc) come into play, safeguarding the self from complete 

personal breakdown, which may be too overwhelming and traumatic. In this way, the 

distinction between inner and outer reality remains blurred. Such patients may discuss a passed 

away family member as though they are still alive, believe a dead relative may return, hostile 

                                                             
3 Freud (1917) suggested the resulting pathology involves the person not being able to come to terms 

with the loss of the object, including real loss by death, but above and beyond that “all those situations of 

being slighted, neglected, or disappointed…”(p. 251). Rather than the process of coming to terms with 

reality taking place in a digestible fashion (as is the case in regular mourning), “the melancholic does not 

have the capacity to disengage from the lost object, and instead and instead evades the pain of loss 

through regression from narcissistic object relatedness to narcissitic identification” (Ogden, 2002, p. 775). 

Freud (1917) summarises “so by taking flight into to the ego, love escapes extinction” (p. 257). Of interest 

here is that the pathology Freud describes is rooted, according to him, somewhere in early development, 

as a disruption during the formation of self-boundary.  
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towards others who raise the issue or associated with the loss, and may feel as shocked or 

overwhelmed as though an event that occurred years ago just happened.  

 This resembles closely Winnicott’s (1953) ideas of the process of illusionment/ disillusionment, 

the engagement “in the perpetual task of keeping inner and outer reality separated yet 

interrelated” (p. 90). Winnicott (1953) also identifies pathological self systems that result when 

things go wrong particularly during the weaning process, to use his terminology, from 

“omnipotence” to “realization”. He identifies three categories of pathology resulting as an 

outcome of disturbance during a disrupted development of self boundary:  addiction, fetish and 

pseudologia and thieving. 

Self systems with poorly formed self boundary may be identified in therapy by various 

compulsions, or obsessions to ward off any form of loss, and/or concrete attempts to hold on 

to the relationship. These may include the avoidance of using words like “goodbye” or “death” 

or topics involving loss (Main, 1993); the attempt to extend sessions; increasing fragmentation 

toward session endings and breaks; hording; excessive use of cameras and other recording 

devices; attempts to take objects away from sessions (e.g. disposable cup). In an extreme case, 

a patient once brought in a recently dead pet in a basket, wrapped in a blanket. 

The question begs: what would be the nature of a developmental context or environment that 

would specifically disrupt the formation of a mature self boundary to the extent that it is 

chronically impeded, revealing a self system featuring vestiges of childhood thinking that have 

remained so well in tact in to adulthood? As Meares (2001) phrases it “what might be the origin 

of a deficiency in the formation of a conception of self as bounded?”(p. 196). 

The first aspect identified by Meares (2001) is that of “marked parental over-protectiveness” (p. 

289). He clarifies this statement by qualifying that the overprotection that underlies magical 

thinking involves parents accommodating to the child’s conception of others as extensions of 

self. Rather than testing out the environment, and discovering realities other than the one that 

was assumed or supposed, which involves interchange, risk taking and the discovery of 

objectivity, the individual presumably has been sheltered to the extent that this has not taken 

place, and discovery of his/her own subjectivity also has failed (Meares, 2001).  

The evidence stemming from attachment research appears to support the notion that parental 

over-protection may impede self boundary development, although the idea of how the 

attachment relationship contributes to self-boundary development has not been addressed 

directly. For example, Bowlby’s (1973) major work on attachment, loss and separation anxiety 

suggests that family environments involving control through overprotection or rejection are 
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likely to account for anxiety and over-dependency. Indeed, Dozier, Stovall-McClough & Albus 

(2008) in their review on attachment-related experiences and later anxiety disorders reported 

evidence suggesting that most people with anxiety disorders describe parents as controlling, 

and that “those who engaged in dependent or passive-aggressive behavior reported their 

mothers had been overprotective” (p. 727). Other recent studies (Turgeon, O’Connor, 

Marchand & Freeston, 2002; Lennertz, Grabe, Ruhrmann, Rampacher, Vogeley, Schulze-

Rauschenbach, Ettelt, Meyer, Kraft, Reck, Pukrop, John, Freyberger, Klosterkotter, Maier, Falkei 

& Wagner,  2010) investigating the parenting styles of OCD sufferers, as well as those with 

other anxiety disorders, reveal a close association between perceived parental over-

protectiveness or control and anxiety disorders in adulthood.  

Another way over-protectiveness may manifest in the developmental context is that the child 

has not been allowed to develop autonomy, for example, because the parent has anticipated 

the child’s feelings before the child’s discovered his/her own feelings, thus intruding on the 

emergent sense of self. Mahler’s (1952) observations reflect this idea: “in symbiotic cases the 

adult partner very often seems to be able to accept the child only as long as it belongs as a 

quasi-vegetative being, an appendage, to her or his body” (p. 292). It is interesting to note 

Main’s (2000) linguistic analyses of interviews with parents classified as having ‘preoccupied’ 

attachment ‘states of mind’. The children of these parent’s were classified as having insecure 

(resistant/ ambivalent) attachment behavior, which is most strongly associated with anxiety 

disorders later in life (Dozier, et al, 2008). “Their parents appeared too preoccupied with their 

own current/ early relationships with their own parents to clearly describe or evaluate them” 

(p. 1079), and discussions with them included “subtle self/other confusions” (p. 1079), 

indicating blurred self boundary. Main (1993; 2000) noted Ainsworth’s informal observation 

that this group of mothers also seemed to discourage autonomy.    

Caregiver overprotection may also extend to avoiding topics that they themselves have not 

processed or accepted, that may be sensed as threatening or feared, for example, grief and 

loss. This may lead to phenomenon where children decipher their own answers and versions of 

stories where they may place themselves in a position of culpability and blame for a loss where 

no other explanation is given. These may include having magical powers to harm. Although 

developmentally children pass through such a stage of magical thinking and omnipotence of 

thoughts, the process of developing a more realistic understanding of the distinction between 

inner and outer, and the limitations of their thoughts and powers, particularly as children are 

gradually exposed to realities of life, needs to be ‘dosed’ according to the child’s cognitive 

abilities. If however the caregiver’s anxiety interferes with this process of a child gradually 

understanding the limitations of reality according to his/her growing capacities, involving 
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attunement to states of pain and loss, developmental boundary impairment may result. 

Transgenerational trauma may get passed on in this way (Hesse and Maine, 2000). 

The second component of the developmental context raised by Meares (2001) is lack of 

empathic attunement by the caregivers to core aspects of the emerging “nuclear self” or self in 

potential. Winnicott’s (1971) ideas resonate closely, that in order to begin to be able to develop 

a sense of separateness, one must first have an adequate experience of illusion and the sense 

of being merged with mother. This suggests that only when care giving conditions are good 

enough, meaning the mother is adapting closely, and is sensitive to, the infant’s needs, can the 

process towards the next stage of self boundary development, proceed. Stayton & Ainsworth’s 

(1973) attachment findings have also highlighted the importance of maternal responsiveness 

for the developing child: “Frequent separation protest was found to be related significantly to 

maternal unresponsiveness to crying and insensitivity to signals generally” (p. 233), which, they 

presumed would lead to a reduced trust in the mother to arrive when needed. Indeed, Bowlby 

(1973) argued that in order for there to be a reduced susceptibility to fear, ‘responsive’ and 

‘accessible’ caregivers are required. However, according to Meares (2001), the consequences of 

parental failure to respond adequately to the developing child go well beyond this point.    

One such consequence of an unempathic environment is an emergent lack of certainty or 

realness of the inner zone, resulting from parents’ inability to tune in to “the most personal 

zone of the child’s experience, which is a feeling-state” (Meares, 2001, p. 299). The child’s 

growing sense of reality is meant to be completed by the parent. Meares (2001) points out the 

dilemma facing the child if their experience is not completed by the parent, if the parent does 

nothing when the child turns expectantly to them: “The individual’s confidence in the reality of 

his or her experiences, including memories, is diminished” (p. 300). Mahler (1967) discusses 

similar consequences on an individuating child when the parents fail to provide “a reliable 

frame of reference for checking back, perceptually and emotionally”, the result being “a 

disturbance in the primitive "self feeling” (p. 479). Compounding this, empathic failure is often 

coupled with extreme forms of hypocrisy and ambiguity in the family unit, described in a 

psychodynamic review of OCD by Barnett (1971, cited in Meares, 2001): “Hostility, rejection 

and power struggle beneath the façade of loving care and concern, as well as avoidance of 

crucial aspects of their life, may be part of the dynamic” (p. 338). Hence, doubt and 

derealisation, and consequently, ruminations, become central features in those suffering 

anxiety disorders, particularly OCD. If the more difficult but crucial aspects of life are chronically 

and pervasively avoided, such as death, loss and separation, hence becoming the elephants in 

the room, the sense of self can be detrimentally weakened and subject to personal breakdown.  



10 

 

Another consequence of lack of attunement is the creation of an intrusive, unconscious 

traumatic memory system that knocks “out the experience of self” (Meares, 2001, p. 303). 

Trauma is experienced as a result of a breakdown of personal being, originally caused by 

chronic mismatching of the infant’s personal experience. According to Meares (2001), the 

trauma system seems to be activated automatically, by contextual cues, and “the contents of 

this system are malignant, telling the patient, for example, that he or she is bad, useless, ugly, 

stupid, or the like” (p. 301). Brandchaft (2010) also gives a detailed account of a pathogenic 

developmental system accompanying obsessional disorders, resulting from the traumatic 

impact of the caregiver’s insufficient accommodation to the needs of the developing child. He 

calls this system ‘pathological accommodation’ whereby individuals feel “compelled to isolate 

themselves from any defining essence of their own” (p. 175) in order to “sustain, maintain, and 

restore the pathogenic child-caregiver contextual system” (p. 171) or attachment bond. During 

therapeutic engagement, such patients may replicate “developmental trauma”, for example, by 

being over-concerned for the therapist’s well being. Finally, when the developmental trauma 

has been chronically disruptive to the emergence of self, a personality disorder with avoidant or 

dependent features is likely to be present (Meares, 2001). 

Treatment necessarily derives from the understanding of the failure of the early care 

environment and its consequences. The aim of therapy for the self system described, with its 

particular manifestations, will therefore be to provide a facilitating environment to enable the 

development of a mature conception of self-boundary. Put simply, what conditions are 

necessary for an individual to move developmentally beyond this conceptual stage of 

egocentricity towards a bounded sense of self? First, the child needs to develop an adequate  

sense of innerness, provided by the caregiver’s attunement and representation of his/her 

affective states (Meares, 2005). In a good enough environment, this process will allow a child, 

at various stages, to understand and digest loss and separation as a part of life, as the child is 

gradually differentiated from his/her environment. Further to this, the child must discover that 

there are realities other than one’s own (Meares, 2001), and this discovery must be ‘dosed’ 

according to the child’s capacity to integrate this information. Winnicott (1971) calls this 

process “disillusionment”. Finally, this process is facilitated by the provision of transitional play 

space and transitional objects. As Meares (2005) points out, the transitional object for a child 

can symbolize the mother, performing a soothing function, as well as providing a screen upon 

which the emergent self is projected. 

Translated in to the therapeutic arena, the first aim should be towards amplifying the inner 

world. This requires engaging and magnifying the individual’s personal, specifically affective, 

experiences via close attunement and empathic responding by the therapist to the material and 

tone that is given. The use of metaphor as well associative, stimulus free language, assist in 
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engaging with the inner world. These strategies will only be affective in the context of an 

ongoing, familiar, consistent framework, where the reliability, safety, and predictable structure 

of the therapeutic frame are stable enough to allow trust to develop. Only upon this basis, in 

relation to a secure enough ‘other’, can the sense of self begin to emerge, develop and 

strengthen. The sense of self must first be robust enough before differences, losses, 

separations, etc, can be psychologically integrated.  

The second treatment focus will be on realisation, that is, to help the individual conceive the 

outer world as separate and not an extension of the self. For realization to occur, the therapist 

must use only the material that is given in the room, in the here and now, and not remain as 

the “omniscient all knowing” therapist, which may encourage magical thinking (Meares, 1994). 

This will allow real differences to emerge between patient and therapist. Kohut discusses a 

similar idea of “optimal frustrations” (Kohut and Wolf, 1978, p. 416), and Winnicott, the process 

of disillusionment, as integral to the process of realization, i.e. obtaining a clear distinction 

between inner and outer realities. Furthermore, the therapist should also encourage “risk” in 

the field of action (Meares, 1994; 2005) which allows “the emergence of an external reality 

through a resonance between inner and outer (Meares, 1994, p. 98). Meares (1994) adds the 

importance of fostering a sense of “ownership of thought” which involves the patient’s 

discovering their inner states and that these states are not freely accessible to others. A 

therapist’s clever insights may be damaging in this sense.  

Finally, drawing on Winnicott’s (1971) and Meares (1986; 2005) ideas on transitional 

phenomena, a third focus must be on the capacity of the individual to “experience” transitional 

phenomena as a form of communication in order to foster the growth of self. The transitional 

experience is necessarily paradoxical, neither wholly inner nor outer, but something of a 

twilight realm somewhere in between illusion and reality. Just as the transitional object 

becomes unnecessary and unimportant to the child when its function is completed, that is, 

what was outer has become inner, the same is expected to occur in therapy. In Winnicott’s 

(1971) words, just as “infant transitions from a state of being merged with the mother to a 

state of being in relation to the mother as something outside and separate” (p. 13-14), so too 

should therapy aim to foster a more robust self in the patient, and ultimately, realisation. In the 

process of working through this stage, the transitional object provides a function of fostering an 

awareness, in the patient, of a dualism in the inner world in which subject and object, self and 

other, are sensed. This capacity reveals the development of a mature self boundary. 

On the other hand, without fostering this capacity to “use” the transitional objects in a creative 

way, the risk is for the already anxious individual to deny the separation, for the self to remain 

fragmented, the loss to remain unintegrated and potential transitional objects to become 
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things that are feared and need to be mastered (Winnicott, 1971), as can be seen in typical OCD 

presentation.    

A case study will be presented to demonstrate the therapeutic utility of these ideas with a 

patient whose developmental history has contributed to a disrupted self-system consistent 

with features described. 
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FORMULATION 

INTRODUCTION, INITIAL DIAGNOSIS AND REFERRAL 

Annie, a chronically unemployed single woman in her 50’s, sought therapy for assistance in managing 

her severe anxiety symptoms and her interpersonal relationships, the latter being strongly shaped by 

her severe separation anxiety due to a painful dysphoria which would arise when alone. She was 

referred through a CBT-based anxiety program and brought to the first session by her community case-

worker. Her referral form listed multiple diagnoses, including generalized anxiety disorder, social anxiety 

disorder, depression, dependent personality traits and a past history of OCD. She had suffered 

numerous losses, most significantly, the early loss of her father from the family household when she was 

a baby and the death of her mother 15 years prior to the start of therapy. Annie lived with her mother 

until her death, never marrying or experiencing an intimate relationship outside the family. Her social 

world consisted of her married brother with grown-up children and three friends, aside from various 

professionals who help her manage aspects of daily life, which she experienced as intensely stressful. 

Annie was living alone with four cats and one dog who provided company and solace. 

Initially, Annie demonstrated ambivalence towards joining the therapeutic relationship. She required a 

few sessions over the phone to establish whether she felt comfortable. Annie described her difficulties 

in leaving her house. She expressed her concern that therapy may fail because it was so hard for her to 

leave her home to attend. Her fear of relying on others, particularly around new beginnings, seemed 

intense. Together we worked out that her ambivalence was tied up with fear of traumatic loss, 

separation and disappointment as seemingly inevitable outcomes of relational engagement. From the 

outset, she also demonstrated her struggle to be alone by bringing a particular case worker who she 

trusted, to the first few therapy meetings. She was fraught over their impending separation due to the 

case worker’s resignation from her position. At the same time, she was preoccupied with how our 

therapeutic relationship would end before it had even begun.  

I made the comment early on that it seemed good timing that we were starting then, given the 

upcoming separation with her case worker. This comment was the first dysjunction between us. I had 

misunderstood her and only gradually discovered that her pain on separation, her fear of fragmentation, 

was a chronic and traumatic condition. It seemed she had never been able to feel safely separate, 

therefore authentic grieving had been replaced by a perpetual preoccupation with warding off the 

spectre of loss, to avoid complete personal annihilation. I had just touched the tip of the iceberg.  As an 

example, some of the comments she made in connection to the loss of her case worker were: “I just 

want to know how she is” and “I don’t think it would hurt her in any way if I tried to contact her, just to 

say hi, not to stalk her or anything like that, just to find out how she is…”. 

 SUMMARY OF PRESENTING ISSUES 

Annie’s voice was timid and girlish. On the one hand, she described a strong longing for connection, 

closeness and intimacy, yet, on the other hand, she would become highly anxious and distressed during 

and following most social situations. She felt powerless to resolve this dilemma, and was exhausted, 

worn out and depressed by her predicament. The closeness she longed for had intensified since the 
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devastating loss of her mother. Annie had desperately attempted to manage her increasingly distressing 

loneliness over the years by actively seeking out and engaging others, such as bookstore employees over 

the phone, and later on, various counsellors or social workers, albeit fairly unsuccessfully. Initially, she 

tended to idealise the close person, believing they would help ease or end the pain. At some point, 

however, she always seemed to ‘wear others out’ and each relationship would end somewhat suddenly, 

with usually the other party refraining from contact. She felt repeatedly devastated, betrayed, 

abandoned, let down and deeply disappointed, yet simultaneously guilty and overwhelmed regarding 

her overbearing nature. 

Compounding her difficulties with being alone was Annie’s struggle to cope with interpersonal 

interactions, particularly following dysjunctions. Interactions where Annie felt diminished in some way, 

often unbeknownst to the other, could lead to a state of complete personal and relational breakdown.  

FORMAL DIAGNOSES 

Annie’s Diagnoses and Differential Diagnoses. 

Annie’s referral form reported multiple diagnoses: social anxiety disorder (SAD) or severe social phobia, 

generalized anxiety disorder (GAD), depression and dependent personality disorder. Although initially 

not a primary diagnosis, Obsessive Compulsive Disorder (OCD) with poor insight or Over Valued Ideas 

(OVI) was subsequently added as a primary diagnosis over the course of therapy.   

Obsessive Compulsive Disorder (OCD) 

This diagnosis requires the presence of either obsessions or compulsions or both, present to the extent 

that they impact significantly on function, are not better accounted for by another diagnosis and at 

some point are seen by the patient as unreasonable or excessive. In the first meeting with Annie, her 

social worker, who was present (see section on DPD), encouraged her to tell me about her history of 

Obsessive Compulsive Disorder. Annie described that age 13, she had her first episode of OCD where 

she felt compelled to pick up, and collect garbage, motivated by the fear that something terrible would 

happen if she didn’t. This lasted a year until her family discovered the hidden garbage inside her 

cupboard from the stench, and somehow the behaviour stopped for the time being.  Early onset of OCD 

has been associated with poorer prognosis and greater severity of symptoms (Catapano, Perris, 

Fabrazzo, Cioffi, Giacco, De Santis & Maj, 2010; Eisen, Yip, Mancebo, Pinto & Rasmussen, 2009). 

Annie avoided describing her current symptoms of OCD directly, to some extent due to her shame and 

some recognition of their unreasonableness. After revealing she had OCD in adolescence, she suggested 

it was currently under control. However, as therapy progressed, it became apparent that the OCD, with 

poor insight, continued to persist as a formal diagnosis, as determined through conversation and 

observed behaviour. For example, Annie was often late to sessions. Various reasons for lateness were 

gradually discerned by the therapist. These included compulsions such as: furniture re-arrangement, 

(e.g. cutting curtains in a straight line for hours, moving couches, cupboards, etc) and checking (e.g. 

doors, gates, animals in correct rooms, stove off, etc), in response to obsessional fears of causing harm, 

(e.g. that forgetting the stove may start a fire, or the gate was open and the animals may get run over, 



15 
 

etc), and pathological doubting (whether she had completed the task). These behaviours interfered with 

her ability to keep appointments, arrangements, or any paid work.                        

Various situations also triggered obsessional thinking for Annie, for example, interpersonal dysjunctions 

or misunderstandings led to her “need to know why”; other obsessions were fear of forgetting, 

significance of numbers (e.g. lucky and unlucky numbers), morality (e.g. right and wrong) as well as 

significance of words. Annie had further compulsions such as mental counting, compulsions to record 

aspects of therapy (to control for fear of forgetting); compulsive repetitive questioning around certain 

topics to neutralize her “need to know”, or ascertaining the opinion of others regarding morality. 

She also exhibited hoarding behaviour in the form of retaining objects that had significance to her. Her 

struggle to let go and discard old objects was almost greater than her fear of rebuke and negative 

judgment from others upon discovery of them. At difficult points in therapy, she revealed that she had 

taken home teabags, disposable cups and empty tissue boxes from therapy. The symptoms seemed to 

wax and wane depending on context. Losses (e.g. cat dying), anniversaries of deaths, long breaks from 

therapy on therapists behalf, etc, were times when symptoms would become exacerbated.  

Annie’s obsession with an animal’s fate and compulsion to save them, was another issue that became 

dominant in therapeutic conversation. During the course of therapy, she saved a stray dog off the street, 

and kept him from returning to a worse fate after the owners reported their dog was lost. She was 

planning to rescue another dog from the pound by spending her fortnightly pension.  

Annie’s case of OCD included a number of the classifiable sub-types (e.g. hoarding, over-responsibility 

for harm, some aspects of symmetry and ordering, and mental compulsions) (Eisen, et al, 2009), 

indicating a more chronic, severe presentation. 

Annie’s obsessions seemed to be ego-syntonic, in that she often lacked insight in to how irrational or 

senseless they were, with a low level of resistance to them. “Ego-syntonic features are often regarded as 

more treatment resistant, because the person does not experience them as “alien” to them and may be 

less motivated to change them”(Starcevic, Berle, Brakoulias, Sammut, Moses, Milicevic & Hannan, 

2012). They are also referred to as Over-valued Ideas (OVI) (e.g. an unreasonable and sustained belief 

that is maintained with less than delusional intensity). Although traditionally, insight in to the 

senselessness of obsessions was fundamental to the diagnosis of OCD, an additional specifier for OCD 

has been added to DSM lV-TR, “OCD with poor insight” or OCD with OVI, due to frequency of reports of 

such cases (Eisen, et al, 2009). Studies have indicated that insight in OCD spans a spectrum from ‘good’ 

to ‘absent’ (delusional), and may depend on the level of threat present in context, as opposed to being 

purely dichotomous (Kozak and Foa, 1993).   

Indeed, Annie’s lapse in insight grew worse around situations that triggered her anxiety and her 

traumatic states of disorganization, for example, separation, reunion and loss. In a colourful example, 

Annie brought her dead cat in a basket to the therapy room, stroking it as though it were alive. This is in 

line with Hesse and Maine’s (2000) description of AAI unresolved/ disorganized attachment states of 

mind, where lapses in monitoring of reason occur when triggered by conversations involving loss in the 

AAI.  
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Anxious/ Avoidant and Dependent Personality Disorder 

Annie also had a mixed Axis II diagnosis, for two Cluster C Personality Disorders, Dependent Personality 

Disorder and Avoidant Personality Disorder.  According to a more recent review by Mathews (2009) and 

Eisen, et al (2009), it has been consistently reported that the occurrence of Cluster C personality 

disorders, specifically, avoidant, dependent and OCPD, is elevated in OCD presentation. 

Avoidance Traits 

Annie avoided social interaction in many contexts, yet her need to be close and reliant on others, 

compelled her to seek out “safer” individuals such as professional counselors. She seemed to actively 

avoid topics in her more intimate relationships, including the current therapy that she regarded as 

demeaning, embarrassing and shameful, or may lead to rejection or distancing, including her OCD 

symptoms. For example, she would avoid conversation or reflection around her chronic lateness to 

sessions. 

She also avoided discussing issues of impending loss, requesting that the word “goodbye” was not said, 

whilst “see you soon” was preferred; instead of the “ending” of therapy, she preferred the word 

“transition”.  Regarding her lateness, Annie often used general terms, e.g. “it was hard for me to get 

up”; “I found the gate open or hole in the fence”; “I didn’t get time to eat”; “it was so hard to get here 

on time”, and when asked to elaborate, would avoid doing so, by sighing, repeating herself, or actively 

changing the topic, e.g. “I wanted to talk about x, and we don’t have a lot of time”.  Another example of 

avoidance was missing sessions after the occurrence of a jarring moment, or conversation, between 

herself and therapist.  

Dependency Traits 

Annie arranged the first appointment for therapy only after she ascertained that her current case 

worker could accompany her. Common themes during therapy consisted of her insecure or idealised 

relationships with case workers she relied on, and their comings and goings; the impact of significant 

others’ reactions towards her; the ongoing distress this caused and consequent ruminations over past 

interactions.  

For example, she had a case worker whom she relied on to help her with menial, practical and more 

challenging tasks, but gradually learnt to rely less on her for emotional support after feeling repeatedly 

let down, jarred and misunderstood. Rather than end unsatisfactory relationships, she would find ways 

to cope, accommodate, or avoid them temporarily. Long before breaks and endings, Annie would 

become preoccupied to find another attachment figure to rely on, rather than opting for alone time self-

reliance. She often brought her dog with her. Annie chose to engage professional counsellors, so that 

she could have maximum chances to find people who were “nice” to her, or at least had better 

empathic skills than lay people. Annie seemed incapable to end relationships directly; even death wasn’t 

enough to end relationships, as her fixation on heaven, and ‘visiting’ and ‘talking to’ her mother in the 

cemetery implied the reality of separation was never fully arrived at.   
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TRANSFERENCE/ COUNTERTRANSFERENCE AND RELATIONAL ENGAGEMENT 

Annie engaged in a way where repetitions of early childhood attachment dynamics came to the fore 

frequently.  Having had a highly enmeshed relationship with her mother, Annie’s relational style was 

heavily characterized by her need for an intensely and closely felt connection where ‘the other’ is 

required to be completely and utterly attuned to her inner world. When this was felt not to occur, and 

other thoughts or feelings were introduced than those hoped for, Annie would fragment.  Many 

relationships burnt out due to this unbearable standard of closeness and mirroring that she required. 

Here is an example of a traumatic interaction described by Annie in an early session: 

 (Extract from Session 9) 

Therapist: it must have been very stressful for you, trying to cope with dealing with him being 32 

there 33 

Annie:  So I got the mobile phone and I found it and I handed it to him, and I think he was 34 

annoyed then because he had to read it himself, but I didn’t have my glasses  and I couldn’t go to 35 

find them because he was impatient for me to find the number and I gave it to him and he wrote 36 

it down and he said yes, I’ll go and I’ll call Jenny, and he walked down the driveway in a huff, coz 37 

he was not happy…(starts to cry)  38 

Annie fragments, even upon retelling, in the face of disapproval, as though she requires another who is 

always agreeing, accepting, unquestioning to hold her together. She cannot reflect on her needs, or 

even her feeling states, rather she enacts them through her sobbing. There seems to be a limited sense 

of distinction between her experience and awareness of it. Meares (1988) describes this type of 

presentation: “rather, they seem to be inhabited by states of emotion, so that, for example, fingers 

claw, shoulders hunch, breathing becomes heavy. Emotion reads itself off. There is no space across 

which it can be viewed” (p. 248).1 

                                                             
1 The primitive requirement for ‘complete adaptation’ (Winnicott, 1953), the illusory sense of being 

omnipotent and creative, is a vital component in the emerging sense of self.  This is demonstrated in the 

transcript whereby Annie eagerly awaits someone to come and fix her or provide her with something 

essential. However, a different kind of ‘caregiver’ to the one she hopes for, arrives; an impatient, cold, 

uncaring, withholding character. Annie’s focus remains perpetually fixed on the other; she attempts to 

manage the man’s emotional state and prevent him getting annoyed. The negative outcome is a reflection 

of the central role of empathic attunement in the development of self and self boundary, and the impact 

on the self in its absence, e.g. states of disorganization and fragmentation. That is, relationships become 

other-focused, and parts of the self are relinquished to maintain primary relationships (Brandshaft, 2010).  

In this instance, the man at the door held a vital role in her survival, as it was he who could determine 

whether she could stay in the current home (with her pets) or be moved to flat (without them), a certain 

death in her mind. Her attempts to accommodate, and subsequent failure, led to a collapse of her already 

fragile self system, involving constriction of reflective capacity. 
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This pattern would be repeated in sessions when she felt deeply misunderstood, or when retelling 

stories of past or present unsuccessful or hurtful interactions. Her voice would reveal intense emotional 

distress and would be accompanied with sobbing and rocking back and forth on her chair. Once she left 

the room altogether. Her reactions seemed to resemble an infant who has an ambivalent-insecure 

attachment state of mind and an underlying disorganised attachment state of mind due to unresolved 

loss or trauma styles described by Hesse and Maine (2000). Emotional states were amplified with 

exaggerated affect following disappointment, and she enlisted the care and opinions of the listener; her 

discourse and behaviour would completely break down when recounting things associated with past or 

triggered loss or trauma, a sign of unresolved loss or trauma (Main, et al, 2002). Early on in therapy, 

experiencing states of fragmentation in the room sometimes led to an impasse, where Annie would 

withdraw contact temporarily and remain at home for a period, missing sessions, switching off her 

phone, etc, until the loneliness became overwhelming and unbearable. When she would return an 

attempt was made to process what happened. The cycle would then repeat itself, though with less 

frequency as the therapeutic process progressed.    

Since she had never ‘separated’ from her mother and developed the experience of a self-boundary and 

a separate lively self, Annie seemed compelled to recreate this strong sense of “togetherness”, actually 

a fusion, in each relationship, including those with her pets.  

The following is an example of an attempt by Annie to draw the therapist in to a form of relatedness 

which serves to reassure her of the validity of her decisions. Almost implicitly, Annie attempts to close 

the space between us, minimising any personal differences, giving an adhesive feel to the relationship. 

(Extract from Session 9)

Therapist: So it’s important for you to have that routine? 5 

Annie: well, Jenny says it is (giggles) 6 

Therapist:  Jenny says it’s important for you? 7 

Annie: yeah, well that’s what we were doing before coming to seeing you, was to come out here 8 

twice a week to build up the routine… 9 

Therapist: Oh ok (Here there is a tiny space as the therapist mulls it over) 10 

Annie: it’s a good idea, isn’t it? (She depends on therapist to agree) 11 

Therapist:  what do you think? 12 

Annie: I think it’s good 13 

Therapist:  it’s been helpful? 14 

Annie: yeah….yeah15 
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The sessions were often characterized by the sense that she required something specific, ranging 

anywhere from a need to know that the therapist accurately understood her, to direct requests from 

the therapist for physical objects (e.g. tissue box, cd’s, paper cups, to take a photo, etc), actions or 

responses that seem to hold her fragmented internal world together. There are echoes of Bick’s 

formulation of the need for containment to be provided by the other to hold the fragmented parts of 

self together. There was a sense of helplessness and hopelessness as though she couldn’t do anything 

alone. A heavy sense of responsibility was felt by the therapist to “get it right” in an attempt to contain 

the high level of anxiety. This felt unbearable at times. She brought her dog regularly with her to therapy 

as a comfort and to avoid aloneness.  

Without having developed an adequate sense of self as separate, Annie could not actually grieve 

without fragmentation. The therapeutic goal was to assist her to develop self and self boundary in order 

for her to be able to adequately grieve and indeed safely rejoice, as real joy requires the communal 

meeting of two or more minds and is an aspect of a secure attachment state of mind (Main et al, 2000).  

Following therapeutic situations where the frame was brought to attention, such as missing a session 

due to lateness, Annie seemed to function better. In fact, the process of coming to understand that the 

therapist has a different mind, and doesn’t always have precise understanding, as painful as this felt, 

became the basis of Annie’s recovery.  

PRESENTING DIAGNSOTIC FEATURES INDICATING A POORLY DEVELOPED SELF BOUNDARY 

Omnipotence of Thoughts and Magical Thinking 

Annie commented that the positive feeling in therapeutic relationship seemed as though it must come 

with a cost. For example, she felt there must be a quota of good things, and when they run out, there 

may be no more good left, only bad. This sense of ‘good’ being overshadowed by ‘bad’ echoes 

Brandshaft’s (2010) description of organizing principles in pathological accommodation. The positive 

therapeutic experience raised traumatic memories for Annie, for example, of her mother’s painful 

journey towards death. In her mind, when she would relax, bad things happen.  

As an example of Annie’s poorly formed self-boundary, she often made comments implying that 

something that happened in the environment could permanently affect an aspect of her inner world, as 

if concretely. For example, she remarked that when aspects of her home were changed, for example, 

repainting the walls or the kitchen cupboards, since her mother had passed away, it was as if part of her 

mother was taken away from her again literally. Or that with each loss or death of a loved one (mother 

and pets), it was as though a piece of her died as well. The literal sense of this was echoed in her plea for 

me to help her survive any further deaths of her aging cats. Being let down in a repetitive manner by 

others was another example where she felt she was becoming destroyed or broken, never to recover, 

implying a chronic state of being unresolved, disorganized by traumatic loss 

Annie had magical expectations that ‘close’ others should “just know” what she needed or her thoughts. 

She has made the reflection that somewhere along her life’s journey, she developed the idea that “if 

you love someone, and you are close with them, then you should be exactly the same in everything, 

(including preferences, etc)”.      
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The following transcript is an example of her magical thinking when recalling a scene from her 

childhood:  

 (Extract from Session 9) 

Annie: both I think. But even later on when she (Nanna) was really much older and Steven had 82 

got the car, and he would take me places and things, and she would just get up one morning and 83 

say “I would like to go to somewhere, in the car” and that was it, we would all go in the car with 84 

her (laugh) 85 

Therapist: sounds a little bit regimented 86 

Annie: a little bit, yeah, it wasn’t like you could say no,  87 

Therapist: you couldn’t say how you feel, or what your plans or hopes were for the day? 88 

Annie:  we’d just be grateful that it didn’t happen too often 89 

Therapist: And if you did had something to say, was there someone who you could say how you 90 

felt? 91 

Annie: well we knew how we felt, we all would just look at each other and just know we were 92 

saying ‘oh g-d’. 93 

Therapist: ha 94 

Privacy Concerns 

Annie incessantly screened phone calls, as though her sense of privacy was very fragile. She was terrified 

of intrusive and unexpected (even expected) home visits by various handymen, as if their steps up the 

driveway were actions equal to literally ripping down her door and trampling over her very being. In 

fact, the very knowledge that someone might be visiting her house could trigger OCD symptoms. She 

was also very particular with privacy, curtains, getting dressed where there are no windows, and people 

seeing in to her home, indicating a self-boundary that feels vulnerable to intrusion or harmful scrutiny. 

The following transcript demonstrates how Annie struggled with unexpected visitors: 

(Extract from Session 9)

Annie: …but the front door was open, I keep it shut a lot in case people come and I can pretend 15 

not to be at home, but it was open… 16 

….. 

Annie: It was too late to shut the door…the screen door was the only barrier and it was too late 27 

because I had gone to the door thinking he was one of the guys that was going to fix something, 28 

then he said his name, then I couldn’t speak for a minute, and then all I could say was that Jenny 29 
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talked to you, think he remembered, he kind of remembered, and then the door wasn’t opening 30 

so I think he got the idea that he wasn’t coming in. 31 

Separation Fears and Attachment to Objects  

Annie, as predicted by Meares’ hypothesis, was particularly vulnerable to separation fears. This is 

evident in her pathological grief reaction to her mother and pets’ deaths and her inability to cope with 

endings in general. Annie raised the issue of an ending date rather early on in therapy. That is, the 

ending of therapy was a significant fear from the beginning. She found breaks hard to manage and 

became anxious and panicked as a break neared, often vomiting before the session and experiencing 

sleep disturbance. Annie seemed to search for ‘care’ figures that represented ‘mother’, and had a long 

history with counsellors, social workers, psychologists, etc. She would organize appointments 

compulsively with a ‘back up’ person during breaks or difficult moments in therapy. When anxious, 

Annie found it difficult to end sessions and often ends sessions by asking in a timid, beseeching tone: 

“oh, I just wanted to say one more thing, and I don’t want it to wait until next time…” 

Another demonstrable feature of incomplete boundary formation was Annie’s primitive attachment to 

objects, and their primary position or role in her psyche.2 Annie suffered from a type of hoarding 

behavior, apparently connected to traumatic loss, which prevented her from discarding old objects that 

have been meaningful to her at some point. She could not separate from objects associated with her 

mother in any way. When attempting to part with such an object (e.g. a broken toaster) by throwing it 

away, she experienced overwhelming panic and would rush to collect them from the garbage, feeling a 

combination of humiliation and relief. When her cat passed away, Annie fell in to a terrible state of 

confusion and trauma: a disorganized state of mind. She could not let the cat go to be buried and 

walked around with the body, stroking it as if alive, in the days following its death.  

Such disturbances may reflect what Winnicott (1971) termed a “psychopathology manifested in the area 

of transitional phenomena” (p. 19), where early disruption, discontinuity and loss interfere with the 

infant’s “journey from purely subjective to objectivity” (Winnicott, 1971, p. 19). Therefore Winnicott 

predicted that exaggerated use of transitional phenomenon or obsessive attachments to particular 

                                                             
2 Just as the infant’s universe “is limited in the sense of distinction between the outer world of things and 

an inner world of thoughts of those things” (Meares, 1988, p. 243), then objects for the baby take on a 

primary role: they are bound up with its thoughts, and therefore it’s experience of itself. Separation 

anxiety is activated at this developmental stage, together with the increasing sense of self as a separate 

entity, as demonstrated in cognitive developmental studies (Piaget, 1954; Bower, 1971; Lewis & Gunn, 

1978, all cited in Meares, 2005). However, the infant is still unclear who “owns” his thought, as the 

objects of its thoughts can be taken away by others. Also not clear is who creates his thoughts; the baby 

may conceive its mother as the maker and author of its thoughts, as she is always present with the 

thoughts (Meares, 1988). When the mother leaves, or the object removed, the infant reacts with 

heightened distress, as though their experience of their own existence, at that moment, is under threat. 

According to our hypothesis, this reaction is directly related to incomplete boundary formation. Issues 

with ownership and agency later in life may indicate a developmental arrest at this early stage.  
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objects of value and significance may intensify around experiences of loss or separations. The loss of 

object and resulting unintegrated anxiety has been observed by Bick (1968) and Meltzer (1975), in 

patients with adhesive qualities to their personalities. Interestingly, these patients also seemed to lack 

internal psychological spaces, indicative of a poorly formed self boundary. 3 

Annie demonstrates her obsessive attachment to objects in the following transcript: 

 (Extract from session 121): 

Annie:  There’s a washing machine under there (rotting under the house) that was Mum’s that I 32 

bought for her that she liked, and I still think I can store things in it so; it’s a big washing machine 33 

thing, so I can put things in it  34 

Therapist:  Mmm hmm, so I can see it’s really difficult 35 

Annie:  yeah  36 

Therapist:  for you, these….. 37 

Annie: Things 38 

Therapist: things; mmm… it sounds difficult 39 

Annie: Yeah, and see that’s since forever 40 

Therapist:  mmmm…since forever? 41 

Annie: well with, don’t you remember?...getting things out of the garbage?... 42 

 Therapist: mmm, so since that 13 period…? 43 

Annie: yeah, and before then, I suppose, I was hoarding things too 44 

                                                             
3
 Both Bick (1968) and Meltzer (1975) discovered in certain patients, a peculiar and specific type of anxiety 

featuring unintegrated, disorganized bodily states, seeming to result from deficits in very early stages of infant 
development. Bick (1968) explains the source of anxiety:  “The need for a containing object would seem, in the 
infantile, unintegrated state, to produce a frantic search for an object-a light, a smell, or other sensual object-
which can hold the attention and thereby, be experienced, momentarily at least, as holding parts of the 
personality together” (p. 484). Bick predicted there had been a failure in the actual containing primary object, 
usually the mother, who had been unable to tolerate anxiety states in the infant. The patients seemed to have 
deficiencies in their identification and introjecting processes, rendering their capacities to use internal objects 
lacking.  As a result, the patients demonstrated high levels of separation anxiety, shallow affect, and a superficial 
manner of relating to the world. Meltzer (1975) observed the lack of ability to distinguish internal and external 
spaces, that is, a boundary was absent or deficient. In one example, Meltzer described one woman dreamed of 
houses that had gardens inside, where the rain would come in. Certain of Meltzer’s patient’s recoveries came 
about through the creative activity of producing sealed, contained spaces, representations of their own developing 
conception of self boundary. He noted some drawings that accompanied recovery even looked like spaces in 
bodies. 
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Mother as the Primary Object 

The mother is most often the primary object of the child’s thoughts as she is constantly around. Meares 

(1980) suggests that “the mother who is with him so often may be experienced as a kind of distinct, but 

nevertheless necessary part of his self-system. Threat of her loss may be felt as something like a threat 

to part of his physical well-being” (p. 50). This is in line with Mahler’s suggestion that the distress of the 

child at his mother’s absence is a response to a fear of self-annihilation through the “loss of an integral 

part of the ego itself” (Mahler, 1968, cited in Meares, 1986, p. 88).  

Annie’s conception of her mother as a type of extension of herself, sharing the same psychological 

system, is evident in early therapy in her portrayal of her mother.  

(Extract from Session 121)

Annie: and that was always hard for me to comprehend too, because, somewhere along the line 33 

I got the idea that if you’re really close and you really love each other, then you should be, like 34 

the same in everything 35 

Therapist: mmm 36 

Annie:  Mum was always saying, you know, if she liked something, and I liked something else, 37 

she would say “we don’t have to like everything the same” 38 

Therapist: (laughing) 39 

Annie: we did a lot of things, most things, but we don’t have to like everything the same, and it 40 

was always jarring to me like 41 

Therapist: was it? 42 

Annie: well, ‘why wouldn’t we?’ 43 

Here is another example: 

(Extract from Session 40)

Annie: Mum and I used to talk a lot about when I would have children.  1 

Therapist: mmm  2 

Annie: So we bought books, kiddies books and children’s books,  3 

Therapist: ooohhhh 4 

Annie: and put aside for when…and picked a name out and everything5 

Annie and her mother seemed to live a part of their lives in a shared illusory world, protecting each 

other from the harsh realities of the real world. Annie’s role was to soothe her mother’s fragile 
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emotional state. When she recalls revealing to her mother that some aspects of her personal reality 

were different from their shared reality, Annie begins to fragment, sobbing profusely, indicating the 

distress felt in this experience.   

Failure of Original Transitional Object 

Annie’s attachment to objects, pets, etc, indicated there had been a failure in the original transitional 

object to take her to the next stage of development, from omnipotence to realisation, as though the 

play space or ‘transitional field’ were somehow absent. She didn’t seem to experience herself as safely 

separate nor safely interactive. This is in contrast to the developing child who employs a transitional 

object to assist in managing normal maternal failure and frustrations.4  

As a result, her sense of self was so fragile and diminished, and her capacity to ‘hold in mind’ so poor, 

she also felt the need to concretize primary relationships via attaching herself to objects associated with 

the loved one, representing them in a tangible way. Although seemingly similar to a child holding a 

transitional object in order to soothe and assist increasing independence and distance from the parent, 

the difference was that Annie seemed paralyzed and trapped in this state, her ability to play or reflect 

restricted, and the objects clung to with desperation in an obsessive manner. Moving beyond this 

required a more maturely developed sense of self and other, without which, the losses remained in 

limbo or twilight form and the objects, ritualistic symbols to ward off severe separation anxiety and 

personal fragmentation.  

In the following excerpt, Annie describes an example, from her childhood, of the strain in accepting 

objective reality, in the face of loss, the disappearance of her cat. There is no sense that Annie, or a 

significant other, can help mediate this painful experience in a soothing way, nor are there means to 

process what has happened. There is no hint of transitional phenomena here.   

(Extract from Session 9): 

Annie: I remember when I had a cat called Tawney, and she just vanished, she just wasn’t there, 93 

and Steven said he would drive me around to look for her, and Nana said ‘well I’ll come too’ (eye 94 

roll), and all the way around she kept saying ‘poor Tawney, Tawney was a good cat, shame she’s 95 

dead’, and Steven, it was the first time I think I heard him, you know, say anything back to her, 96 

                                                             
4
In the case that this process is successful, the mother “begins with almost complete adaptation to her infants 

needs, and as time proceeds, she adapts less and less completely, gradually, according to the infants growing 
ability to deal with her failure” (Winnicott, 1953, p. 93), so that the infant can develop a conception of external 
reality.  Another vital ingredient for successful weaning according to Winnicott (1953) is the continuity of external 
emotional environment. Winnicott (1953) discusses the element of ‘strain’ around the process of relating inner 
and outer reality, and that transitional phenomena are essential to provide relief from that strain.  Because 
parents tend to have an ‘intuitive recognition’ of this strain, “we do not challenge the infant in regard to 
subjectivity and objectivity just here, where there is the transitional object” (p. 95). In adulthood, a demonstration 
of similar process is the ability to “manage to enjoy the personal intermediate area without making claims” 
(Winnicott, 1953, p. 95) to its objectivity, and enjoy overlapping of corresponding intermediate areas, of common 
experience between members of a group in art, religion or philosophy. 
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he said ‘don’t you say that again’, (crying more) but she was, she didn’t come back, or she was 97 

lost, I don’t know (sobbing) 98 

Therapist: so the sadness is about losing Tawney or about the fact that Steven 99 

Annie: that Steven stood up for me, and that Nanna, I remember she just seemed shocked, like 100 

she had no idea that she was saying anything that would upset me. So I think that a lot of things 101 

I thought were mean or I thought she said to upset me, I think she was just unaware 102 

Therapist: so she just couldn’t value your feelings? 103 

Annie: Because Steven was still trying to give me hope, we were looking still. 104 

Therapist: so by saying that…? 105 

Annie: it was taking away the hope 106 

In this extract, Annie opted for hope, forfeiting reality, leading her to exist in an anxiety-ridden realm, a 

perpetual unresolved traumatic space, where the primary task is to avoid the specter of loss. This is in 

contrast to the play space observable in ordinary, healthy infant development, where loss and 

separateness are processed, for example, through games such as hide and seek, peek a boo, etc (Blake, 

2008).  

Avoidance Traits 

It seemed that Annie’s current primary psychological state was organized around avoidance of re-

experiencing anything close to personal breakdown and any possible triggers, such as reflecting on loss 

and other painful memories associated with conversations in therapy. Becoming focused on stimuli in 

the environment in a repetitive, obsessive way, and delaying her sessions, could be understood in this 

light.  

Centrality of Doubt 

Annie would question herself constantly in nearly every situation and interaction. When Annie’s cat 

died, an internal trauma system of self doubt was triggered. She had taken the cat to the vet the day 

before it died, for a check-up. The cat grew agitated and nervous during the visit, and the vet had 

commented that his heart rate had risen. Following the cat’s death, Annie felt the vet visit may have 

precipitated the dying process, and doubted the correctness of her decision to have taken him for that 

visit, even though he was getting treated for an existing skin condition with antibiotics. She states 

“maybe I just get over-anxious and take them when they are fine, maybe I shouldn’t have taken him 

there in the first place”. Annie questions most of her decisions and often develops a strong sense of guilt 

and self/other-blame, this aspect of taking unrealistic blame for a death being a known correlate of 

unresolved loss (Hesse, 2008 and a tendency to self blame an aspect of an ambivalent attachment state 

of mind (Main et al, 2002). 
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OCD  

According to Meares (2001) hypothesis, a self system with a poorly formed boundary is also 

characterised  by features of OCD or OCD itself. Although not the primary reason Annie came to therapy, 

obsessional and perfectionistic features of OCD would still recur, particularly in periods of loss and 

separation. Her hoarding, while apparently connected to traumatic loss, was diagnostically a feature of 

OCD and the onset is described below.  

ONSET OF CURRENT ILLNESS  

Anne reported that at age 13, she had her first onset of OCD, which was triggered by an anxiety attack. 

Anne and her mother had spent the day at the Easter show, and on her way back home on the train she 

felt a buzzing in her head and body, that was overwhelming, perhaps from over stimulation. She looked 

down to the ground and focused on a piece of scrap paper that was on the floor to avoid the gaze of 

others. The sense of dread built up and she felt an urge to pick up the rubbish or else suffer some 

catastrophe. The thought of humiliation was equally frightening, as to what people might think if they 

saw her. She felt trapped and overwhelmed by the dilemma but eventually gave in and picked it up. This 

was the beginning of a phase of hording rubbish. Although she stopped about a year later, after family 

discovered her cupboard full of rubbish, she never really recovered. She found it difficult to let go of 

objects that were connected with her mother. Although she attempted to gather objects and leaves and 

put them out to be collected each week, this often led to panic the  night before and and she would 

retrieve items from the rubbish. Annie continued to become obsessed with numbers and dates, 

according to her anxiety levels. Once she began a task, she would find  it incredibly challenging to stop at 

the appropriate time, until the task was completed. 

FAMILY BACKGROUND AND EARLY HISTORY 

Until her Nanna’s death (paternal grandmother- about 6 years prior to mother’s death), Annie and her 

mother both lived in “Nanna’s house”, which they never felt to be home. Nanna had let them stay under 

her care after Annie’s father (Nanna’s son) left them and married another woman when Anne was just 2 

months old. Her brother Jim was 7 years old at the time. Her mother remained heart-broken and 

reportedly cried through her entire pregnancy with Annie after discovering the affair. She seemed to 

exist between states of anxiety, depression and dissociation, and was addicted to amphetamines. She 

also suffered a blood disorder, rendering her weak and often ill in bed. She was often criticized and put 

down by Nanna, leaving Annie with the sense of an extremely fragile mother who had to be looked after 

and that she needed to take great care not to upset her. This included staying away from certain topics 

which were felt to be taboo. Annie describes a highly enmeshed relationship with her mother. For 

example, together they would search from pharmacy to pharmacy to find the pills that helped her 

mother feel better, although Annie should have been at school. When depressed, her mother would 

take Annie for long walks to help the “dark cloud” to lift. For a treat, on days when Annie missed school, 

they would buy a cake and take it to the home of her maternal grandmother and have tea parties, as 

though they were colluding together in doing the “wrong thing”, always anxious they might be caught 

by the authorities. Although her mother made efforts to bring Annie to school, Annie often refused and 
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resisted. Annie left school altogether by age nine. Her mother seemed happy to have Annie home to 

keep her company, even though Annie recalls mother feeling guilty by having such a wish. This level of 

preoccupation with the parent and a spousification whereby there is severe role-reversal in the parent-

child relationship would meet the descriptors of a more extreme kind of anxious ambivalent attachment 

(Hesse, 2008; Main et al, 2002).   

Previous studies have described patients with OCD having lived with their parents until later in life (see 

Meares, 2001). They are consistent with data that suggests those with OCD tend to be celibate and have 

a lower marriage rate. Annie seemed to fit this picture. She still slept in her mother’s bed when she felt 

overwhelmed and distressed, and carried around some of her mother’s objects (e.g. ring, lock of hair) 

when extreme anxiety arose, for example, a new situation (e.g. start of therapy) or a traumatic loss (e.g. 

death of cat).  

Early Childhood and Early Separations 

Annie was told that at the time of her birth, she was sick and was immediately taken from her mother 

and placed in a humidifier crib, perhaps for 24 hours, where her mother couldn’t see her. Her mother 

was grief stricken, believing Annie had died. She had two miscarriages before Annie, and had lost a sister 

at birth when 13 yrs old, for whom she had already chosen a name. It also raises the possibility that her 

mother, herself disorganized by loss of pregnancies, experienced and “transmitted” a disorganized state 

of mind to her daughter Annie, a state of mind that can be transmitted transgenerationally (Hesse, 

2008; Main et al). A further complicating factor is that her mother may have herself had a continued 

strong fear of prospective loss of her child, as a result of the earlier losses, a fear which can act to form 

an insecure avoidant attachment and could further undermine the stability and coherence of the 

attachment organization(Hesse, 2008; Main et al, 2002). 

Her mother was also grief stricken by the separation from her husband who had initially left her during 

the pregnancy and she reportedly cried heavily the whole pregnancy. She had still not recovered from 

the death of her own father, several years earlier, and was likely to be experiencing an unresolved and 

disorganizing attachment state of mind. Although Annie felt wanted and longed for by her mother, she 

always felt rejected and unwanted by her father, who left for good when she was 2 months old. She was 

told that on leaving, her brother Jim was inconsolable, screaming after his father, “don’t go!!!” 

Annie described herself as a baby as difficult to settle, needing to be held at all times and crying a lot. 

Annie recalled always being shy and remembered hiding under the kitchen table as a toddler whenever 

people would come over, and trying to stay invisible. She recalls having tantrums when frustrated, 

usually on arrival at school or leaving the home of her maternal grandmother after a visit with her 

mother. This picture fits with an insecure ambivalent attachment as a child. 

Other Significant Relationships 

Annie always looked up to her elder brother by seven years, Jim. She listened to everything he said. His 

character was reportedly controlling, critical and anxious. He would always tell Annie the harsh truth, 

and tell her not to trust people. He would make harsh and critical comments to and about his “weak” 
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mother, which shocked and upset Annie. He is now married and has three children and has a bad 

memory. Annie sees him rarely to avoid being scolded or told to “pull her socks up”. Interestingly, her 

brother developed a more dismissive attachment, and has managed better in life because at least he has 

been able to engage the world and appeared to use contempt to give a defining edge to things. 

Nanna, as described by Annie, was dominating and critical. In Annie’s mind, memories associated with 

Nanna were generally negative and upsetting. She remembered Nanna loving her fiercely, although it 

was a relationship that was never comfortable. She was often “jarred” by Nanna’s way of being 

charming and sociable one moment, then revealing judgmental, contemptuous attitudes moments later.  

Annie’s maternal grandmother was an illegitimate child herself and therefore her birth was hidden in 

order to protect her birth mother from shame. As a result, she was fostered out as a baby and highly 

neglected. At school age, she was sent to a convent where she was raised in a cold environment by 

disciplinarian nuns. After a series of broken marriages to violent husbands, raising three children to 

them, Annie’s grandmother met Annie’s grandfather, Poppy, whom she never married but stayed with 

for life. He is described as kind and gentle. Her mother recalled memories of her own mother having 

violent rages, and thus felt closer to Poppy, her father. Annie, however, recalls her maternal 

grandmother as a kind, warm lady and had a positive attachment to her. She was the only person in 

Annie’s life that would cuddle her once a fortnight on their visits. Although Poppy died before she was 

born, Annie believes he suffered from social anxiety disorder as he would cross the road when he would 

see an acquaintance to avoid interacting. 

Specialness, Overprotection and Lack of Attunement 

Despite the emotional spousification, Annie was also overprotected by the various attachment figures in 

her life. Annie’s mother was always afraid when Annie would leave the house that something terrible 

may happen, a fear of prospective loss. At the same time, Annie’s mother was depressed and fragile.  

Annie remembers the day her maternal grandmother passed away, and she found her dead, Annie had 

to put on a calm, relaxing tone when her mother was around to help soothe her. Protection seemed to 

go both ways. Nanna loved Annie as the ‘special’ child, although this was conditional that she be 

someone whom her Nanna wanted her to be (e.g. designating the clothes she should wear, etc), not her 

genuine self. Annie’s family often omitted important facts to protect her, such as various pet’s death, 

her mother’s step siblings, the cause of arguments, etc, as they were afraid it would upset her. 

Subsequently, she would make up reasons to blame herself, for example, for an animal not returning, 

due to something “awful” she may have done.  This reflects Barnett’s formulation about ambiguity and 

omission of facts in family systems where obsessional personalities may develop (cited in Meares, 2001): 

this tendency for cognitive omissions or distortions that fits with an ambivalent attachment strategy. 

Unprocessed Loss and Grief 

Historically, Annie experienced multiple losses in her life, from her father abandoning the family unit in 

her infancy, her brother moving away from their unit at certain intervals without explanation, the 

disappearance of various animals she had strong attachments with, the deaths of both her 

grandmothers and later her mother, which were devastating to her, as well as various sudden endings of 
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friendships. She was also intimately familiar with her mother’s primary separations and losses; that of 

her husband (Annie’s father), her mother’s still born younger sister, and her mother’s father and an 

atmosphere of unresolved loss that may have reached back to her maternal grandmother who was 

fostered out as an infant.  

Throughout the therapy, as Annie described various losses that she had gone through, there was a sense 

of ambivalence and confusion around the loss, a sense that the loved one was not fully dead or gone 

and may return, as though the loss had not been resolved and integrated. This confusion around the 

reality of the death is a prime aspect of the disorganized state of mind described by Main et al (2002) 

and Hesse (2008). The raw emotion Annie expressed around the losses as they were mentioned had the 

sense of being strangely fresh, painfully recent, still shocking, even though many episodes had occurred 

years, even decades earlier. Again this disorganization with respect to time is a hallmark of lack of 

resolution of loss (Main et al, 2002; Hesse, 2008). Equally poignant was the sense of fragility around her 

memories and the possibility that they could become tarnished, damaged or tainted from current 

events. For example, one session Annie was distraught at having discovered a suitcase under her house 

full of photographs that had become damaged from the damp, memories she worried might never be 

recovered. She felt intense distress and panic at the discovery that her house would be painted (against 

her will), as though covering up the original paint which had been there since her mother lived in the 

house would somehow diminish her felt presence or memory of her. This is also known as magical 

thinking.   

It seemed her mother’s losses were equally unprocessed, supporting the possibility that her mother also 

suffered from a diminished sense of self due to early chronic relational loss and trauma. For example, 

rather than establishing their own independent home following the betrayal by Annie’s father , the 

deserted family remained living with Nanna who constantly subjected Annie’s mother to devaluation. 

She never stood up for herself and was seemingly diminished to the core, only timidly asking the 

children not to upset anyone. Annie also remembered her mother staring longingly at the door 

expecting her late father (Annie’s Poppy) to come home. Retelling her mother’s traumatic story of her 

still born sister was also fraught with ambiguities, for example, in her emphasis that her grandfather 

purportedly clearly heard the reportedly dead baby crying from outside the hospital room. Annie retold 

with great emotion that her own birth involved her being taken away due to complications for 24 hours, 

and her mother believing Annie might not return. Annie would break down each time these stories were 

retold, as though she were reliving the pain and devastation passed on from her mother, with many of 

these memories not directly belonging to her.  

As time went on, it became clearer that Annie had been raised in an environment where grief and loss 

were mainly denied, designated taboo topics, often actively hidden from her, let alone discussed, but in 

fact remained preoccupying and disorganizing experiences. Annie’s states of pain remained entirely 

unacknowledged as though it were believed she would get over it or just forget. It also became apparent 

that as a result of losses (in general) having been denied in language nor witnessed through a grieving 

process in her care environment, Annie had no internal means to process loss. In Annie’s mind, it 

seemed things just went on forever; endings were too overwhelming to process. Rather than this 

bringing her comfort, however, she seemed somehow trapped between the torment of ‘never really 
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knowing’ and endlessly hoping, on the one hand, and an intense sense of panic and avoidance of the 

discovery of reality, driven by anticipatory anxiety, on the other.  

For example, Annie painfully recalled a tragic disappearance of her childhood pet, which she presumed 

for years had run away from her because believed she had annoyed it prior to its disappearance, and 

always hoped it would return. She only found out as an adult it had actually been run over but explained 

her mother didn’t talk to her about sad things in general, probably as not to upset her, hoping she would 

forget about them. She also felt responsible when her brother left the home for six months to live with 

her maternal grandmother, and only discovered much later it wasn’t her fault. She once told a painful 

childhood story of a dog who slipped off a step when she played with it, and never knew whether it died 

as a result of the accident or whether her memory of seeing it with a bandage on its leg was real. This 

story took about six months to tell, as the shame and guilt she felt prevented her revealing this secret 

story until she developed a trusting relationship. The guilt, torment and preoccupation that followed 

Annie was almost palpable, but it seemed that living with unresolved trauma and constant ambivalence 

was safer for her than the discovery of reality and the reality of loss.  

As a result of the failure to discuss, reflect upon and process losses that intruded upon Annie and her 

mother, Annie never seemed to experience a safe boundary, an ending, or a moving on and letting go. 

Separation, loss, change, and even interpersonal differences, etc seemed to always elicit a panic and 

compulsive strategies of avoidance, as though to feel the finality of something heralded personal 

annihilation. For example, she had a memory of wanting to stay and play at home with her brother 

when her mother went out, yet watching her leave from the porch would elicit a panic reaction and she 

would compulsively run after her. This reaction also occurred with school drop offs and separating from 

her mother in general. She stopped attending school altogether by age nine. In the therapy this 

separation anxiety reoccurred during impasses or following missed sessions, where she would panic, 

fearing the relationship would end suddenly if any more sessions were missed, and would promptly 

return, on time.  
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TREATMENT INTERVENTIONS 

The presence of OCD with an underlying personality disorder, especially where there is poor 

self boundary formation, can blur diagnostic boundaries and subsequently affect approach to 

treatment, for a number of reasons.  

 

First, OCD commonly occurs with other Axis l disorders, such as GAD, SAD, and co-morbid 

depression, and presents very similarly to other anxiety disorders (e.g. excessive fear, avoidant 

behaviours, etc) (Eisen, et al, 2009). Annie’s referral form was an example of this, where the 

OCD was not included in her diagnosis. Furthermore, Axis ll pathology, including Cluster C 

personality disorders, can often be accompanied by, or even resemble, anxiety disorders (e.g. 

social phobia rather than avoidant personality disorder) and/or treatment resistant depression. 

In fact, personality disturbance has thought to be a major contributing factor to treatment 

resistant depression (Petersen, Hughes, Papakostas, Kant, Fava, Rosenbaum & Nierenberg, 

2002), which, for Annie, was triggered by the death of her mother. Her depression was more 

likely a result of pathological grieving, which stemmed from poor boundary formation and self 

disturbance. Annie’s avoidant traits also led her to deny or hide her OCD symptoms, making it 

difficult to diagnose over a brief assessment.  

 

The idea that incomplete self boundary formation may underlie these disorders is compelling, 

and may not only explain why they co-occur with regularity, but also inform treatment 

interventions. If an individual is lacking a clear distinction between inner and outer, self and 

other, it follows that the conception of other may be idealized due to the erroneous conception 

that ‘other’ is an extension of self, or a significant part of the self system. Objects or animals 

may also fit in to this category. As one patient described “his possessions were like a shell on his 

back” (Veale, 2002, p. 391).  Obsessional thinking and compulsive behaviour may be seen as an 

attempt to manage or maintain this undeveloped, not fully formed sense of self, via primitive 

relationships to others and objects. Moving beyond this unresolved traumatic space, means to 

become separate, which elicits an intense existential anxiety.  Just as the 7 month old infant 

develops separation anxiety as the first cognitive experience of selfhood begins to emerge, 

adults with developmental arrest in self boundary formation may develop more complex ways 

to manage this separation anxiety, and in fact, may attempt to avoid experiencing it altogether. 

The core sense of self becomes organized around avoidance, and also a primitive type of 

dependence when separation seems impossible, thus forming a personality disorder.   

 

The limitations of CBT   

The research in to OCD with poor insight is limited in relation to treatment outcomes and 

associated clinical characteristics (Catapano, et al, 2010).  However, the presence of Over 
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Valued Ideas (OVI) has been found to be more treatment resistant, both to pharmacological 

and cognitive or behavioural therapies (Eisen, et al. 2009; Catapano, 2010).   

 

Veale’s (2002) conceptual analysis of OVI, from a Cognitive Behavioural Therapy (CBT) 

perspective, takes one step in a new direction for treatment. He suggests that traditional CBT is 

limited, particularly if these “beliefs are associated with specific values which have become 

dominant and idealized, and excessively identified with the self” (Veale, 2002, p. 388) and these 

underlying “idealized” values are rigidly held. Interestingly, Veale’s propositions that the degree 

of self investment in the underlying idealized value accounts for why an individual may feel 

threatened to change, in the sense of ‘losing one self’, are in line with the theory of poor self 

boundary formation, in so far as objects or others may be regarded “as part of oneself”(p. 391). 

Veale argues that first, idealised values can only change slowly over time with a longer term 

engagement; second, attempting to change the beliefs alone without looking at underlying 

values may lead to relapse (as the beliefs are related to achieving an unrealisitic standard or 

value) and finally, strengthening boundaries should account for part of treatment where others 

are psychologically placed in an unhealthy proximity to core sense of self. Despite these ideas, 

Veale still proposes using ‘questioning’ and ‘logic’ (e.g. how functional are the values) as the 

main form of treatment. Unfortunately, this type of cognitive task may be the short fall in this 

population to whom external evidence is less important to them than their own internalized 

values (Veale, 2002). 

It is the idea of self, and the internalized conception of self boundary, that has not been 

reasonably addressed in traditional treatment approaches to more complex presentations of 

OCD co-occurring with a Cluster C personality disorders.  It seems that treating the OCD with 

regular CBT may be too challenging or insufficient as the challenging of beliefs, or even values, 

(to which the individual may be more invested in) may be too intense and overwhelming when 

the self-boundary is so extensively unformed. The hasten-slowly approach of the 

Conversational Model that builds up self and then slowly addresses the cognitive and emotional 

deficits then may seem to offer a different approach. 

The Conversational Model 

The treatment approach applied to Annie’s treatment is based on the Conversational Model of 

Psychotherapy named in 1985 by Robert Hobson (1920-1999) and developed by Russell 

Meares.1 The model was developed to enhance the sense of self, (i.e. personal coherence, 

                                                             
1 According to the model, ‘self is understood as a special form of conversation’ (Meares, 2000, p. 2), where the 
flow of inner life, or the Jamesian ‘stream of consciousness’ takes particular form in language. In conversation, 
‘self’ is interwoven with another form of language that is outer-oriented, linear and purposeful. Being subjected to 
trauma, particularly developmental trauma, may disrupt this process of relating inner life to outer reality in a 
number of ways. For example, the individual may orient themselves disproportionally to external stimuli, whilst 
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continuity, agency, ownership, boundedness, etc), whilst at the same time examining the 

nature of the disruption of self by unconscious traumatic memory system, within the 

therapeutic relationship, in order to help dissolve the trauma system in to ordinary 

consciousness. The effectiveness of the intervention is measured by ‘what happens next’.  

Fostering dualistic or reflective consciousness, a feature of the mature self, is a primary focus.  

As a result of enhancing a more robust self, a strengthening of the self boundary will also take 

place, since “there can be no self without its boundary’ (Meares, 1988, p. 239), and ‘the 

formation of boundary heralds the birth of self’ (Meares, 1988, p. 239). However, it should be 

noted that whilst certain aspects of the treatment presented are specific to the clinical 

presentation in question, namely, those that help foster realization and boundary 

development, other aspects of the treatment interventions applied, namely, those designed to 

enhance inner life, are non-specific and belong with other presentations, for example, 

borderline personality disorder. The distinction between which interventions are specific and 

non-specific is made explicit in this section. The empathic stance is discussed first however as 

the starting point for any treatment of self disorders must first strengthen the core self before 

differences or separateness can be tolerated, as is the case in the course of healthy 

development.  The use of transitional phenomena, in this light, is also a specific intervention, 

utilised to facilitate the delicate process of realisation.2   

The aim of treatment here is threefold: first, to foster vitality and robustness in the experience 

of self, via empathic attunement with the personal world of the patient; second, to facilitate a 

process towards realization, i.e., the conception that the inner world is private and distinct from 

outside world; and finally, fostering the use of transitional phenomenon in the therapeutic 

setting.  

Non- Specific Interventions:  

Enhancement of Inner Life  

Attunement, Matching and the Empathic Stance 

The therapist's empathy is an essential aspect of the process of realization (Meares, 1994). The 

therapist must respond in a way which shows an understanding, or at least an attempt to 

understand, the patient's more personal experiences by attuning to underlying feeling states; a 

                                                                                                                                                                                                    
the inner world may be left with a sense of emptiness, or an urgent need to be guarded at all costs. The model, 
therefore, uses language, or forms of conversation, to transform and foster the experience of self. 
2 It should be noted that utilising transitional phenomena has a non-specific element to it, when used to shift 
personal consciousness from being outer directed or stimulus entrapped to a greater focus on inner life.  
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kind of reflection with something extra added.3 The ‘added extra’ serves to demarcate or 

differentiate between self and other, and ultimately, between inner and outer. 

Empathic understanding takes ‘what is given’ in the here and now, as its starting point. The 

therapist's responsiveness includes an attention to the evolution of positive affect (Meares, 

1994). The empathic stance also involves a form of language that is more associative, to break 

away from the constricted consciousness of stimulus entrapment, where there is diminished 

access to imagery and little ability to free associate (Meares, 1988).   

Several characteristics of verbal behavior have been noted in those sessions where the 

therapist is able to engage in the relationship with the patient while avoiding entrapment in 

surface material: intermittent utterances of various murmurs, grunts, and unformed sounds 

(Meares, 1988). 4More complex empathic statements involve the attempt to detect the 

underlying flux of feelings, images, memories and so on (Meares, 1988).  The empathic stance 

also involves facilitation of the capacity to observe one’s experience by bringing in the notion of 

perspective, since the sense of distinction between experience and awareness of experience is 

limited in those with severe disturbances. Meares (1988) elaborates: “The therapist, in entering 

in to the patients world, will remark upon the film playing on the visible screen” (p. 248), using 

remarks such as ‘it looks like..’, ‘it seems there is…’, etc”. 

(Extract from Session 123):  

Annie: I feel like I could learn more, because you say something and I hear it, and I think 16 

‘remember that’, then I go outside and think, what was it that I wanted to remember? 17 

Therapist:  so it’s frustrating 18 

Annie: it’s so frustrating 19 

Therapist: not being able to hold all those things in your mind 20 

Annie: and they just go, but I can’t access it 21 

                                                             
3
 See Meares (2005) for discussion on protoconversation. 

4
 Note that these sounds have been used throughout the selected transcripts. 



35 
 

Fostering “Ownership of Thought” 

As discussed, fostering ownership of thought involves the patient’s discovering their inner 

states and that these states are not freely accessible to others. Meares (1994) suggest how to 

foster ‘ownership’ of thought in the following ways:  

“The hidden zone must be engaged, but at the same time the patient must feel that it is private 

to himself or herself and that others do not have access to it” (Meares, 1994, p. 94). This is 

achieved through stimulus-free language and metaphor (Meares, 1988). There is a “delicate 

balance that the therapist must maintain between an empathic stance on one hand and 

allowing the individual to discover their own sense of an inner life for themselves. That is, great 

care must be taken to allow discovery of hidden life belong to the patient’s efforts” (Meares, 

1994, p. 95). 

This fosters rather than diminishes the patient's sense of "ownership" of an inner zone. The 

therapist needs to works very closely with the material that has been given to him or her, 

without making “interpretations based on theory, on brilliant intuition, but only on what has 

been observed” (Meares, 1994, p. 93). The risk in doing so is to recreate the magical all-

knowing mother-child relationship that knows no boundaries (Meares, 1988).  

The following excerpt is chosen because Annie is finally revealing a story she has explicitly 

resisted retelling for a number of months. The transcript immediately follows the revelation. 

The therapist is careful not to make interpretations, and allows Annie to derive internal, 

associative links for herself. She becomes increasingly reflective: 

 (Extract from Session 165): 

Therapist: sounds like this it wasn’t talked much about, or… 1 

Annie:  maybe not…we didn’t used to talk, either, about upsetting things 2 

Therapist: Is that right? When you say we, you mean, Mum, and Lola too? 3 

Annie: yes 4 

Therapist: so no one talked about upsetting things 5 

Annie: no….because it was upsetting 6 

Therapist: gee 7 

Annie: yeah 8 

Therapist: it would have made it hard to understand your feelings9 
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….. The internal linking process takes place… 

Annie: maybe when people get really upset with me, like Alice, got really upset with me, because 40 
I hurt her feelings, and I didn’t mean to, I was just trying to explain, and that, maybe there’s a 41 
connection there…? 42 
 43 
Therapist: mmm? 44 

Annie: that, I don’t want to hurt anybody’s feelings, and if I do, then they get upset with me…. 45 

Here, Annie starts to draw the connection between her relationships struggles and early 

trauma, fostering development in self boundary. That is, the process of realization, “the 

interchange between the real world and imaginary zone” (Meares, 1994, p. 93) begins. “Since 

core elements of the child’s experience have not been responded to, and remained 

sequestered, this system of thought with its magical components, is not merely undiscovered, it 

is actively hidden” (Meares, 1994, p. 93). Through engagement with this story, as part of the 

therapeutic dialogue, she allows herself to gently question a long held belief about self that 

“she can’t help but hurt others”. Was this because no one could soothe her through difficult 

times in her upbringing when upsetting things happened; have her beliefs been influenced by 

these developmental failures? This session marks the genesis of a deeper level of reflection. 

The model also suggests these moments of growth or “personal cohesion”, develop slowly over 

time (Meares, 2005).  

 

Specific Interventions:   

Fostering the Distinction Between Inner and Outer:  

Encouraging Risk Taking and Autonomy 

 Meares (1994) emphasizes another vital aspect of treatment: “The therapist's empathic role 

has an active component and includes participation in the notion of risk in the field of action” 

(Meares, 1994, p. 96). Meares continues:  

Yet to act is also to allow the emergence of an external reality through a resonance 

between inner and outer. When a child conceives some action, and then proceeds to act 

out this conception, the event is double, involving the privacy of an idea and its public 

enactment. When the enactment is successful it resonates with the original idea, 

producing a sense of "mastery" (Kagan, 1981, p. 57).  In this way, the act contributes to 

the process of realization. Action for the obsessive-compulsive involves a sense of risk. 

Encouragement of the patient's initiatives and fostering a sense of agency are useful 

aspects of the therapist's responsiveness” (Meares, 1994, p. 96). 
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Mahler (1952) posed a similar suggestion: “In the symbiotic type, on the other hand, it is 

important to let the child test reality very gradually at his own pace. As he cautiously begins this 

testing of himself as a separate entity, he constantly needs to feel the support of an 

understanding adult, preferably the mother or the therapist as mother substitute” (p. 302). 

In this excerpt, Annie tells a recent experience of standing up for herself, taking a risk. Those 

with a diminished sense of self may timidly offer the content of the story and attempt to move 

away from positive self states. By staying with, and amplifying the brave moment, the therapist 

is encouraging the sense of mastery. This seems to increase Annie’s capacity to tolerate leaving 

at end of the session without attempting to prolong the therapy in to overtime. 

(Extract from Session 163). 

Annie: …and this other person came and said do you want to speak to somebody and I said “yes 31 

please” 32 

Therapist: mmmmm 33 

Annie: and I was taken down to the corner and sat down and was given a drink of water and 34 

given tissues and the supervisor came out to talk to me. 35 

Therapist: Gee, good on you 36 

Annie: and the other thing is 37 

Therapist: you sound quite proud of yourself 38 

Annie: well I am, sort of 39 

Therapist: yeah  40 

…. 

Annie: Georgia was meant to meet me at the waiting room at the dentist, but when I got there 94 

she wasn’t there and she came when I was in with Avanti, and she was terribly ill with a sore 95 

back, a really sore back. So I gave her a hug and said “go Georgia, it’s ok” and that felt, I felt 96 

empowered; I told Georgia to go away and she went! Giggle- I mean I was being kind, I mean I 97 

wasn’t saying 98 

Therapist: You felt empowered because you felt you didn’t need her 99 

Annie: And she, and it was better that she go and rest 100 

Therapist: I seem to be hearing more of these, these little things, these big things 101 

Annie: big little things 102 
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Therapist: Big little things 103 

This session ended well, with Annie reflecting she felt good about arriving on time, and not late. 

She was able to say “goodbye” and left without trying to re-ignite the conversation, 

demonstrating a confidence to separate. This is indicative of a strengthening in her conception 

of self boundary.  

Utilising Dysjunctive Experiences and Optimal Therapeutic Error 

For the conception of self boundary to develop, it is an important aspect of therapy that the 

“patient learns that the therapist is not an extension of himself, nor does he know everything of 

his inner world” (Meares, 1988, p. 247) for if he did, little therapeutic change could take place. 

This occurs when the therapist’s interpretations, or attempts to reflect affective states, “do not 

match the patient’s experience” (Meares, 1988, p. 247).  What is vital is that the patient is given 

the opportunity to correct the therapist, in order to foster “a congruence between them” 

(Meares, 1988, p. 247). Where self-boundary is immature, the therapist’s demonstration of the 

experience of boundary (e.g. not ‘just knowing’ what the patient means) may feel jarring to the 

patient; this is a necessary dysjunctive experience around the formation of boundary. Kohut 

called a similar process ‘optimal frustration’ while Winnicott used the term ‘disillusionment’.  

(Extract from Session 154). 

Annie: oh, also, I was just going to tell you quickly, about Tuesday, Tuesday night is garbage 

night, Wednesday morning they come and pick it up, and I can’t do anything tomorrow for him 

or think about finding his people, because it’d be too much, I am not coping well with garbage 

night…now that doesn’t make sense, I can’t find his people, give him back on Tuesday, because 

its garbage night 

Therapist: mmm 

Annie: but I can tell you, because you understand 

Here, there is a moment where the therapist is confused and tries to guess and question what is she is 

meant to understand, but reveals, importantly, authentic uncertainty. This is vital in order for 

differences between them to be highlighted in brief, safe, moments of therapy.  

Therapist: about Tuesday? About the difficulties? Well, I understand it, and I can hear how 

difficult it is for you, I suppose there is a tension…? 

Annie: that would be too much loss 

Here, Annie spells it out for the therapist. She couldn’t be clearer.  She is able to bear the differences, 

and reveals a level of innerness, now uniquely personal, and previously unspoken.  



39 
 

Therapist: too much loss, so there is a real sense of survival there 

Annie: yeah 

Therapist: I suppose I can hold in mind both sides of it, which is a bit uncomfortable, I suppose, 

we both are feeling the time does go on 

Here the therapist takes a risk and mentions the ‘unmentioned’ perspective.  The dog that should have 

been returned is still here. This brings her out of the complicit, merged system. She mentions the word 

uncomfortable, and holding another perspective. The response that follows from Annie indicates this 

was a helpful move. 

Annie: it’s too long, I know 

She accepts the other perspective.  

Therapist: and yet I can sense the struggle you are going through, and I heard you say a few 

times, I was going to do it, I was going to try to be ok with it, sounds like 

Annie: so on Friday, I went to buy a flea preparation and they have gone and put a poster of him 

on the door  

The final statement from Annie is a move towards realization, indicating a development in 

boundary formation. Annie is able to reveal that the dog’s owners are actually actively looking 

for him, that they may actually miss him, and she can begin to accept another reality, rather 

than avoiding or actively hiding this issue in therapy. Too early on in therapy, this may have led 

to fragmentation, whereas here she remains coherent and uses the language of loss.  

Another example of optimal frustration may arise through the patient’s experience of the 

limitations of the therapeutic frame5, e.g. time limits, breaks, code of ethics, etc. Whilst 

maintaining the therapeutic frame provides the basis of safety, stability, trust and security, 

sometimes patients may request the therapist step outside the frame of therapy. Processing 

the request, whilst remaining close to their affective state, as well as clear statements around 

what is and is not possible, helps to develop a clear distinction between the inner and outer 

worlds. See a transcript demonstrating this type of dysjunction, and the resulting positive 

outcome, in appendix, Session 123. 

Use of Transitional Phenomena  

As previously discussed, a third therapeutic focus must be on the capacity of the individual to 

“experience” transitional phenomena as a form of communication. In the therapeutic 

                                                             
5 The holding of the therapeutic frame represents the self boundary of the therapist, which can feel jarring to the 
enmeshed patient as differences and otherness emerge.  
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relationship, as the conception of self boundary strengthens, there will be a need for use of 

transitional phenomena to ease the strain of realization, in the sense of a soothing function, as 

well as to provide a non-linear, associative, play like interaction, where new and/or latent and 

developing aspects of the self can be expressed safely in the trust that a significant other is 

highly attuned. The patient may be invited to use incidents from the session, or daily life, as 

objects of play, “to wander around in the mind to see where they lead, to find links with other 

aspects of their experience” (Meares, 2006, p. 300).  

Transitional Play Space in the Therapeutic Interaction 

In the following dialogue, patient and therapist enter a metaphoric play space or transitional 

field, where inner worlds are linked. To the outside observer, some of the content may seem 

bizarre or random, as this section of conversation is almost purely associative.   

(Extract from Session 123): 

Annie: …because, I don’t know how to explain it, its maybe like trying to look at a photo of Bandy 65 

(dead cat) too soon? (emotion in voice) 66 

Therapist: mmm, 67 

Annie: it’s like that I think 68 

Therapist: so, is it a bit like, maybe, Steven being so close (at school) yet you couldn’t.., whereas 69 

Mum who was further away… 70 

Annie: yeah, like that, yeah 71 

Therapist: you knew Steven was there (in the school somewhere) but you couldn’t access him 72 

Annie: like I was so grateful that is he is there and torture that he is there and you can’t see him 73 

Therapist: so being so close yet so far74 

These moments in therapy, where therapist and patient seem intimately connected, where 

patient feels deeply understood and attuned to, are a vital part in the development of 

conception of self boundary.6 Therefore, these moments in therapy are useful only in 

                                                             
6 This resembles the presence of the caregiver around the developing child’s creative play, where the play is 

entered from time to time, and the child’s sense of reality is not questioned, and the transitional nature of play is 

fully accepted. At the same time, however, the caregiver also has a hold on other, more objective aspects of 

reality, which surface at other times. 
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conjunction with the other aspects of treatment, particularly necessary dysjunction and optimal 

therapeutic error.   

Fostering an Internal Transitional Space 

As therapy progresses, discussion involving religion, philosophy, dreams, memories, etc, may 

indicate an active developmental process is taking place, involving transitional space, whereby 

the patient can explore and access a personal space or inner dimension that is creative, rather 

like the child immersed in play.  

Leading up to the following transcript about her dream, Annie discusses some philosophical/ 

religious concepts regarding her understanding of death in a somewhat playful way.  

(Extract from Session 164). 

Annie: Did I tell you about the beautiful dream with Duke and Mum? Well, that was why I told 121 

you about Duke. I had this beautiful vivid dream, just me and Mum and Duke, on a sort of shore, 122 

of a river or a lake, and it looked like the lake district in England, I’ve seen it on television, 123 

beautiful rolling green hills, and beautiful water, and that’s just what the dream was, was us 124 

together, by the side of the lake, and just her happy, and I knew, because I don’t think there were 125 

words, but I just knew that Duke was Poppy, that it was Duke’s form but that it was actually 126 

Poppy with us, and it was a beautiful dream, and it kind of felt like heaven, don’t know 127 

Therapist: that togetherness 128 

Annie: no (correction) it was really peaceful, blissful, and then I tried to have that dream again 129 

but it didn’t come back. 130 

Therapist: it is sort of sounding to me,  like it’s a bit different,  memories, and holding on, like 131 

with memories, you sit down and try  to remember, the good times and being together, and 132 

when we have finished out time together, that’s something I will walk away with and I hope, you 133 

will be able to hold some of this… 134 

Annie: I will try, really hard 135 

Therapist: it sounds like it’s really hard for you, to hold… 136 

Annie: I told you I went to the dentist last week and I was walking from the park where I left the 137 

car, like I always do, and I told you I have thought about Jenny before, and I thought that Mum 138 

could come with me, could walk with me, and asked Mum, could Jenny come too, I mean, I know 139 

Jenny is alive, but like her spirit could come, but I was asking, and then I said “could Parsa? Could 140 

Parsa come? Parsa, will you come too?” so I was thinking that I had these people with me 141 

Therapist: mmmmm, so it was quite powerful, and special, it sounds comforting 142 
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Annie: and when I got there, and Georgia was not in the waiting room where she said she would 143 

be, I still did alright. She came in after when I was already in the chair, and she came with sore 144 

back, and I said “Georgia, you can go”. 145 

Annie’s capacity to enter a transitional zone, where memories, dreams, and religious concepts 

are the objects of play, leads to an increased capacity to hold significant others in mind, rather 

than objects associated with significant others. This is evidenced by her sense of independence, 

confidence and empowerment in the narrative that immediately follows. Once again, this 

indicates a more robust self and increased self boundedness.  

Fostering Distinction of Self and Object (Mother as Primary Object) 

Finally, when the patient is able to speak about and recognize real differences between 

themselves and their idealized parent, as well as failures of the latter, the sense of self and 

impeded self boundary has begun to transform. These conversations should be highlighted in 

the mind of the therapist, but must be the initiative of the patient. In the following extract, 

Annie’s insights lead to more a personal reflection upon her idiosynchratic behavior.   

(Extract from Session 166). 

Annie: not being able to talk to Mum about the puppy, because I had never thought about that 1 

until you said…cos I think it would have been good if I had of been able to  2 

Therapist: mmm 3 

Annie: cos I hadn’t thought of that until you said it that we hadn’t talk, in fact, I hadn’t realized 4 

we hadn’t talked about it 5 

Therapist: mmm, and I suppose that could feel quite…lonely…even if people are there, you are in 6 

your own… 7 

Annie: yeah….and probably Mum wouldn’t probably talk about it with me because she didn’t 8 

want to upset me, she wanted me to just, you know, forget, let it go, like the time she didn’t tell 9 

me that Goldie was run over until I was in my 30’s. 10 

Therapist: what was that like, when you found out, when she told you….. 11 

………. 

Therapist: you seem more upset that they didn’t tell you, like you said, it’s a different type of 39 

grief, where one has more closure, the other is, as much as the hope can feel good, it prolongs 40 

something that’s quite anxiety stricken, a bit like torture 41 

Annie: yeah, which can you understand how guilty I feel? About Bobby? 42 
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Therapist: you have been on the other side 43 

Annie: maybe that’s why I try to keep convincing myself that they don’t love him, or they are not 44 

looking after him properly, that that’s why he is so timid and scared, but it might not be true, 45 

they might love him a lot… 46 

Therapist:  it’s hard to let those thoughts in, to imagine what they are feeling… 47 

Annie: ‘cos if I’m wrong, and I take him back, and he’s not treated well…he seems so happy, 48 

every time I try to call him Jordan (his real name), he won’t respond, it’s like, he doesn’t want to 49 

be Jordan, he wants to be Bobby, but that’s just me….probably 50 

As Annie is increasingly able to reflect on her early attachment experiences, a marker of self 

boundary development, there is a shift in her current attachment experiences. When she states 

‘but that’s just me…probably”, she is demonstrating a new type of growing awareness: maybe 

her reality, (where avoidance of loss shapes the way she see the world and others), represents 

only one perspective and maybe other alternative realities, external to her, also exist. She is 

moving closer to realization. 

Conclusion of Therapy 

The therapy ended early due to extended maternity leave of the therapist. However, during the 

course of therapy Annie’s overall functioning improved. She was able to venture out more on 

her own, felt less dependent on her case worker, enjoyed small adventures (engaging in small 

risk taking behaviours), increasingly stood up for herself, experienced moments of pride in self, 

and reflective processes grew in frequency. She was able to verbalise her feelings around loss 

with greater capacity and ‘enact’ them less. She arrived on time more frequently. Although 

some symptoms were triggered by the termination of therapy, the frightening feelings 

associated were discussed in the context of the therapeutic relationship and endings. Since 

symptoms of OCD, anxiety related disorders and dependent personality disorder are seen to 

arise as a result of a disturbance in the self system, specifically where self boundary 

development has been impeded, it is argued here that treating the underlying cause has 

contributed to the improvements, as self boundary was enhanced. 

Discussion 

The current paper has addressed a particular type of disorder of the self, characterised by 

severe anxiety, separation fears, obsessive compulsive disorder, with a Cluster C personality 

disorder, in this case dependent and avoidant personality disorder, where self boundary, and 

indeed the sense of self, has been underdeveloped. It has been argued that the origins of these 

symptoms can be found to be traumatic, in the sense that the development of self, in 

particular, a well bounded self, has been impeded and disrupted by features of the early care 
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environment not conducive to growth and expansion of self. Specifically where marked 

overprotection, extending to the denial and chronic avoidance of loss, and lack of adequate 

matching of the developing child’s inner states by caregivers, known as empathic attunement, 

were present in the individual’s upbringing, a maturely developed self boundary may be 

impaired. As in Annie’s case, these features permeated the atmosphere in her home and had a 

grave impact upon her functional self boundary, to the extent that social situations become 

unbearable due to the real possibility of fragmentation and breakdown, whilst at the same 

time, being alone for Annie was fraught with dysphoric, depressive, overwhelming feelings.  

Annie’s poorly developed sense of self and boundary arose from a background of severe 

intergenerational traumatic loss. She endured her own early loss of her father and was born 

into the preoccupied and unresolved atmosphere caused by the unresolved losses of her 

mother and became the enmeshed and spousified child. She never had the safe space of an 

early secure attachment from which to develop her sense of self and instead was intruded on 

and preoccupied by the disorganizing grief and terror of her mother. The losses of pregnancies 

for her mother and the early fear of loss of Annie (the traumatic perinatal separation) were 

compounded by her mother's horrific sense of personal abandonment by the marital failure. 

There was never any real sense of safety or comfort in this dyad in which separation and 

individuation might have normally proceeded. This was further compounded by her withdrawal 

from school and other challenging and reparative experiences and in adulthood when she had 

failed to separate from her mother then had no capacity to grieve her loss. 

It seemed she never had the safety and comfort prerequisite to forming a sense of herself and 

the space of reverie and play which are essential to the development of transitional space and 

inner/outer distinctions in both Winnicott's and Meares work.  

The disorganizing effect on cognition, affect and behaviour is seen in Annie’s symptomatology 

and her attempt to organize is through the preoccupied organization which leaves her prone to 

separation anxiety which is really the terror of annihilating loss of other and self.  

The particularity of these environmental failures, according to Meares, discourages self 

boundary formation. Annie grew up hyper tuned to her fragile mother’s needs, giving her a 

false sense of completeness, yet lacking a robust sense of self. Her mother’s unavailability, lack 

of communication and empathic attunement, particularly around losses, and highly 

overprotective behaviour discouraged Annie’s growth of self and independence. Annie seemed 

to be met with either fear responses or no response at all, at each milestone. It seemed as if 

Annie was perceived by her mother as an extension of herself, discouraging her autonomy 

unwittingly. 
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Working with a patient lacking the language of loss, nor having the capacity to process loss 

without fragmentation, was a challenge in the therapeutic relationship, with this pattern of 

avoidance constantly in the foreground, unconsciously shaping the interactions by attempting 

to sidestep painful issues. The Conversational Model was chosen as it was designed to provide 

emotive language to reflect and match emotional states, including disorganized and 

fragmented states; an environment of reflection; a safe sense of consistency and ongoingness 

where self could develop and expand; language and discussion around losses could arise 

without the relationship ending; and demonstration or modeling of therapeutic boundaries to 

assist the development of a functional self boundary, for example, by keeping sessions on time 

when it was hard for her to leave. On top of this, the model was able to provide the tools to 

focus on the origin or source of the issue, that of the impeded self boundary. It was able to 

provide an environment where self and other could be differentiated with minimal threat to 

the core self, due to constant empathic attunement, aimed to gradually develop the self to 

more robust state to be able to integrate the concepts of differentness and togetherness into 

core self. Finally, this involved transitional moments that were fostered and used to further 

develop self and decrease the perceived level of threat, and soothe the process of separation. 

Finally, once Annie’s self was more adequately developed, and less prone to fragmentation, she 

was able to gain insight and greater awareness in to her difficulties in interactions, which 

indeed reduced in their levels of anguish, and indeed function on her own better.     

It is also hoped that the material presented in this paper serves as a strong foundation for an 

alternative or additional treatment approach to OCD with poor insight and complex anxiety 

related disorders, where personality and self disturbance are the underlying features. Where 

the case for psychodynamic psychotherapy as a treatment approach to OCD has been put 

forward in the literature (Brandchaft, 2001; Shapiro, 2001; Meares, 2001; Benns-Coppin, 2008; 

Beutel and Huber, 2008, Bristol, 2001; McGehee, 2005; Slavin, 2007), various complex cases 

and their subsequent recoveries have been sited. Recovery has been attributed to factors such 

as the ongoing stability provided by the therapeutic frame, containment and working through 

of impulsive and intense affective states within the transference and relational exchanges, or 

interpretations (McGehee, 2005; Slavin, 2007). Yet no clear treatment pathway or techniques 

seems to have emerged where impeded boundary formation is seen as a core feature 

underlying pathology and a mature self boundary, the goal of therapy. A similar model of 

psychosis, OCD, etc, with ego boundary as its organizing principal, has been proposed by 

Javanbakht (2005) in his  theory of bowls and bugs, however, the focus is on an integration 

model of etiology and treatment, rather than specific psychotherapeutic techniques. There is 

also still a need for larger scale comparative studies with measurable evidence based data, 

including appropriate classification of patient groups (Lam and Seketee, 2001; Mizen, 2008), 

with important contributions to be made from the fields of functional neuro-imaging (Beutel 

and Huber, 2008) and functional linguistics to demonstrate markers of change. 
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The current paper hopes to move the case forward by presenting a summary of clear treatment 

techniques that contribute to self/ self boundary development, based on developmental 

theoretical perspective (Meares, 1988; 1994; 2001) and the Conversational Model of 

Psychotherapy. Guidelines have been provided along with demonstrable improvements 

through the case study transcripts. Finally, it is hoped that this paper has been successful in 

alleviating Shapiro’s (2001) concern that “deficiencies in psychoanalytic understanding 

of symptom formation weaken its case against the reductionistic conception of OCD” (p. 242). 
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APPENDIX 

TRANSCRIPTS IN CHRONOLOGICAL ORDER 

Session 9 (Early session) 

Annie: We were going to drive out here, ‘cause I hadn’t come on Monday and I wanted to make it so that 1 

I’d come twice a week, (laughs, a bit embarrassed or ashamed) 2 

Therapist: Ah hmm 3 

Annie: So that was the plan and 4 

Therapist: So it’s important for you to have that routine? 5 

Annie: well, Jenny says it is (giggles) 6 

Therapist:  Jenny says it’s important for you? 7 

Annie: yeah, well that’s what we were doing before coming to seeing you, was to come out here twice a 8 

week to build up the routine… 9 

Therapist: Oh ok 10 

Annie: it’s a good idea, isn’t it? 11 

Therapist:  what do you think? 12 

Annie: I think it’s good 13 

Therapist:  it’s been helpful? 14 

Annie: yeah….yeah. But…the front door was open, I keep it shut a lot in case people come and I can 15 

pretend not to be at home, but it was open, and she goes straight to the door, to see who it is, and do a 16 

little dance that she does, and I actually thought it might have been somebody to actually fix something 17 

that I needed to fix, like the trees or the step, or… 18 

Therapist: that you’d been waiting for? 19 

Annie: cause, I thought, coz I can see people walking up the driveway and he had a clipboard, and he was 20 

either going to sell something or he might have been come to measure the kitchen, coz they want to put 21 

in new cupboards or something like that, and when he came to door and he said his name, which is too 22 

hard to pronounce 23 

Annie: And I was in shock, at first, I couldn’t work out why he was standing at the front door… 24 

…  25 

Therapist: Your anxiety hadn’t stopped you from being able to express yourself? 26 
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Annie: It was too late to shut the door…the screen door was the only barrier and it was too late because I 27 

had gone to the door thinking he was one of the guys that was going to fix something, then he said his 28 

name, then I couldn’t speak for a minute, and then all I could say was that Jenny talked to you, think he 29 

remembered, he kind of remembered, and then the door wasn’t opening, so I think he got the idea that 30 

he wasn’t coming in.  31 

Therapist: it must have been very stressful for you, trying to cope with dealing with him being there 32 

Annie:  So I got the mobile phone and I found it and I handed it to him, and I think he was annoyed then 33 

because he had to read it himself, but I didn’t have my glasses, and I couldn’t go to find them because he 34 

was impatient for me to find the number, and I gave it to him and he wrote it down and he said yes, I’ll 35 

go and I’ll call Jenny, and he walked down the driveway, in a huff, coz he was not happy…(starts to cry) 36 

Therapist: you felt you were in trouble, or, naughty 37 

I don’t want to get him annoyed coz, he’s the one who can say whether I can stay or not… 38 

Therapist: in your voice I can hear that this has been a painful experience for you, almost, that he just 39 

even turned up, I am just trying to understand… 40 

Annie: it’s that fear that I have that they’ll put me in to a flat or a unit and I won’t be able to keep them. 41 

Because I feel guilty about being in a house that has two bedrooms. And mum was really scared, when 42 

she was dying, she was really concerned that I would be moved straight away, and she went to talk to 43 

them at the office, and remember it was a lady called Mrs Rainbird, she was really nice, and she told 44 

mum that she couldn’t officially say that I’d be allowed to stay, but she said she could tell mum not to 45 

worry that everything would be alrigiht, but they couldn’t give mum that peace of mind. They wouldn’t 46 

say. 47 

Therapist: mmm, so Mum was upset about it as well 48 

Annie: and, before Mum died, she made me promise that the very first thing I did after, was to go that 49 

office and find out if I could stay, and that’s what I did, and as soon as I told them that she died, they 50 

said, this was Mrs Rainbird, and the man she was with, she said, they went off and got papers to sign 51 

and they changed the house in my name, and they said I could stay but they said they couldn’t guarantee 52 

for how long, because things could change, but they sent me away and told me not to worry.   53 

Therapist: mmm, and yet, this has been on your mind since ’94, maybe because it’s constantly there, 54 

maybe it’s, with the anxiety and depression, getting worse? 55 

Annie: that worry of the house, no, hasn’t caused all the other things, no, I don’t think,  56 

…. 57 

Annie: The memories are there, cos after she died, that’s when I was going to Star Trek, club meetings 58 

and things, and a lot of people were saying you should think about asking to be moved so you don’t have 59 
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to live in the house with the sad memories, but that didn’t make sense to me, because most of the 60 

memories were happy ones, 61 

Therapist: mmm 62 

Annie: and I didn’t want to go. 63 

Therapist: so there was comfort in being, in having that same space 64 

Annie: yeah, and from when I was little, we’ve got all the same furniture from this stuff that Nanna 65 

owned before, mum even came to live there, there’s some things still 66 

….  67 

Therapist: so it was hard to let go of (Discussing the first time brother left home) 68 

Annie: Yes because it had always been just Mum and Steven and me….I know it sounds horrible but I 69 

never think of Nanna included in the group. 70 

 Therapist: In the family? 71 

Annie:  yeah coz Nanna always had her own room, her own television set and she had her meals usually 72 

in her own room. 73 

Therapist: so it was like a  74 

Annie:  it was strained 75 

Therapist: it seems there was a separation that she had created, almost, or do you feel it was you guys? 76 

Annie: yes, in the beginning I think it did come from her, coz I think it did1 77 

…. 78 

Annie: There’d just be situations where she’d say, this is what we are going to do, we are going to do  79 

this together and it’d be like oh, g-d.  80 

Therapist: You would want to stay with Mum and Steven or you just didn’t want to be with her. 81 

                                                             
1 Confirming the idea that there was a lack of clear boundary is Annie’s confusion over who created the separation 

between the immediate family and Nanna, as during her reflection, she reported a sense of guilt about it, as 

though they cruelly left Nanna out. However, judging by the actual script it seems quite clear that Nanna kept 

herself apart, in a devaluing manner towards the others, and then acted intrusively, demanding her needs be met 

by the “children”, a grave mismatching with each one of their personal experiences. 
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Annie: both I think. But even later on when she was really much older and Steven had got the car, and he 82 

would take me places and things, and she would just get up one morning and say “I would like to go to 83 

somewhere, in the car” and that was it, we would all go in the car with her (laugh) 84 

Therapist: sounds a little bit regimented 85 

Annie: a little bit, yeah, it wasn’t like you could say no,  86 

Therapist: you couldn’t say how you feel, or what your plans or hopes were for the day? 87 

Annie:  we’d just be grateful that it didn’t happen too often 88 

Therapist: And if you did had something to say, was there someone who you could say how you felt? 89 

Annie: well we knew how we felt, we all would just look at each other and just know we were saying oh 90 

G-d. 91 

Therapist: ha 92 

Annie: I remember when I had a cat called Tawney, and she just vanished, she just wasn’t there, and 93 

Steven said he would drive me around to look for her, and Nana said ‘well I’ll come too’ (eye roll), and all 94 

the way around she kept saying ‘poor Tawney, Tawney was a good cat, shame she’s dead’, and Steven, it 95 

was the first time I think I heard him, you know, say anything back to her, he said ‘don’t you say that 96 

again’, (crying more) but she was, she didn’t come back, or she was lost, I don’t know (sobbing) 97 

Therapist: so the sadness is about losing Tawney or about the fact that Steven 98 

Annie: that Steven stood up for me, and that Nanna,  I remember she just seemed shocked, like she had 99 

no idea that she was saying anything that would upset me. So I think that al ot of things I thought were 100 

mean or I thought she said to upset me, I think she was just unaware 101 

Therapist: so she just couldn’t value your feelings? 102 

Annie: Because Steven was still trying to give me hope, we were looking still. 103 

Therapist: so by saying that…? 104 

Annie: it was taking away the hope 105 
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Session 40 (Shared self system with mother) 

Annie: Mum and I used to talk a lot about when I would have children. 1 

Therapist: mmm  2 

Annie: So we bought books, kiddies books and children’s books,  3 

Therapist: ooohhhh 4 

Annie: and put aside for when…and picked a name out and everything 5 

Therapist: There were, there were a lot of hopes 6 

Annie: Yeah, I had a lot of hopes for the baby, but never thought (giggles) much about the guy 7 

Therapist: mmmm 8 

Annie: But the baby was going to be a girl, and she was going to be Katherine Claire 9 

Therapist: Katherine Claire, mmmmmmmm 10 

Annie: Katherine Claire, and KC for short, the initials KC, K.C., 11 

Therapist: Oh, Oh, mmmmm, so that was going to be the nickname, 12 

Annie: Yeah 13 

Therapist: mmmm, mmmmm; so you’d sort of painted a …quite a lively picture (amplifying positive) 14 

Annie: Mum and I did a lot of that…sort of …that daydream type stuff, 15 

Therapist: mmmm 16 

Annie: ... thinking about if we had our own house one day before we got one, 17 

Therapist: yeah 18 

Annie: and what it would be like, and what we’d do 19 

Therapist: so that kept you hopeful, sounds like... 20 

Annie: yeah, yeah 21 

Therapist: mmmm 22 

Annie: I was 36 when Mum died 23 

Therapist: mmmmm 24 
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Annie: so I wasn’t (laughing) exactly young then either, when she was so sick, I was trying to think of all 25 

the things I wanted to tell her like... 26 

Therapist: mmmm 27 

Annie:  and all the things I wanted to tell her but couldn’t ( becoming teary) 28 

Therapist: mmmm 29 

Annie: But I did say, one day, that, I might not actually get married, it might not happen, I might not 30 

have Katherine Claire (crying); 31 

 

Session 121 (Attachment to objects) 

Annie:  There’s a washing machine under there that was Mum’s that I bought for her that she liked, and I 1 

still think I can store things in it so; it’s a big washing machine thing, so I can put things in it  2 

Therapist:  Mmm hmm, so I can see it’s really difficult 3 

Annie:  yeah  4 

Therapist:  for you, these….. 5 

Annie: Things 6 

Therapist: things; mmm… it sounds difficult 7 

Annie: Yeah, and see that’s since forever 8 

Therapist:  mmmm…since forever? 9 

Annie: well with, don’t you remember?...getting things out of the garbage?... 10 

 Therapist: mmm, so since that 13 period…? 11 

Annie: yeah, and before then, I suppose, I was hoarding things too 12 

Therapist: really? 13 

Annie:  before that not that I can think of, but I can imagine I wasn’t good at letting go of things 14 

Therapist: mmm, so,it feels like forever? 15 

Annie: yes, feels like it, and umm… 16 

Therapist: so the memories aren’t 17 

Annie: sorry? 18 



 

vii 
 

Therapist: so the memories aren’t strong from before then of collecting things? 19 

Annie: Not one way or the other that I can think… 20 

Therapist: mmm 21 

Annie: I know because of the, I was always aware that Lola was very much ‘throw everything away, you 22 

don’t need anything, rip everything up so nobody can read your address on anything 23 

Therapist:  was that Lola? 24 

Annie: that was Lola, and I remember being horrified by that so I think I had  25 

Therapist:  ahh 26 

Annie: the horror of actually throwing things away as far back as I remember, but I don’t remember 27 

Therapist:  and you had a good relationship with her? 28 

Annie: yeh 29 

Therapist: and yet she was quite different 30 

Annie: yeh 31 

Therapist: in that way 32 

Annie: and that was always hard for me to comprehend too, because, somewhere along the line I got the 33 

idea that if you’re really close and you really love each other, then you should be, like the same in 34 

everything 35 

Therapist: mmm 36 

Annie:  Mum was always saying, you know, if she liked something, and I liked something else, she would 37 

say “we don’t have to like everything the same” 38 

Therapist: (laughing) 39 

Annie:  we did a lot of things, most things, but we don’t have to like everything the same, and it was 40 

always jarring to me like 41 

Therapist: was it? 42 

Annie: well, ‘why wouldn’t we?’ 43 

Therapist: right why wouldn’t you? Mmm… 44 

Annie: somewhere along the line… 45 
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Therapist: felt like twins, was it? 46 

Annie: yeh was a bit 47 

Therapist: Yeh? 48 

Annie: yeh…I don’t think I was a twin, Mum always said, ‘thank G-d I wasn’t a twin’ 49 

Therapist: mum said that 50 

Annie: yeh, when I was being naughty 51 

Therapist: when you were being naughty? 52 

Annie: she’d say ‘thank G-d you weren’t twins’ 53 

Therapist: you were being naughty? 54 

Annie: I used to throw tantrums when I was very little, and frustrated and didn’t know what to do. I 55 

would throw cushions 56 

Therapist: cushions? 57 

Annie: yeh, only because they wouldn’t break 58 

Therapist: ok, so you would throw cushions to show you were frustrated? 59 

Annie: yeh 60 

Therapist: mmm, couldn’t express?.... 61 

Annie: I think it was when we were at Lola’s and Mum would say it’s time to go home and usually I 62 

wouldn’t want to go 63 

Therapist:  you remember liking to stay there? 64 

Annie: yeh, yeh, but other times, that I couldn’t tell you why I was frustrated, it was just a build-up of 65 

frustration and it would all explode in a crying, screaming, sobbing, throwing, tantrum   66 

Therapist: mmm, so you remember 67 

Annie: and of course, not wanting to go to go to school, that brought on a lot of 68 

Therapist: crying? 69 

Annie:  tantrums. Well not so much tantrums more yeh, crying 70 

Therapist: so you remember crying, and sobbing around school? 71 

Annie: yeah, at the gate. At the gate. 72 
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Therapist:  with mum? 73 

Annie: yeah, with mum, trying to get me through the gate…and that was just in to the playground…what 74 

was she going to do to get me to go into the building, and then up the stairs and then in to the room. 75 

Really it wasn’t her fault…. 76 

Therapist: I see it was just really difficult for you,  77 

Annie: yeh, I wouldn’t go in the gate 78 

Therapist: for her 79 

Annie: how she got me to the gate I’m not sure, it must have been just a nice walk, I thought, I might as 80 

well just go to the gate, but I’m not going in. giggle 81 

Therapist: so I suppose you may have built up, as you were walking towards… 82 

Annie:  yeh, it would have, probably, and then the mum wants me to go and I don’t want to go and Mum 83 

wants me to go and I should go and I don’t want to go 84 

Therapist: mmm…so this sounds familiar? (mutual giggle) 85 

Annie: yeah 86 

Therapist: should, don’t want to, should, don’t want to 87 

Annie: yeah 88 

Therapist: mmm, so this has been, a difficulty, or struggle from way back 89 

Annie: yeah….and then the embarrassment, and things too, because I remember one time crying outside 90 

the gate and from across the road there came  this little old lady with a glass of water for the child: ‘the 91 

child’s upset, what’s wrong with the child, the child’s crying, have some water” 92 

Therapist: so that was embarrassing? 93 

Annie: yeah 94 

Therapist: for both? 95 

Annie: I don’t know for Mum, but I was, yeah.  96 

Therapist: mmm, mmm 97 

Annie: because she was right across the road 98 

Therapist: the lady?  99 

Annie: yeh 100 
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Therapist: but it sounds as though it were pretty awful 101 

Annie: yeah, horrible 102 

Therapist: mmm 103 

Annie: ‘cause I didn’t want to be naughty, I tried so hard to be good, and the goodest thing I could have 104 

done would have been to have gone inside, I guess  105 

Therapist: mmmm, so 106 

Annie: if goodest is a word you know what I mean…   107 

Therapist: best 108 

 Annie: best 109 

Therapist: so that was naughty? 110 

Annie: yeah, in my mind, yeah, truancy? 111 

Therapist: or terrified? Sounds like you were really terrified?  112 

Annie: yeah 113 

Therapist: Horrified? 114 

Annie: scared. Yeah, Terrified. 115 

Therapist: naughty? 116 

Annie: it wasn’t …I don’t know. Everybody else seemed to be going in. and the one’s that weren’t were 117 

probably out having fun. I wasn’t doing either…I wasn’t going in and I wasn’t having fun. 118 

Therapist: so you were somehow caught? In this kind of torture 119 

Ann: yes 120 

Therapist:  not fun, not out having fun, and not  121 

Annie: doing what you’re supposed to do. (Pause).  122 

Therapist: supposed to do, right, 123 

Annie: They call that purgatory don’t they? Not in heaven, not in hell. 124 

Therapist: purgatory 125 

Annie: I think that’s what Mum told me… cause mum was raised catholic, so she had some stories about 126 

church 127 
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Therapist: did she 128 

Annie: Lola more than Mum, because she was raised in a convent. 129 

Therapist: oh 130 

Annie: and she could play the piano really well, but the nuns used to hit her across the knuckles if she hit 131 

the wrong note so she didn’t have the enjoyment connected to music  132 

Therapist:  oh 133 

Annie: and she always wished that she had been allowed to play, and they put her in competitions and 134 

things, because she was really good and she never played it ever again, because the connection with it 135 

was being physically abused, with the music. 136 

Therapist: mmm, I can imagine 137 

Annie: so and that set up that thing in my head like you know that nuns are meant to be nice and kind 138 

and you know, kind and gentle, and helpful and here’s Lola saying, you know, they used to hit her over 139 

the knuckles with sticks, like cane sticks, and it would sting and hurt 140 

Therapist: yeh, and that, you were saying, set up… 141 

Annie: like that double thing…appearance 142 

Therapist: not trusting? 143 

Annie: I guess so, that, it’s a good thing to learn, I guess 144 

Therapist: appearances…? 145 

Annie: appearances can be deceiving, yeh 146 

Therapist: and I suppose fear would have come with that 147 

Annie: and I think I told you, I don’t know for sure but mums story, about church 148 

 

Session 123 (Empathic attunement; fostering transitional space within interaction; optimal frustration) 

Annie: I don’t know how that works, why some things stay so fresh in my mind, and others just 1 

disappear. Oh, the other thing that just popped in to my head just then was that about maybe three or 2 

four sessions ago, I went to the park, and I was trying to go over in my head what we talked about in the 3 

session, as I usually do, and there was something you said that day about Jenny that I really wanted to 4 

remember and I couldn’t get it back in to my head…yeah…..that I think of trying to find a way to record it 5 

or something? Would that be possible? We talked about why did I want the recordings? But I feel like, I 6 

want to do it so that I can take things in better about what we talk about, because that’s what I always 7 
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try and do, is when I leave I walk Skye in one of the parks or something, before we go home, that’s how I 8 

get to try and remember things, is to go over them, before they evaporate, is go over them and… 9 

Therapist: they evaporate…when they evaporate? 10 

Annie: then I can’t recall them 11 

Therapist: and when you can’t recall them…..they disappear or…? 12 

Annie: I guess so, I know they’re there somewhere…I know if you need to you can recall them, their away 13 

in your brain somewhere, but I don’t have that thing where you can access it; and it’s good I think, if I 14 

could record them, to like study, and replay it so I could hear and learn more, coz that’s how it feels, 15 

anyway, I feel like I would be able to, I feel like I could learn more, because you say something and I hear 16 

it, and I think ‘remember that’, then I go outside and think, what was it that I wanted to remember? 17 

Therapist:  so it’s frustrating 18 

Annie: it’s so frustrating 19 

Therapist: not being able to hold all those things in your mind 20 

Annie: and they just go, but I can’t access it 21 

Therapist: ok so things get unaccessible that seem important 22 

Annie: yeah, that I think would be helpful to go over again 23 

Therapist: reassuring? 24 

Annie:  yes, coz it’s a lot to um try and remember and go over, and I am not, like with Gabrielle, I was so 25 

terrified of going, I don’t remember anything we talked about,  26 

Therapist: really? Mmm 27 

Annie:  at all now, because that level of anxiety you can’t remember anything, but it’s not that, coz I am 28 

not anxious here, more than I would be at home, once I get here… 29 

Therapist: so there is anxiety about moving from home 30 

Annie: yes, so it’s not that, but it’s just, I don’t know, I just feel like I need to go over things we talk about 31 

Therapist: yeah, so there is a sense of…it triggered in my mind as well, that thing, when you were little, 32 

and seeing mum in a certain position and it was so important… 33 

Annie: in Centennial Park, sitting on the bench? 34 

Therapist: that’s the one 35 

Annie: did I give you the writing on it, or did we talk about it 36 
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Therapist: we talked about it I think 37 

Annie: yeah, that memory thing 38 

Therapist: yeah, and how important it was for you to remember, I have a memory of you saying you had 39 

to 40 

Annie: the idea was to um, remember the same image the next year, and then the next year, remember 41 

the same image like a photograph 42 

Therapist:  but you made a really conscious effort to re-go over it, to re draw it in your mind, so that you 43 

wouldn’t forget it, and I remember when you were telling me about it, you were crying 44 

Annie: yeah, oh really? How unusual… 45 

Therapist: there was an emotional charge 46 

Annie: yeah and the realisation too, that it worked up to a point but like what we were just talking about 47 

that day, that was just one image, but not, ‘how did we get to the park that day?’ or ‘what did we do 48 

when we got home’? that sort of thing, none of that is there, the image is there, but like I said, it’s a far 49 

away one, like, why didn’t I do a close up, why did I do a long shot and not a close up? 50 

Therapist: that was your regret? 51 

Annie: yeah 52 

Therapist: there is a sense of a value in the memory, the value in the experience, and that the holding on 53 

to the memory, it seems quite urgent 54 

Annie: important, yeah 55 

Therapist: but it seems vague 56 

Annie: yeah…but I like that thing that it is in there somewhere 57 

Therapist:  yeah, it seems like not having it is like a loss, or something 58 

Annie: yeah, but with this situation, this wanting to record the sessions, there is that too, but there is 59 

definitely that thing, like when I have listened to the ones that I’ve got, and I didn’t, it was interesting, I 60 

thought, that I didn’t do that on the break, that time away, and I’m trying to analyze, work out why 61 

didn’t I, because I have before, and it’s good to go over, like a lesson, I did try to think of it like its 62 

learning, like its helping me,  trying to like study, and get everything I can, learn everything I can, but not 63 

in the break time, and I was trying to analyze why, and I think it was that thing that it might make me 64 

feel like more, more wanting to have a session (during the break) because, I don’t know how to explain it, 65 

its maybe like trying to look at a photo of Bandy (dead cat) too soon? (emotion in voice) 66 

Therapist: mmm, 67 
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Annie: it’s like that I think 68 

Therapist: so, is it a bit like, maybe, Steven being so close (at school) yet you couldn’t.., whereas Mum 69 

who was further away… 70 

Annie: yeah, like that, yeah 71 

Therapist: you knew Steven was there (in the school somewhere) but you couldn’t access him 72 

Annie: like I was so grateful that is he is there and torture that he is there and you can’t see him 73 

Therapist: so being so close yet so far 74 

Annie: what else, I had something else I was going to say…so last time we talked, I had to write things 75 

down, I have forgotten now 76 

Therapist: this whole topic can be emotional, and upsetting 77 

Annie: which bit 78 

Therapist: about recording, and holding on, wanting to know whether it’s possible, if it’s wrong or right, 79 

I’m wondering if that came up, I remember in the past you were afraid to ask 80 

Annie: yeah, and that too, remember last time when I mentioned that I looked up on the internet, I 81 

looked up Russell Meares, I wanted to run it by you to know if it was ok, whether that was ethical for me 82 

to look it all up? 83 

Therapist: mmm 84 

Annie: yeah, I haven’t yet but it’s in my favourites, but I did want to run it by you 85 

Therapist: oh, ok 86 

Annie: oooh, now I am getting…. then I can write it down, one day, then I can bring it in on Thursday, if I 87 

can remember what it was, I am trying to remember what it was that we talked about last time, it was 88 

all over the place…it had something to do with something that we talked about last time, it’s 89 

challenging, studying and to be reminded what to pick up on… 90 

Therapist: I suppose the process of learning happens just by coming and being in the relationship, as it is, 91 

on the day, because…just in coming and meeting together over and over again (boundary made explicit) 92 

Annie: yeah (Annie accepts boundary without fragmenting) 93 

Therapist: you know, something is going in (Boundary of therapeutic frame made explicit) 94 

Annie:  yeah ahh like that Robert Kennedy quote, I like quotes, there was just a whole documentary 95 

about Robert Kennedy and its one that I have written in my notebook from time to time and it’s about, 96 

well, it’s not his quote,  Eskalas or something, an ancient greek philosopher maybe, I am not even sure, 97 
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because he was talking about when his brother died, the pain and everything, and it’s something like, the 98 

first bit I can’t remember at all but it’s something like “in our sleep, against our will, comes wisdom to us, 99 

through the awful grace of g-d, it’s like, awful stuff, wisdom, comes to us, in our sleep” that sort of thing 100 

and it’s a really nice quote 101 

Therapist: there’s everything in there, so it says a lot 102 

Annie: yeah and there is a little bit of hope there, because at least you get some wisdom  103 

Therapist: and the awful grace of g-d? 104 

Annie: yeah I like that, it’s good coz it’s got that double sided bit 105 

Therapist: not quite clear cut 106 

Annie: yeah, yeah, I like it, and there is the other one about ripples of hope, about um, it’s a long long 107 

quote, but its starts off about ‘let no one be discouraged in the belief that there is nothing that one man 108 

or one woman can do against the enormous array of the world’s ill’s’ I can remember that part, it’s like, 109 

don’t feel like you have no power, and then it goes on and on and on and on, then ends in something like 110 

‘ everytime you stand up against injustice, every time you take a stand against wrongs, you send forth a 111 

tiny ripple of hope, and, what’s the word, not converging or joining, but tiny ripple can build a current 112 

that can sweep down the mightiest walls of oppression and ignorance’, I like that 113 

Therapist: wow, that’s very powerful,  114 

Annie: yeah 115 

Therapist: so every small thing… 116 

Annie: yeah, yeah, you know the image of little pebble in the water and the little ripples that go, and 117 

each tiny little ripple 118 

Therapist: that’s quite an empowering quote 119 

Annie: yeah, Alice and Aicee don’t like American politics, and they would say that the Kennedy’s were all 120 

full of themselves, and they would say that Bob Kennedy probably didn’t even write that, and it’s 121 

probably a bit true, but that other one about, that other quote about was the night Martin Luther King 122 

was assassinated, the documentary that I just saw was about, and they were saying, because Robert 123 

Kennedy had a speech to do in a black part of town, and they said ‘don’t go, don’t go, you’ll be killed’, 124 

and he went, and half the crowd  knew that dr. king had been assassinated, and the other half hadn’t 125 

heard it yet, and he got up and told them, and gave this speech off the cuff, that people study, I think, in 126 

their university courses. 127 

Therapist: wow, so that’s it, that’s where the quotes come from 128 

Annie: no, umm, it’s another one, there are lots…I just like good words, strong words 129 
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Therapist: encouraging,  130 

Annie: yeah 131 

Therapist: by people who make a difference 132 

Annie: yeah and whether it was a speech writer, or, I just like the words, it’s like Shakespeare, they say 133 

that Shakepeare never wrote what he purported to write, somebody else wrote but it doesn’t matter, the 134 

words are there.2 135 

                                                             
2 In this example, where the boundaries of the therapy were made explicit (i.e. this is what therapy is, this is what 

it isn’t). Annie was not given the response she was hoping for, that is, permission to record the sessions. Rather, 

the therapist’s statement, ‘you know something’s going in’, in effect, was saying no in a gentle, digestible way. 

Annie responds poetically, associatively, appropriately, also more clearly bound; her growing selfhood is moving 

toward a threshold, whereby the next step will involve her becoming more fully author and agent of her own life, 

thoughts, ideas, etc. 
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Session 163 (Fostering risk and autonomy) 

Annie: So I went, and I went to the counter and there was one lady on her own, looking after the counter, 1 

and I said I had an appointment to see Sara, and she looked, and it was past time for Sara, and I said “I 2 

know I am late but I have been hanging on the phone for 2 hours (sarcastic laugh). I said, and she said 3 

“oh” and I said “No! Why did I have to hang on the phone for 2 hours?” And she said “Well, there is 4 

supposed to be two of us and there is only me, and I can’t be answering the phone and doing my other 5 

work as well” and that just got me more riled. I was crying, like I do, the strength part doesn’t stop me 6 

crying, and I was not going away, she was saying, as I said I had to go to another appointment, and she 7 

said “well you go there, dear, and Sara will see you another time, she will make a new appointment” and 8 

I was saying “no I want to make a complaint”, I did by then, I wanted to make a complaint,  9 

Therapist: mmm 10 

Annie: and she was, she just kept, like people in human resources do, get the person away, agree with 11 

them, pacify them, and make them go away sort of thing, don’t engage, you know, I don’t know, but 12 

they tried to teach me that when I was younger… 13 

Therapist: so you felt she was trying to shut you down 14 

Annie: Absolutely, because she was so busy and stressed, and, please just go to your other appointment 15 

and Sara will see you another day 16 

Therapist: sounds like there was a sense of indignance came up 17 

Annie: Yeh, because another person happened by, I think maybe a dentist, and heard and said “why 18 

don’t you just give her a complaint form? There is a complaint form here somewhere”. So then the 19 

woman said “Ok then, well I will look for one” (laughing sarcastic) and then opened and shut some doors 20 

and then said “well I can’t find one. Go downstairs. They’ve probably got some downstairs.” And I said I 21 

will just wait until you find one” (giggles and then a bit more timidly) “dear oh dear” 22 

Therapist: you were brave, you were being very brave 23 

Annie: probably to the point of being too much, I mean she was on her own, and she couldn’t find the 24 

form but she didn’t look very well, so I was going to wait. And then, while all of this was going on, the 25 

other person had drifted away, another person drifted by, and I was crying more by then because I knew 26 

I wasn’t getting anywhere, she wasn’t finding the form, she was just trying to get me to go and I was at 27 

the point where I was just going to go, but somebody again passed by and said “do you want a tissue 28 

dear? What’s the matter? Do you want to come down here? And “do you want to speak to somebody?” 29 

and I had been asking this woman if there was a supervisor I could talk to and she would say “there is 30 

nobody you can speak to, just go to your appointment” and this other person came and said do you want 31 

to speak to somebody and I said “yes please” 32 

Therapist: mmmmm 33 
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Annie: and I was taken down to the corner and sat down and was given a drink of water and given 34 

tissues and the supervisor came out to talk to me. 35 

Therapist: Gee, good on you 36 

Annie: and the other thing is 37 

Therapist: you sound quite proud of yourself 38 

Annie: well I am, sort of 39 

Therapist: yeah  40 

…. 41 

Annie:  Look I didn’t want to get her in trouble but I did want her to explain to her that it is too long to 42 

ask somebody hold on, especially when every appointment letter that’s sent out to you says on it that if 43 

you can’t make the appointment you must, you MUST ring to tell them, to advise them. 44 

Therapist: you are right 45 

Annie: yes, I am right (sigh and confidence, tone shifts up, slightly girlish) 46 

 47 

Addressing feelings within the relationship verbally, without acting out: 48 

Therapist: yes, and by pushing that little bit more, something happened, it seems as if a sort of 49 

indignance comes up. 50 

Annie: Yeah 51 

Therapist: when things don’t feel right 52 

Annie: yeah 53 

Therapist: sounds like you were being flagged off 54 

Annie: yeah 55 

Therapist: I wonder if, I am thinking again, if, I know it is different with us, but there is a sense of being 56 

flagged off a bit, you know, quite quickly (a premature termination of the therapy due to maternity leave 57 

has been talked about) 58 

Annie: with the decision (to limit phone contact), that kicked in with that, that’s why I was like a dog with 59 

a bone, who wouldn’t let go, because I needed to know the why, that would explain to me so that I could 60 

understand. You had a why, but I didn’t understand, so that’s why, that was the injustice thing, 61 

something that was beneficial to me being taken away by somebody who is supposed to be there for my 62 
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benefit, so that kicked in then, but this is totally different, this is, out of, that just happened, this is 63 

something that just happened and I don’t feel that at all, but I do feel cheated. Can you feel cheated and 64 

not feel angry at anybody?  65 

Therapist: that’s what I was wondering about that, if there had been a sense of that… 66 

Annie: but not in a… “I gotta make somebody understand” you know 67 

Therapist: so not in the way “I gotta make someone understand” but just sad and shocked by it… 68 

Annie: yeah, like that’s not how it was going to be, that’s not how it was meant to be (crying) 69 

Therapist: cheated, I mean, that’s a  70 

Annie: yeah 71 

Therapist: like you want to protest, that seems to come up in certain situations 72 

Annie: yeah, like the 60’s, or like a dog with a bone, holding on to the bone,  73 

Therapist: the 60’s? 74 

Annie: protest, fight for what’s right, demonstrate 75 

Therapist: that was in the air? 76 

Annie: peaceful demonstrations, like John Lennon (clear and firmly) 77 

Therapist: I wonder if you experience some ambivalence around protest, when it is right and when is it 78 

too much…. 79 

Annie: yeah, because I didn’t want her to get in to trouble but it wasn’t right, so…. 80 

Therapist: I mean, we are talking here about negotiating for a need, which is important, and what 81 

happens when you are heard, or what happens when no one is available 82 

Annie: see that’s the whole thing. When the supervisor and the lovely girl who went and got me the 83 

water and the tissues, I don’t know what her job was, but she was really nice, um, it was just that they 84 

heard me, and they recognized it was wrong, they were sorry, she said sorry (crying, the meaningful 85 

point) 86 

Therapist: you got a sorry 87 

Annie: I got a sorry (laugh) 88 

Therapist: which means… 89 

Annie: a lot and that’s all and I didn’t ask for the form to fill in… (laughs with relief),  90 
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(Here, it is the recognition that being heard and recognized, to use her words, is the relieving factor that 91 

allows her to move forward). 92 

….. 93 

Annie: Georgia was meant to meet me at the waiting room at the dentist, but when I got there she 94 

wasn’t there and she came when I was in with Avanti, and she was terribly ill with a sore back, a really 95 

sore back. So I gave her a hug and said “go Georgia, it’s ok” and that felt, I felt empowered; I told 96 

Georgia to go away and she went! Giggle- I mean I was being kind, I mean I wasn’t saying 97 

Therapist: You felt empowered because you felt you didn’t need her 98 

Annie: And she, and it was better that she go and rest 99 

Therapist: I seem to be hearing more of these, these little things, these big things 100 

Annie: big little things 101 

Therapist: Big little things102 

 

Session 164 (Internal transitional space) 

Annie: ‘Cause this time he was being very stern, and then I burst in to tears, because I had been going 1 

there and trying to be very brave, but then he started about the animals again so then I burst in to tears, 2 

and then he was trying to be sympathetic, and then we were actually out of the room, and standing 3 

outside, and he was saying about how they have these prayer meetings or something, and that I was 4 

welcome to come (sigh) and then he held my hand (her voice begins trembling), and he looked right in to 5 

my eyes, and said: ‘there is a devil, and there, that, all this stuff, this depression and anxiety and 6 

everything, comes from the devil and that’s where it comes from’, and that if I came, to church, that I 7 

would be so much better (is holding herself from crying).  8 

Therapist: how did you respond? 9 

Annie: I just wanted to run away, ‘cause, it was like he was saying the devil was inside of me, (crying 10 

now) and that wasn’t right, and I didn’t get brave, and I didn’t say anything like I should have, like he 11 

was wrong,  12 

Therapist: sounds like he completely upset you 13 

Annie: yes (with relief) ‘cause later on came that injustice thing “how dare he say that!” 14 

Therapist: is that right, yeah 15 

Annie: yes, and I told Lainie, because she knew him from church, even though they go to a different 16 

church, they were friends and she said that, you know, that that wasn’t right and that he probably didn’t 17 
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mean it, you know,(sarcastic sigh), and it must have come out wrong, and that wasn’t the right thing to 18 

say to you,   19 

Therapist: mmmm 20 

Annie: But no, it didn’t sound like it was something that just popped in to his head, it sounded like that’s 21 

what he believed  22 

Therapist: felt like you got the finger pointed at you 23 

Annie: that it was not the right thing to say to somebody 24 

Therapist: you felt it was not the right thing for him to say to you 25 

Annie: yeah (strongly) 26 

Therapist: yeah, and you sound like you got clear on that after, when you had a think about it 27 

Annie: yeah, but then I just wanted to get away, I didn’t want him to hold my hand 28 

Therapist: right 29 

Annie: but it was like he wouldn’t let me go, it was like he wanted me to stand there and hear what he 30 

wanted to say, he wanted me to come to the church, ewwwwgh  31 

(much clearer on differentiating out his stuff from hers) 32 

Therapist: ewwwwgh 33 

Both giggle 34 

Therapist: you were repulsed,  35 

Annie: yeeeeah 36 

Therapist: a sense of repulsion and being trapped in a place where… 37 

Annie: (in strong clear voice) and I still have to go back there and ask him from help from time to time, 38 

‘cause, for the bills and things, but I always make sure Georgia can come 39 

Therpsit: mmm 40 

Annie: because she goes to church too, she’s churchy too, but um, the first time we went, she said, “yes, 41 

he’s very blaming, isn’t he?” which surprised me, because she’s like that too. But the second time we 42 

went, I thought he was being just as mean but she came out and said “he was quite nice that time, 43 

wasn’t he?” so something was off, I didn’t quite see it the same way as Georgia did, so I don’t know but 44 

see, I wasn’t as well then. The time when I thought he was being really mean, I wasn’t so well, so maybe, 45 

it was,I don’t know, Georgia keeps saying I have warped perception. 46 
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Therpist: is that right 47 

Annie: Yes 48 

Theapist: I mean when you are not so well, you are fragile 49 

Annie: yes, it is not good 50 

Therapist: it is very difficult to be at the receiving end of a very determined belief system 51 

Annie: yes, because we had a little talk I remember, once about that, and I don’t like the idea of the devil. 52 

I don’t mind the idea of G-d, something positive, and I can see the logic in that, that if there is good there 53 

has to be evil. But I choose not to think or recognize, or acknowledge pure evil, I don’t have any problem 54 

with good. So that’s just me 55 

Therapist: there is something about pure evil that is off putting or… 56 

Annie: yeah, off putting, Steven would say that, I mean, he isn’t religious or anything, but he would say 57 

that is just being naïve, and just not realistic, and I can see the logic in it that it…no 58 

Therapist: so you like to not look at the evil, its easier to… 59 

Annie: yes 60 

Therapist: it’s less painful 61 

Annie: it’s all the fear and everything with religion and stuff that maybe, hell and everything 62 

Therapist: mmmmm 63 

Annie: I don’t like that bit 64 

Therpist: so there;s a few bits 65 

Annie: Like the hippy bit with Jesus and love and…whatever, or the budddhist, with the do good, the 66 

karma, karma stuff. And Buddhists too think animals have souls, and I like that because some don’t, I 67 

don’t think this minister would classify animals as soul beings 68 

Therapist: mmmm 69 

NAnie: So yeah 70 

Therapist: there sounds like there is something quite jarring about hearing overwhelming negativity or…. 71 

 Annie: yeah, it wasn’t good 72 

Therpist: sounds like it has never been your cup of tea 73 
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Annie: Umm…I told you when Mum was little and had a little sister that was still born or died soon after, 74 

and she was just about to do the Catholic thing of something, can’t remember the word, thirteen or 75 

something and she was supposed to do something, and the minister told her that her sister wouldn’t be 76 

in heaven, because she hadn’t been christened, and that’s when Mum turned around and walked out but 77 

she still said her prayers every night and wanted me to say my prayers every night 78 

Therapist: Is that right? I didn’t know that part 79 

Annie: Yes, she did 80 

Therapist: right 81 

Annie: and so when she was sick in hospital and they asked her what her religion was so that if she 82 

wanted someone religious to come and talk to her, she said Church of England, but she wasn’t Church of 83 

England, she was Catholic! But Steven and I were Church of England, so she just changed it (laughs), but 84 

she didn’t want anyone to come and talk to her anyway,  85 

Therapist: ok 86 

Annie: But um and Lola’s experience of being raised by the nuns, and abused by the nuns, kind of turns 87 

you, a little bit cynical, I think 88 

Therapist: mmm 89 

Annie: makes you question things 90 

Therapist: so there’s this sense of how cynical, and how naïve,  91 

Annie: Yeah 92 

Therapist: and where do you sort of sit 93 

Annie: And Mum told me that Poppy was agnostic, and I um, didn’t like the idea of being atheist, to me 94 

that sounds very closed minded, um the way Mum described what it meant, and then she described what 95 

agnostic was, so I decided to be that 96 

Therapist: ah ha, so that’s the answer 97 

Annie: yeah a(giggle) nd the definition that I know, people might have different definitions, is that it’s 98 

just unknowing 99 

Therapist: mmmmm 100 

Annie: don’t know, not sure yet, will probably find out some time or another down the track (we laugh 101 

together) but somebody says that that’s a bit Buddhist, because Buddhists say, we are just human, so 102 

how are we supposed to know  103 

Therapist: so there is an honest approach 104 



 

xxiv 
 

Annie: yes 105 

Therapist: sounds like an honest no knowing is the approach you feel most comfortable with, and it was 106 

interesting that Mum said prayers, maybe that was like a tradition 107 

Annie: yeah, a tradition, because she had that really strong heaven thing, because of the people she lost, 108 

but I didn’t have that then, but I have it now…(teary)…it must come with loss, because you want 109 

something good (teary) 110 

Therapist: mmmm 111 

Annie: but, just quickly, did I tell you about the dream, I told you about Duke, how, Duke, the beautiful 112 

dog… 113 

Therpist: yes I remember the story, yeah 114 

Annie: but I don’t know if I told you why I told you the story, I’ll tell you the next little bit, I will go quick, 115 

was that when the painters were coming and I was really stressed and sick, and I had that beautiful 116 

dream? 117 

Therapist: back when we met? 118 

Annie: it was before we met 119 

Therapist: yeah, just before we met 120 

Annie: Did I tell you about the beautiful dream with Duke and Mum? Well, that was why I told you about 121 

Duke. I had this beautiful vivid dream, just me and Mum and Duke, on a sort of shore, of a river or a lake, 122 

and it looked like the lake district in England, I’ve seen it on television, beautiful rolling green hills, and 123 

beautiful water, and that’s just what the dream was, was us together, by the side of the lake, and just 124 

her happy, and I knew, because I don’t think there were words, but I just knew that Duke was Poppy, that 125 

it was Duke’s form but that it was actually Poppy with us, and it was a beautiful dream, and it kind of felt 126 

like heaven, don’t know 127 

Therapist: that togetherness 128 

Annie: no it was really peaceful, blissful, and then I tried to have that dream again but it didn’t come 129 

back. 130 

Therapist: it is sort of sounding to me,  like it’s a bit different,  memories, and holding on, like with 131 

memories, you sit down and try  to remember, the good times and being together, and when we have 132 

finished out time together, that’s something I will walk away with and I hope, you will be able to hold 133 

some of this… 134 

Annie: I will try, really hard 135 

Therapist: it sounds like it’s really hard for you, to hold… 136 
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Annie: I told you I went to the dentist last week and I was walking from the park where I left the car, like I 137 

always do, and I told you I have thought about Jenny before, and I thought that Mum could come with 138 

me,  could walk with me, and asked Mum, could Jenny come too, I mean, I know Jenny is alive, but like 139 

her spirit could come, but I was asking, and then I said “could Parsa? Could Parsa come? Parsa, will you 140 

come too?” so I was thinking that I had these people with me 141 

Therapist: mmmmm, so it was quite powerful, and special, it sounds comforting 142 

Annie: and when I got there, and Georgia was not in the waiting room where she said she would be, I still 143 

did alright. She came in after when I was already in the chair, and she came with sore back, and I said 144 

“Georgia, you can go”. 145 

 

Session 165 (Fostering ownership of self) 

Annie finally tells a story that has been avoided for a long time, because it is painful, about a puppy that 

got hurt when Annie was about 6 years old. 

Therapist: sounds like this it wasn’t talked much about, or… 1 

Annie: maybe not…we didn’t used to talk, either, about upsetting things 2 

Therapist: Is that right? When you say we, you mean, Mum, and Lola too? 3 

Annie: yes 4 

Therapist: so no one talked about upsetting things 5 

Annie: no….because it was upsetting 6 

Therapist: gee 7 

Annie: yeah 8 

Therapist: it would have made it hard to understand your feelings 9 

Annie: Mum didn’t tell me Goldie had been run over, Goldie 10 

Therapist: is that right? 11 

Annie: Goldie, my cat that I bought for 50 cents, my pocket money. She never told me that he had been 12 

run over until I was in my 30’s, and he had been run over since I was 13 and 14. 13 

Therapist: mmm 14 

Annie: ‘cause she and Nanna decided it was better 15 

Therapist: and Nanna too 16 
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Annie: ‘Cause Mum said, she and Nanna had decided. But see, when the little dog….that just taught me 17 

from that time on, (starts to cry) it doesn’t matter, cause all I wanted to do was to play with him, he 18 

wasn’t supposed to get hurt, it doesn’t matter what I want, he got hurt cause I called him, he got hurt 19 

cause I exist and if I exist, I can’t help but to hurt, even when I don’t want to do any harm. That’s what I 20 

think I learnt. 21 

Therapist: because it wasn’t talked about; maybe no one saw how upset you were, no one was able to 22 

soothe you 23 

Annie: I expect that they did, I expect they did see it wasn’t my fault, but it was, because if I hadn’t of 24 

been there, he wouldn’t have fallen; he wouldn’t have been hurt or maybe killed, if I hadn’t been there 25 

Therapist: sounds like a very powerful belief that you have held on to for a long time.  26 

Annie: yeah 27 

Therapist: Sounds, almost, debilitating…if you exist… 28 

Annie: yeah, even when you don’t want to 29 

Therapist: so it seems you might have to behave in ways that ensure even more, you are good person, 30 

that you wouldn’t mean to hurt anyone 31 

Annie: See? I could’ve not stopped, I could’ve driven straight passed…but there is always that fear when I 32 

try and help, if I try and help, it’s just going to end in someone being hurt, and it might just all go wrong, 33 

and I stopped, and I kept him safe, but now I have to take him home, but I am scared it’s going to be the 34 

wrong thing to do… 35 

….(talks more about the lost dog that is still with her)…. 36 

Annie: you try, try, try not to do any harm, but then you end up not doing any good, because your not 37 

doing anything (cries). 38 

Therapist: it sounds like you invest so much energy in to protection, and eventually its exhausting 39 

Annie: maybe when people get really upset with me, like Alice, got really upset with me, because I hurt 40 
her feelings, and I didn’t mean to, I was just trying to explain, and that, maybe there’s a connection 41 
there…? 42 
 43 
Therapist: mmm? 44 

Annie: that, I don’t want to hurt anybody’s feelings, and if I do, then they get upset with me…. 45 
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Session 166 (drawing distinctions between self/other system) 

Annie: not being able to talk to Mum about the puppy, because I had never thought about that until you 1 

said…cos I think it would have been good if I had of been able to  2 

Therapist: mmm 3 

Annie: cos I hadn’t thought of that until you said it that we hadn’t talk, in fact, I hadn’t realized we 4 

hadn’t talked about it 5 

Therapist: mmm, and I suppose that could feel quite…lonely…even if people are there, you are in your 6 

own… 7 

Annie: yeah….and probably Mum wouldn’t probably talk about it with me because she didn’t want to 8 

upset me, she wanted me to just, you know, forget, let it go, like the time she didn’t tell me that Goldie 9 

was run over until I was in my 30’s. 10 

Therapist: what was that like, when you found out, when she told you… 11 

Annie: I was upset because I wished she had of told me because, I’ve lost animals, not pets, animals, that 12 

have just disappeared, and we don’t know, like Dusty, just disappeared, Hanna, we don’t know what 13 

happened, and then there is the other loss, which is death,  and they’re different, I mean, no less painful 14 

but they’re different. Just with the loss, its, you don’t, you just have just a little tiny bit of hope that they 15 

might be alive, like Bobby, they must think that he was either killed or or died or something, or you carry 16 

a little bit of hope that somebody found them or something and took them in, and is looking after them, 17 

but you think that’s probably not going to happen, and the not knowing is horrible, and the hoping but 18 

then the thinking that its not probably true, is also horrible. 19 

Therapist: yeah 20 

Annie: and I kept hoping that Dusty was probably somewhere alive, as long as Delilah was alive, the two 21 

of them came together, and about the same age, so right after she told me Delilah had died, I kept 22 

hoping that Dusty would come back, but probably not, but maybe alive and being looked after, but 23 

probably not. 24 

Therapist: it’s almost more overwhelming 25 

Annie: and when Goldie, too, was gone, it was also, why did he leave because he wasn’t happy, did he go 26 

because he wanted to go away 27 

Therapist: and you carried all that guilt for so long 28 

Annie: because I remember, I was 12 or something, when Goldie disappeared, and one of the last things I 29 

remember was playing with him in my brothers room, my brothers wardrobe just had a curtain for a 30 

door, and I was playing with Goldie, picking him up and putting him behind the curtain, and he would 31 
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bounce out…and I thought maybe he didn’t like that game, and that’s why he went away, because he 32 

didn’t like the game (crying, sobbing) 33 

Therapist: you carried that idea for so long, that you had harmed him….and you only found out years 34 

later 35 

Annie: that he got run over (crying). Nanna found him in the gutter 36 

Therapist: Nanna did 37 

Annie: and Nanna decided not to tell me…cos I’d be upset 38 

Therapist: you seem more upset that they didn’t tell you, like you said, it’s a different type of grief, where 39 

one has more closure, the other is, as much as the hope can feel good, it prolongs something that’s quite 40 

anxiety stricken, a bit like torture 41 

Annie: yeah, which can you understand how guilty I feel? About Bobby? 42 

Therapist: you have been on the other side 43 

Annie: maybe that’s why I try to keep convincing myself that they don’t love him, or they are not looking 44 

after him properly, that that’s why he is so timid and scared, but it might not be true, they might love 45 

him a lot… 46 

Therapist:  it’s hard to let those thoughts in, to imagine what they are feeling… 47 

Annie: ‘cos if I’m wrong, and I take him back, and he’s not treated well…he seems so happy, every time I 48 

try to call him Jordan (his real name), he won’t respond, it’s like, he doesn’t want to be Jordan, he wants 49 

to be Bobby, but that’s just me….probably 50 
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